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ORIGINAL  COMMUNICATIONS. 


CALCIFIED  TUMORS  OF  THE  OVARY.' 


J.  WHITRIDGE  WILLIAMS,  M.D., 
Associate  in  Obstetrics,  Johns  Hopkins  University. 


CWith  two  illustrations.) 


Within  tlie  past  year  several  gentlemen  have  sent  us  solid  tu- 
mors of  the  ovary  vrhich  they  supposed  were  of  osseous  nature, 
but  on  careful  microscopical  examination  we  found  that  they 
were  not  composed  of  bone,  but  were  due  to  the  calcification  of 
ovarian  structures,  with  which  we  are  all  familiar.  In  several 
instances  the  tumors  were  supposed  to  be  osteomata  of  the 
ovary,  when  in  reality  they  were  simply  calcified  fibromata  ;  and 
in  another  case  what  was  considered  as  a  nodule  of  true  bone 
was  found  to  be  a  calcified  corpus  luteum. 

We  have  carefully  considered  the  literature  on  the  subject,  and 
"find  that  very  little  is  known  concerning  calcific  changes  in  the 
ovary,  and  that  no  one  has  attempted  to  collect  even  the  little 

'  From  the  Pathological  Laboratory  of  the  Johns  Hopkins  University  and 
Hospital.    Read  before  the  American  Gynecological  Society,  May,  1893. 
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which  is  known  about  them.  Such  being  the  case,  we  have 
thought  that  it  might  be  of  interest  to  bring  before  you  the 
specimens  which  have  come  into  our  hands,  and  then  to  consider 
what  we  know  of  this  variety  of  changes  in  the  ovarv. 

Case  I.  Calcified  Fibromata  of  loth  Ovaries. — These  speci- 
mens we  owe  to  the  courtesy  of  Dr.  Copeland,  of  Milwaukee, 
who  sent  them  to  us  with  the  statement  that  they  had  been 
examined  by  a  patliologist,  who  reported  that  they  were  osteo- 
mata  of  the  ovary. 

The  following  is  an  abstract  of  Dr.  Copeland's  history  of  the 
case  :  Age  28,  married  iive  3'ears ;  no  children.  Menses  regu- 
lar, of  four  days'  duration,  and  painful.  Last  year  had  an  at- 
tack of  cramp-like  j^ains  in  the  lower  part  of  the  abdomen,  and 
during  the  past  year  has  had  occasional  attacks  of  frequent  mic- 
turition and  has  felt  a  lump  in  the  right  ovarian  region.  Two 
weeks  before  Dr.  Copeland  saw  her  she  fell  down-stairs.  The 
next  day,  one  week  before  the  expected  menstrual  period,  she 
had  a  profuse  flow  of  blood,  which  weakened  her  considerably 
and  led  her  to  consult  a  physician.  On  examination  a  hard  tu- 
mor was  found  on  the  right  of  the  uterus.  Laparatomy  ;  remo- 
val of  both  tubes  and  ovaries  ;  prompt  recovery. 

Description  of  Specimens. — The  specimens  were  hardened  in 
alcohol,  and  consisted  of  the  appendages  from  each  side,  those 
from  the  right  side  being  in  several  pieces.  Left  side:' The 
tube  is  8  cm.  in  length  and  0.4  and  0.6  cm.  at  its  thinnest  and 
thickest  parts,  and  is  apparently  normal.  The  parovarium  is  in- 
tact. The  ovary  measures  5,  3,  and  1 .75  cm.  in  its  various  dia- 
meters. Oa  its  surface  are  many  cicatrices,  but  no  adhesions. 
On  section  its  median  end  is  found  to  be  occupied  by  a  hard, 
roundish  nodule,  12,  16,  and  18  mm.  in  its  various,  diameters, 
which  lies  in  an  apparent  capsule,  with  which  it  is  connected  by 
numerous  connective-tissue  bands.  On  sawing  through  the  nod- 
ule, which  is  of  bony  hardness,  its  cut  surface  is  seen  to  present 
a  mottled  appearance  and  the  general  color  of  bone.  At  the  lat- 
eral end  of  the  ovary  are  seen  the  corrugated  walls  of  an  old 
corpus  luteum  about  13  mm.  in  diameter.  Here  and  there  are 
seen  several  follicles  with  clotted  contents.  Right  side  :  The 
tube  is  Y  cm.  in  length  and  0.4  and  0.6  cm.  at  its  thinnest  and 
thickest  parts,  and  is  apparently  normal.  The  parovarium  is 
intact.  The  ovary  may  be  reconstructed  from  the  various  por- 
tions, when  it  is  apparent  that  a  large,  hard  nodule,  measuring 
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7,  6,  and  5  cm.  in  its  various  diameters,  arose  from  its  median 
end,  for  its  lateral  end  is  practically  intact,  presenting  at  one 
point  a  corpus  luteum  1  by  0.5  cm. 

From  the  anterior  and  interior  surface  of  the  ovary  arise  a 
number  of  small,  pedunculated  fibromata,  the  largest  being  6 
mm.  in  diameter.  From  the  neighborhood  of  these  small  fibro- 
mata the  ovarian  tissue  which  covers  the  hard  nodule  beo-ins  to 
decrease  in  thickness,  and  soon  becomes  as  thin  as  a  sheet  of 
paper.  This  thin  covering  is  perforated  in  a  number  of  places, 
through  which  the  surface  of  the  hard  mass  is  visible. 

The  hard  mass '  weighs  two  hundred,  and  twenty  grammes 
and  is  extremely  hard,  almost  resembling  ivory  in  its  general 
consistence.  When  thrown  upon  a  hard  surface  it  rebounds 
like  a  billiard  ball.  On  section  its  surface  is  mottled  and  is  simi- 
lar to  that  of  the  smaller  nodule  in  the  left  ovary. 

Microscopical  Ecamination. — Dry  sections  from  both  masses 
show  no  trace  of  bony  structure.  Portions  of  the  masses  from 
each  ovary  were  decalcified  by  a  ten-per-cent  solution  of  nitric 
acid,  when  microscopic  sections  could  readily  be  made.  Stained 
sections  show  that  the  masses  from  both  ovaries  are  absolutely 
identical  in  structure.  They  are  composed  of  typical  fibrous  tis- 
sue, made  up  of  bundles  of  dense  connective  tissue,  which  in- 
terlace in  all  directions,  with  very  few  long  nuclei.  This  tissue 
stains  readily  and  is  more  or  less  similar  to  that  found  in  the 
hilum  of  the  ovary,  except  that  it  is  much  poorer  in  blood  ves- 
sels and  contains  many  more  veins  than  arteries.  Scattered  all 
through  it  are  irregularly  shaped  areas  of  various  size,  which 
stain  deeply  with  hematoxylin.  Generally  they  have  very 
sharply  marked  contours  and  in  their  interior  show  signs  of  stri- 
ation,  but  no  trace  of  nuclei  can  be  found  within  them.  They 
represent  areas  of  calcification  from  which  the  lime  salts  have 
been  dissolved  by  the  nitric  acid.  (Their  appearance  is  fairly 
well  represented  in  Fig.  1,  which  is  drawn  under  a  low  power.) 
Under  the  high  power  of  the  microscope  the  development  of 
the  calcified  areas  may  be  clearly  traced.  Here  and  there  we 
see  individual  cells  which  have  lost  their  nuclei  and  present  the 
typical  appearance  of  coagulation  necrosis.     Then  we  see  simi- 

'  Chemical  analysis  of  the  mass  shows  that  it  coutaius  moisture,  8.40  per  cent ; 
agaric  matter,  21.36  per  cent ;  and  mineral  matter,  68.24  per  cent.  The  mine- 
ral matter  consists  of  the  phosphates  and  carbonates  of  calcium  in  the  propor- 
tion of  fifteen  to  one,  and  a  trace  of  sodium  phosphate. 
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lar  cells  which  contain  perhaps  only  a  single  calcareous  gran- 
ule, and  others  which  are  entirely  calcitied.  By  the  coalescence 
of  individual  calcified  cells  larger  calcified  masses  are  produced  ; 
these  in  turn  coalesce  with  others  and  form  the  large  areas 
shown  in  Fig.  1. 

It  is  evident  tliat  the  calcification  has  occurred  in  necrotic 
areas  of  the  fibroma,     Nowhere  in  the  specimen  is  there  any 


Fig.  1.— Calcified  fibroma  of  ovary,  Case  1.    (Zeiss  objective  AA.    Eye  piece  No.  4.") 


trace  whatever  of  bone.   Except  for  the  calcified  fibromata,  both 
the  tubes  and  ovaries  are  normal. 

Case  II.  Calcified  Fibroma  of  the  Left  Ovary. — We  are  in- 
debted to  Dr.  Robt.  T.  Wilson,  of  Baltimore,  for  the  following 
specimen.  The  history  is  as  follows  :  Age  24,  single  ;  menses  first 
appeared  at  13  years;  has  suffered  more  or  less  ever  since  their 
appearance.  For  the  past  three  years  menses  every  six  to  seven 
weeks,  lasting  five  to  seven  days,  confining  her  to  bed  during 
the  entire  period,  and  not  infrequently  are  accompanied  by  con- 
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vulsions.  For  the  three  months  previous  to  operation  severe 
pains  in  back  and  ovarian  regions,  constant  headache  and  insom- 
nia, which  necessitated  the  frequent  employment  of  morphia. 
Three  or  four  weeks  before  the  operation  she  is  said  to  have  had 
an  attack  of  peritonitis. 

Upon  examination  the  "  left  ovary  was  found  enlarged  and 
prolapsed."  Laparatomy  ;  removal  of  both  tubes  and  ovaries. 
At  operation  "  the  peritoneum  was  found  thickened,  showing 
signs  of  chronic  inflammation."  Death  on  the  seventh  day 
from  peritonitis. 

Description  of  Specimens. — Left  side  :  The  tube  is  9  cm.  in 
length  and  0.3  and  0.4  cm.  in  diameter  at  its  thickest  and  thin- 
nest parts,  and  is  apparently  normal.  The  parovarium  is  intact. 
The  ovary  measures  5,  4,  and  4  cm.  in  its  various  diameters, 
and  is  very  hard  to  the  touch.  On  its  superior  margin  is  a  fresh 
corpus  luteum,  2  by  0.75  cm.,  tilled  with  decolorized  clot;  its 
yellow  margins  are  1  mm.  thick.  The  surface  of  the  ovary  is 
glistening  and  presents  numerous  rounded  elevations  which 
vary  from  1  to  10  mm.  in  diameter.  The  entire  ovary  is  hard 
to  the  touch,  and  when  dropped  upon  the  table  sounds  as  if  it 
were  bone.  It  is  impossible  to  cut  it  with  a  knife,  for  it  is 
found  that  its  greater  part  is  composed  of  a  hard  mass  which  is 
probably  calcareous.  The  mass  is  entirely  covered  by  typical 
ovarian  tissue,  which  varies  from  ^  to  3  mm.  in  thickness  and 
contains  both  follicles  and  the  yellow  remains  of  an  old  corpus 
luteum.  The  greater  number  of  the  nodules  noted  on  the  ex- 
terior of  the  ovary  are  found  to  correspond  to  irregularities 
upon  the  outer  surface  of  the  hard  mass,  and  are  thoroughly 
calcified ;  several  of  them,  however,  particularly  one  on  the  pos- 
terior surface,  are  readily  cut  and  present  the  usual  appearance 
of  fibromata.  On  the  anterior  surface  of  the  ovary  several  of 
these  calcareous  nodules  project  through  the  ovarian  tissue 
which  covers  the  rest  of  the  mass.  The  mass  can  be  cut  only  by 
means  of  a  saw,  and  on  section  it  is  seen  to  be  composed  of  a 
number  of  small,  very  hard  areas  separated  by  bands  of  tissue. 
The  fibrous  mass  on  the  posterior  surface,  mentioned  above,  is 
seen  to  be  continuous  with  the  main  portion  of  the  hard  mass. 
Right  side :  The  tube  is  9.5  cm.  in  length  and  0.3  and  0.5  cm.  in 
diameter  at  its  thinnest  and  thickest  parts,  and  is  apparently 
normal.  The  ovary  measures  3,  2.5,  and  1.5  cm.  in  its  vari- 
ous diameters,  with   many  corrugations,  but  no  adhesions  on  its 
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surface.  On  section  it  contains  many  follicles  and  corpora 
fibrosa. 

Microscoj)ic  Examinaiion. — Both  tubes  are  perfectl}'  normal. 
Sections  from  decalcified  portions  of  the  left  ovary  show  that 
the  great  part  of  the  tumor  is  composed  of  interlacnig  bands 
of  connective  tissue,  with  numerous  irregularly  shaped  areas  of 
calcification  of  various  size  scattered  through  it.  Xo  definite 
structure  can  be  made  out  in  the  calcified  areas ;  the}'  present  a 
somewhat  striated  appearance,  with  absohitely  no  trace  of  nuclei. 
The  growth,  except  for  the  calcified  areas,  resembles  the  tissue 
usually  found  in  the  hilum  of  the  ovary,  except  that  it  contains 
fewer  blood  vessels;  a  considerable  number  of  veins  ma}'  be 
made  out,  but  only  a  very  small  proportion  of  arteries.  It  is 
readily  seen  that  the  tumor  is  identical  with  those  in  the  preced- 
ing case,  and  that  Fig.  1  applies  equally  well  to  it.  The  ovarian 
tissue  surrounding  the  tumor  mass  presents  its  usual  appearance 
and  contains  ova,  follicles,  corpora  lutea,  and  corpora  fibrosa. 
In  one  corpus  fibrosum  there  is  a  small  cavity,  apparently  indi- 
cating the  formation  of  a  small  cyst.  Except  for  a  slight  amount 
of  endarteritis,  the  right  ovary  is  normal. 

From  the  description  of  the  microscopical  appearance  of  these 
three  tumors  there  can  be  absolutely  no  doubt  as  to  their  nature. 
A  single  glance  at  Fig.  1 — which  applies  equally  to  all  of  them, 
for  they  all  present  identically  the  same  structure — sufiices  to 
show  that  all  the  characteristics  of  bone  formation  are  lacking 
and  that  we  have  to  deal  with  the  calcification  of  necrotic  areas 
in  ovarian  fibroids. 

That  the  calcification  is  the  sequel  of  necrosis  has  already 
been  indicated,  and  will  be  made  perfectly  clear  when  we  come 
to  consider  the  etiology  of  calcification. 

A  point  of  considerable  interest  in  all  of  these  tumors  is  the 
fact  that  the  function  of  the  small  portions  of  unchanged  ovarian 
tissue  by  which  the  tumors  are  surrounded  is  not  interfered 
with  by  the  formation  and  growth  of  the  fibromata  and  their 
subsequent  calcification,  as  is  shown  by  the  fact  that  typical  cor- 
pora lutea  may  be  seen  in  each  of  the  three  ovaries. 

The  fact  that  we  have  shown  that  the  tumors  under  considera- 
tion are  not  osteomata  of  the  ovary  does  not  take  away  at  all 
from  their  interest ;  for  a  careful  survey  of  the  literature  shows 
that  calcified  fibromata  of  the  ovary  are  of  extremely  rare  occur- 
rence, and,  if  for  no  other  reason,  are  of  interest  on  account  of 
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their  rarity.  It  is  well  known  that  uncomplicated  fibromata  of 
the  ovary  occur  but  rarely,  as  is  stated  by  Leopold,"  Olshausen,^" 
and  Coe,"  and  that  probably  the  great  majority  of  cases  so  de- 
scribed are  in  reality  sarcomata.  If  the  ovarian  fibromata  them- 
selves are  rare,  how  much  more  so  must  they  be  when  calcified  ! 

A  considerable  number  of  writers  state  that  ovarian  fibroids 
do  occasionally  become  calcified.  They  usually  base  their  state- 
ments upon  the  analogy  which  should  exist  between  fibroids 
of  the  ovary  and  uterus ;  for  it  is  well  known  that  calcified 
areas  are  not  infrequently  found  in  uterine  fibromata  and  myo- 
fibromata,  but  they  have  not  seen  such  cases  themselves.  In 
this  connection  may  be  mentioned  Hooper,''  Klob,"  Ashwell," 
Churchill,^  Talamon,"  and  Howell.'^ 

As  far  as  we  can  learn,  the  only  case  which  is  without  doubt 
similar  to  ours  is  one  reported  in  1S59  by  Sir  Spencer  Wells." 
At  the  autopsy  on  a  woman,  age  64,  "  dead  of  diseased  heart 
and  kidneys,"  he  found  a  tumor,  the  size  of  a  cocoanut,  occu- 
pying the  seat  of  the  left  ovary.  It  was  so  hard  that  it  had  to 
be  cut  with  a  saw,  and  on  microscopic  examination  it  was  seen 
to  be  "composed  of  fibrous  tissue,  the  denser  parts  being  calci- 
fied by  a  deposit  of  carbonate  of  lime.  There  was  no  tissue 
found  in  the  least  resembling  bone." 

As  our  three  tumors  were  considered  to  be  of  a  bony  charac- 
ter until  a  careful  microscopic  examination  demonstrated  that 
they  were  calcified  fibromata,  we  do  not  consider  that  we 
shall  go  far  wrong  if  we  assume  that  all  of  the  so-called  bony 
tumors  of  the  ovary  which  have  hitherto  been  described,  and  in 
which  nothing  definite  is  said  as  to  their  microscopic  appear- 
ance, are  likewise  calcified,  and  not  osseous,  tumors  of  the  ovary. 
For  it  is  well  known  what  great  confusion  has  long  existed  as 
to  the  significance  of  the  terms  calcification,  petrification,  and 
ossification,  and  the  practical  impossibility  of  distinguishing  be- 
tween them  except  by  means  of  the  microscope,  even  when  one 
holds  the  most  approved  views  as  to  the  difference  between  the 
several  processes. 

From  this  standpoint  the  number  of  these  cases  may  be  con- 
siderably increased,  and  it  is  curious  that  more  was  said  about 
them  by  the  writers  of  seventy-five  or  one  hundred  years  ago 
than  by  those  of  more  recent  times.  The  first  case  of  this  va- 
riety of  which  we  are  able  to  find  any  record  is  one  reported  by 
''  The  small  figures  refer  to  Bibliography  at  end  of  the  article. 
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Schlenker'*  in  a  thesis  entitled  "  De  singulari  Ovarii  sinistri 
Morbo."  A  few  years  later  (1760)  Le  Clerc  de  Beaucoudray,* 
in  an  article  entitled  "Sur  un  Ovaire  ossifie,"  gave  a  meagre  de- 
scription of  a  case  with  which  he  had  met  at  autopsy. 
.  That  a  considerable  number  of  cases  had  been  described  dur- 
ing the  past  century  is  evident  from  the  statement  of  Voigtel** 
in  his  work  on  pathological  anatomj^  (1805),  who  referred  to 
several  bony  tumors  of  the  ovary  and  stated  "  that  one  not  in- 
frequently finds  stony  concretions  in  the  ovaries."  Unfortu- 
nately, however,  in  most  cases  we  have  been  unable  to  verify  his- 
statements  by  recourse  to  the  original  articles ;  for  many  of 
them  could  not  be  found  in  the  Library  of  the  Surgeon- Gene- 
ral's Office  in  Washington,  and  in  several  instances  his  refe- 
rences were  faulty. 

Haase"  (1836)  referred  to  an  ossified  tumor  of  the  ovary  which 
had  been  presented  to  the  Entbindungs-Institut  in  Dresden  by 
Dr.  Rotter.  It  measured  3,  4,  and  5  inches  in  its  various 
diameters,  and  weighed  eight  ounces.  He  said  that  "the  mass 
is  composed  of  almost  bony  nodules  the  size  of  peas,  which  are 
connected  and  grouped  together." 

Lobl  "  (1844)  also  described  a  case  of  Rokitansky's  as  follows  : 
"An  ossified  fibroid  the  size  of  a  child's  head,  with  numerous 
fiattish  bosses,  was  attached  to  the  external  end  of  the  right  ovary 
and  elongated  it  and  its  ligament  to  a  considerable  extent." 

There  can  be  but  little  doubt  that  an  ovarian  tumor  which 
constituted  an  obstacle  to  labor  in  a  woman  upon  whom  Klein- 
wachter'"  was  obliged  to  perform  Cesarean  section,  was  also  a 
calcified  fibroma.  In  this  case  the  right  ovary  was  converted 
into  a  tumor  the  size  of  a  child's  head,  which  filled  up  the  pelvis 
and  was  removed  at  autopsy.  "  It  was  rounded,  nodulated,  and 
hard,  and,  with  the  exception  of  a  portion  the  size  of  a  walnut, 
was  entirely  ossified.  The  portion  which  was  not  ossified 
creaked  on  section,  had  a  white,  firm,  fibrous  structure,  and  on 
microscopical  examination  was  a  simple  fibroid." 

The  same  may  be  said  of  a  "bony  tumor"  removed  by  JS'ot- 
tingham ''  in  1872  from  a  woman  aged  25.  The  tumor  occupied 
the  entire  right  ovary  and  was  as  large  as  a  fetal  head.  He  says 
that  it  was  "  encased  in  a  tegumentary  envelope,  it  was  almost 
entirely  bone,  there  being  here  and  there  a  slight  admixture  of 
fibrous  substance.  Its  osseous  nature  was  so  decided  that  a 
strong  knife  could  not  be  made  to  penetrate  it  at  any  point.     To 
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open  it  for  inspection  a  saw  had  to  be  brought  into  requisition. 
Its  weight,  when  dried  of  blood,  was  one  and  three-quarter 
pounds.  K^either  hair  nor  teeth  were  observed  in  any  part 
of  it." 

The  only  other  reference  to  a  calcified  tumor  of  the  ovary 
which  we  have  been  able  to  find  is  a  case  reported  to  the  Xew 
York  Obstetrical  Society  by  our  Fellow,  Dr.  H.  M.  Sims" 
(1889),  who,  on  removing  the  ovaries  for  the  cure  of  a  uterine 
fibroid,  found  that  the  right  ovary  "  was  calcified  and  hardened.'^ 
But  as  he  failed  to  give  any  particulars  concerning  the  speci- 
men, it  is  doubtful  whether  it  belongs  in  this  category. 

When  we  consider  that  in  the  literature  for  the  past  one 
hundred  and  fifty  years  we  have  been  able  to  find  only  eight 
cases  which  can  be  compared  with  those  which  we  have  just 
described,  and  that  several  of  these  eight  cases  are  open  to  seri- 
ous doubt,  it  is  evident  how  very  rare  calcified  fibromata  of  the 
ovary  must  be. 

True,  osseous  tumors  may  also  occur  in  the  ovary,  but  they  are 
even  more  rare  than  calcified  tumors,  and  it  is  far  more  diffi- 
cult to  give  a  satisfactory  explanation  for  their  occurrence  than 
for  the  calcific  changes  in  fibromata.  And  it  must  also  be  re- 
membered that  osseous  formations  occur  but  rarely  in  any 
portion  of  the  body,  while  calcification  occurs  very  frequently  in 
many  organs.  Of  course,  in  speaking  of  osseous  tumors  of  the 
ovary,  we  must  exclude  all  growths  which  are  connected  with 
dermoid  cysts,  and  consider  only  those  in  which  we  find  no 
other  deviation  from  the  normal  structure  of  the  ovary  than  the 
new  bone  formation.  Osseous  formations  of  this  character  can 
only  be  explained  by  Cohnheim's  tumor  byj^othesis. 

The  only  cases  of  osseous  formations  in  the  ovary  are  those 
mentioned  by  Fiirst,'"  Eeiss,'"  Waldeyer,"'  and  "Wiiickel.'"  In 
the  case  of  Fiirst  and  the  one  mentioned  by  "VVinckel,  the  osse- 
ous formation  occurred  in  the  walls  of  ovarian  cysts,  so  that 
they  can  hardly  be  considered  in  this  connection.  Reiss'  case 
was  a  fibroma  of  the  ovary,  which  at  its  lateral  end  presented  a 
number  of  areas  composed  of  hyaline  cartilage,  in  the  midst  of 
which  was  a  nodule,  the  size  of  a  cherry,  which  macroscopically 
presented  the  appearance  of  spongy  bone,  which  it  was  found 
to  be  upon  microscopic  examination.  This,  however,  would 
appear  rather  as  a  further  development  of  the  enchondroma 
than  as  an  osseous  tumor  of  the  ovary. 
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Accordingly  the  only  tumor  wliich  might  have  been  con- 
founded with  the  calcilied  fibromata  of  which  we  have  been 
speaking  is  the  one  reported  by  Waldeyer"  under  the  title, 
"  Diffuse  Fibroid  of  the  Ovary  of  a  Peculiar  Structure " 
("  Diffuses  Eierstocksfibrom  von  eigenthiimlichem  Bane "). 
This  was  a  very  hard  tumor,  measuring  15,  11,  and  9  cm.  in  its 
various  diameters,  which  macroscopically  presented  the  appear- 
ance of  an  osteoid  tumor,  recalling  those  from  the  upper  jaw. 
But  its  microscopic  appearance  did  not  justify  him  in  conclud- 
ing that  it  was  true  bone.  Admitting,  however,  tliat  the  case 
described  by  Waldeyer"  was  really  an  osteoma — for  typical 
osteomata  have  been  described  in  the  testicle  (Neumann  ^"),  and 
there  is  no  reason  why  they  should  not  also  occur  in  the  ovary 
— it  is  seen  that  the  literature  affords  only  a  single  case  (and 
that  a  doubtful  one)  of  an  osseous  growth  of  the  ovary  which 
can  be  compared  with  the  calcified  fibromata  under  considera- 
tion. 

In  view  of  the  facts  here  brought  forward,  we  believe  that  it 
is  perfectly  justifiable  to  consider  that  d.nj  solid  tumor  of  the 
ovary  is  a  calcified  fibroma,  even  if  at  first  sight  it  presents  all 
the  characteristics  of  bone,  unless  a  microscopic  examination  by 
a  competent  observer  demonstrates  that  it  is  really  an  osteoma. 

Case  III.  Calcified  Corpus  Luteuni. — The  specimen  which 
we  now  present  was  exhibited  last  year  at  the  New  York  Ob- 
stetrical Society  by  our  distinguished  Fellow,  Dr.  Coe,°  as  a 
"  diseased  ovary  containing  true  bone,  and  not  being  a  dermoid 
cyst,"  after  winch  he  sent  it  to  us.  It  was  removed  from  an 
nnmarried  woman,  who  suffered  severely  with  her  menses,  espe- 
cially over  the  region  of  the  right  ovary.  At  the  operation 
both  tabes  and  ovaries  were  removed.  The  left  ovary  was  cystic 
and  enlarged  to  the  size  of  a  Messina  orange,  the  right  was  the 
size  of  a  walnut ;  both  tubes  were  normal,  and  the  uterus  small, 
retrofiexed,  and  non-adherent.  In  the  centre  of  the  right  ovary 
was  the  nodule,  which  we  shall  describe,  and  which  was  pro- 
nounced by  a  New  York  pathologist  to  "consist  of  true  bone, 
while  in  its  centre  was  a  soft  mass  presenting  the  microscopical 
appearance  of  marrow." 

Description  of  Sjjecimen. — Left  tube  and  ovary  preserved  in 
alcohol.  Tlie  tube  is  6  cm.  in  length  and  0.3  and  0.5  cm.  in 
diameter  at  its  thinnest  and  thickest  parts.  It  is  apparently 
normal,  as  is  also  the  parovarium.     The  ovary  has  been  split 
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open  and  is  5  cm.  long  and  2.5  cm.  deep.  On  its  surface  are 
many  cicatrices,  but  no  signs  of  adhesions.  In  its  centre  is  a 
bard  mass,  12  mm.  in  diameter,  of  bone-like  consistence.  When 
sawed  tbrougb  it  is  seen  to  consist  of  two  portions,  a  soft,  pink- 
ish central  portion  (Fig.  2  B),  and  a  bard,  bone  like  exterior 
(Fig.  2  A)  whicb  is  2  mm.  tbick  and  of  a  distinctly  yellow  color. 
Tlie  central  portion  of  the  nodule  resembles  partially  organized 
blood  clot.     Tbe  rest  of  the  ovary  presents  a  normal  appearance. 

Microscopic  Examination. — After  decalcification  of  a  portion 
■of  the  nodule,  sections  are  readily  cut.  Neitber  the  examination 
of  tliin  portions  of  tbe  nodule  in  its  natural  state,  nor  tbe  exami- 
nation of  stained  sections  after  decalcification,  sbows  any  signs  of 
osseous  structure. 

Tbe  decalcified  sections,  in  general,  stain  poorly  ;  but  the  bard 
exterior  of  the  nodule  stains  readily  with  hematoxylin,  and  pre- 
sents a  more  or  less  bomogeueous  granular  appearance,  in  which 


Fig.  2.— Cross-section  right  ovary,  Case  3,  natural  size,  showing  calcified  corpus  lu- 
teum.    A,  calcified  outer  margin;  B,  soft  tissue  in  centre. 

it  is  impossible  to  distinguish  any  sign  of  nuclei.  This  is  sur- 
rounded by  more  or  less  typical  ovarian  stroma  which  stains 
poorly.  Tbe  soft  central  portion  of  tbe  nodule  is  composed  of 
•dense  fibrous  tissue  which  is  very  poor  in  cells.  Between  this 
and  tbe  decalcified  portion  we  see  several  layers  of  small  cells, 
which  possibly  correspond  to  the  membrana  granulosa,  though 
it  is  impossible  to  state  their  origin  with  certainty.  In  the 
ovarian  stroma  surrounding  the  decalcified  nodule  are  numerous 
round,  stellate  crystals,  which  are  probably  the  result  of  the 
decalcification.  In  all  probability  tbe  specimen  represents  a 
calcification  of  the  large  cells  which  surround  a  ripe  Graafian 
follicle,  and  which  form  the  yellow  margin  of  the  corpus  luteum, 
while  the  fibrous  tissue  in  its  interior  probably  represents  an 
organized  blood  clot. 

After  our  examination  Dr.  Coe  withdrew  the  statement  that 
tbe  nodule  was  composed  of  bone,  and   upon  tbe  strength  of  it 
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Bland  Sutton,"  in  December  last,  reported  two  cases  of  calcified 
corpora  lutea  with  which  he  had  met.  In  one  case  there  wer& 
two  calcified  corpora  lutea  in  the  same  ovary,  and  in  the  second 
case  there  was  a  single  one  which  measured  3  by  1  cm.  All 
three  of  his  calcified  corpora  lutea  were  of  a  bright-yellow  color 
and  consisted  of  a  dense  tissue  in  which  lime  salts  were  deposited. 

AYhen  we  first  examined  our  specimen  of  calcified  corpus 
luteiim  we  believed  that  we  had  found  something  absolutely 
unique.  But  this  supposition  was,  of  course,  proved  to  be  with- 
out foundation  by  the  publication  of  Sutton's"  cases;  and  a. 
search  through  the  literature  showed  tliat  a  number  of  the 
older  writers  had  met  with  similar  conditions,  which,  in  some 
instances,  they  had  interpreted  correctly,  while  in  other  cases 
their  excellent  objective  descriptions  leave  but  little  doubt  that 
they  had  to  deal  with  similar  bodies.  Thus  Morgagni"  "  " 
recorded  three  cases  in  which  it  is  more  than  likely  that 
he  had  to  deal  with  various  forms  of  calcified  corpora  lutea. 
Of  one  case  he  said  :  ^'  "  In  the  other  ovary,  besides  the  smaller 
vesicles  filled  with  clear  fluid,  I  have  found  larger  cellules 
(cellulas),  and  two  of  them  empty,  one  of  which  had  a 
partly  osseous  tunic,  while  the  other  was  entirely  osseous  and 
marked  by  so  many  sulci  that  it  resembled  the  folds  of  the 
intestine."  In  a  second  case  he  said:"  "In  the  same  'ovary 
in  which  there  was  the  corpus  luteum  there  was  a  rounded 
osseous  mass  (cellula)  whose  centre  was  filled  with  a  bloody 
fluid."  And  in  a  third  case,  occurring  in  a  woman  aged  50  : '*^ 
"  The  ovaries  were  not  only  white,  hard,  and  uneven,  but  hidden 
in  the  centre  of  one  of  them  is  a  white  body,  rounded,  almost 
entirely  hollow,  and  cartilaginous."  More  or  less  similar  cases 
have  also  been  reported  by  Sandifort"  and  Walter."  And 
Rokitansk}' '"  reported  a  case  of  which  there  can  be  no  doubt. 
In  this  there  was  an  old  corpus  luteum  the  size  of  a  nut,  in 
whos3  wall  at  one  point  there  was  a  hard,  osseous  (?)  nodule  the 
size  of  a  pea.  And  Klob"  stated  that  Meckel"'  said  that 
"  shris'elled-up  corpora  albida  become  ossified  and  occasion- 
ally are  converted  into  solid  bone." 

It  is  thus  readily  seen  that  the  observations  of  Sutton  "  and 
ourselves  are  not  isolated,  and  other  observers  have  also  met 
with  calcified  corpora  lutea. 

Indeed,  upon  consideration,  it  is  surprising  that  more  cases 
have  not  been  observed  and  reported  ;  for  it  will  soon  he  shown 
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that  the  corpus  luteum  frequently  presents  conditions  which 
apparently  should  predispose  it  to  calciiication. 

Etiology. — Having  described  the  cases  of  calcified  tumors  of 
the  ovary  with  which  we  have  met,  and  given  some  idea  as  to 
the  literature  upon  the  subject,  we  propose  to  consider  for  a  few 
moments  the  general  etiology  of  calciiication,  and  then  attempt 
to  explain  why  the  tumors  under  consideration  should  have 
become  calciiied. 

It  is  needless  to  dwell  upon  the  frequent  occurrence  of  calcifi- 
cation in  the  various  organs,  and  it  will  suffice  to  state  that  cal- 
careous deposits  occur  very  frequently  in  the  blood  vessels, 
lungs,  tumors  of  various  kinds  (especially  fibromata  and  myo- 
mata),  kidneys,  and  also  in  foreign  bodies,  as  in  the  fetus  of 
extrauterine  pregnancy,  forming  the  lithopedion,  and  in  vari- 
ous forms  of  parasites.  And  in  all  these  conditions  the  calcifica- 
tion is  more  or  less  of  a  conservative  process,  as  is  most  clearly 
illustrated  by  the  foci  of  calcification  which  are  found  in  the 
lungs  after  the  healing  of  tuberculosis. 

Of  cour82  there  must  be  some  general  reason  why  calcification 
should  occur  in  the  various  tissues  as  frequently  as  it  does,  and 
this  is  to  be  found  in  the  fact  that  the  process  is  nearly  always 
preceded  by  more  or  less  necrosis  of  the  afi^ected  parts.  By 
this  it  is  not  meant  that  all  forms  of  necrosis  lead  to  calcification, 
for  it  is  well  known  that  such  is  not  the  case  ;  but  calcification 
only  follows  certain  varieties  of  necrosis,  particularly  coagula- 
tion necrosis  (Cohnheim'  and  Litten"'),  and  then  only  under 
certain  conditions. 

These  conditions  are  best  studied  in  experiments  upon  the 
lower  animals,  and  especially  upon  the  kidneys  of  rabbits.  It 
is  now  a  well-established  fact,  as  was  first  pointed  out  by 
Saikowsky,'"  that  calcareous  material  is  deposited  in  the  kidneys 
of  rabbits  which  have  been  poisoned  with  corrosive  sublimate, 
Saikowsky's  results  have  been  confirmed  by  a  large  number  of 
investigators,  but  especially  by  Kaufmann,'"  Neuberger,"'  and 
others.  In  these  cases  the  calcareous  material  appears  in  the 
kidneys  within  twenty-four  hours  after  the  sublimate  has  been 
given,  and  gradually  increases  in  amount,  if  the  animal  survives 
long  enough,  until  the  kidney  is  almost  too  hard  to  be  cut  with 
a  knife.  It  has  been  clearly  shown  that  the  first  effect  of  the 
sublimate  upon  the  kidneys  is  to  produce  coagulation  necrosis 
of  its  epithelium,  especially  in  the  convoluted  tubules,  in  which 
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the  lime  salts  are  soon  deposited.  Strange  to  say,  the  same 
deposit  of  calcareous  material  does  not  occur  in  dogs  when  poi- 
soned with  sublimate  ;  but  in  them  it  is  found  that  the  renal 
epithelium  undergoes  fatty  degeneration  instead  of  coagulation 
necrosis,  and  calcification  does  not  appear  to  follow  that  variety 
of  degeneration. 

Calcareous  changes  exactly  similar  to  those  observed  in  rab- 
bits occur  in  women  who  have  died  from  sublimate  poisoning, 
and  have  been  described  by  Dahl,"  Fleischmann,"  Kaufmann," 
N"etzel,"  Prevost/'  Steffeck/"  and  Yircliow. 

Poisoning  with  other  substances  also  leads  to  renal  changes 
similar  to  those  produced  by  sublimate.  Among  them  may  be 
mentioned  poisoning  with  glycerin  and  pyrogallic  acid  (Afa- 
nassiew'),  bismuth  (Langbans''),  aloin  and  phosphorus  (Neu- 
berger").  And  the  calcareous  deposits  which  occasionally  fol- 
low diphtheria  and  scarlet  fever  have  been  attributed  by  Litteii" 
to  the  necrotic  changes  which  are  produced  in  the  kidneys  by 
the  poisons  accompanying  the  diseases. 

In  all  these  instances  the  first  effect  of  the  poison  is  to  pro- 
duce coagulation  necrosis  of  the  renal  epithelium,  jDarticularly 
in  the  convoluted  tubules. 

Litten,""  in  his  beautiful  experimental  work  upon  the  produc- 
tion of  infarctions,  found  that  arterial  anemia  would  produce 
almost  identically  the  same  changes.  Thus,  after  ligating  the 
renal  artery  for  two  hours  and  then  removing  the  ligature,  no 
changes  were  at  first  observed ;  but  after  a  short  time,  when 
the  renal  circulation  had  been  once  more  established,  coagula- 
tion necrosis  of  the  renal  epithelium  could  be  observed,  and  this 
was  followed  by  a  deposit  of  calcareous  material.  If  the  liga- 
ture were  not  removed  the  kidney  simply  decomposed,  but 
showed  no  signs  of  coagulation  necrosis  or  calcification.  He 
accordingly  found  that  something  more  than  the  death  of  the 
cells  was  necessary  for  the  production  of  these  changes;  that 
it  was  necessary  for  it  to  occur  in  living  tissue — namely,  where 
the  affected  cells  could  obtain  a  certain  supply  of  blood  or  lymph. 
He  considers  that  the  calcification  of  the  necrotic  areas  is  due 
to  the  chemical  affinity  which  exists  between  the  necrotic  tissue 
and  the  calcium  salts  which  are  circulating  in  the  blood,  prob- 
ably as  a  soluble  albuminate,  which  causes  them  to  combine 
with  some  of  the  material  of  the  dead  cells  and  form  an  insolu- 
ble albuminate  of  lime,  which  is  deposited  in  them. 
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Sucli  appears  to  be  the  general  law  governing  the  production 
of  calcareous  deposits — namely,  coagulation  necrosis  of  tissue 
to  which  some  supply  of  blood  or  lymph  is  admitted. 

There  are,  no  donbt,  subtle  differences  in  the  varieties  of  co- 
agulation necrosis,  which  occasionally  appear  to  contradict  what 
has  just  been  said.  Thus,  for  example,  Kabierski"'  has  shown 
that  chromic-acid  poisoning  will  produce  coagulation  necrosis  in 
rabbit's  Mdneys  which  is  practically  identical  with  that  result- 
ing from  anemia  and  the  various  agents  just  enumerated,  but 
calcification  fails  to  follow  it. 

Can  this  experimental  work  be  transferred  to  human  patho- 
logy, and  particularly  to  the  structures  under  consideration  ? 

Any  one  who  will  take  the  trouble  to  consider  the  various  va- 
rieties of  calcific  changes  in  the  body  will  see  that  conditions 
more  or  less  similar  to  those  just  mentioned  precede  every  vari- 
ety of  calcification,  and  that  it  is  invariably  the  sequel  of  tissue 
death  or  necrosis,  and  is  indicative  of  degeneration  and  not  of 
a  progressive  new  growth. 

It  is  well  known  how  frequently  calcareous  changes  occur  in 
the  uterine  fibromata,  and  there  is  every  reason  to  suppose  that 
they  occur  with  equal  frequency  in  ovarian  fibroids,  the  differ- 
ence in  tlie  apparent  frequency  of  calcified  ovarian  and  uterine 
fibroids  being  due  to  the  great  rarity  of  ovarian  fibromata  and 
myo-fibromata  and  the  very  frequent  occurrence  of  correspond- 
ino;  growths  in  the  uterus. 

It  is  readily  seen  that  ovarian  fibroids  present  abundant  op- 
portunity for  calcareous  changes,  for  they  are  usually  quite 
poorly  supplied  with  blood,  and  a  very  slight  interference  with 
their  circulation  could  readily  suflice  for  the  production  of  ane- 
mic coagulation  necrosis  with  subsequent  deposit  of  calcareous 
material  in  the  necrosed  areas.  This  mode  of  origin  was  ob- 
served in  the  three  calcified  fibromata  of  the  ovary  already  de- 
scribed. We  are  unable  to  determine  the  cause  of  the  primary 
interference  with  the  circulation  in  these  cases ;  but  it  is  readily 
seen  that  the  ovary  is  subjected  to  a  greater  extent  than  most 
organs  to  circulatory  changes  which,  under  certain  circum- 
stances, may  lead  to  the  production  of  necrosis. 

A  priori  one  would  suppose  that  the  corpus  luteum  would  be 
particularly  prone  to  calcification,  for  in  its  life  history  the 
large  cells  which  make  up  its  outer  yellow  margin  undergo 
hyaline  degeneration  before  entering  into  the  formation  of  the 
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transparent  corpus    fibrosum.      Calcareous   changes,   however,- 
occur  but  very  rarely  in  it,  so  we  must  accordingly  suppose  that 
the  usual  degeneration  of  the  corpus  luteum  is  not  of  the  variety 
which  is  most  prone  to  lead  to  calcification. 

Clinical  History. — The  clinical  history  of  calcified  tumors  of 
the  ovary  does  not  offer  any  characteristics  which  will  serve  to 
distinguish  this  class  of  tumors  from  other  solid  tumors  of  the 
ovary,  and  consequently  can  be  dismissed  in  a  few  words. 
These  tumors  rarely  attain  a  large  size,  the  largest  recorded 
not  exceeding  a  child's  head  in  size.  This  is  readily  understood 
when  we  recall  the  fact  that  calcification  is  a  sign  of  degenera- 
tion and  not  of  active  groAvth.  In  two  of  our  cases  (2  and  3) 
there  was  marked  dysmenorrhea,  which  was  due,  no  doubt,  to 
the  pressure  exerted  by  the  unyielding  calcareous  mass  upon 
the  nerves  in  the  interior  of  the  ovary.  In  several  cases — our 
first  case  and  the  one  reported  by  Nottingham  " — there  was 
marked  uterine  hemorrhage,  which  ceased  entirely  after  the  re- 
moval of  the  growths.  The  other  symptoms  of  this  class  of 
tumors  are  purely  mechanical  and  are  dependent  upon  the  size 
of  the  growth,  and  do  not  differ  in  any  way  from  those  produced 
by  other  solid  tumors  of  the  ovary. 

Diagnosis. — It  is  absolutely  impossible  to  diagnose  small  cal- 
cified tumors  of  the  ovary  which  have  not  led  to  considerable 
increase  in  its  size,  and  only  in  rare  instances  will  it  be  possible 
to  diagnose  larger  ones  from  other  solid  tumors  of  the  uterus 
or  ovary,  for  on  palpation  simple  fibromata  not  infrequently  feel 
as  hard  as  if  they  were  calcified. 

Treatment. — As  the  diagnosis  of  these  tumors  from  other 
solid  tumors  of  the  ovary  is  practically  impossible,  one  will 
hardly  be  called  upon  to  decide  as  to  their  treatment ;  but  if 
by  any  chance  a  diagnosis  should  be  made,  the  removal  of  the 
tumor  is  indicated. 
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PUERPERAL  ECLAMPSIA: 


the   experience   of   the   boston   lying-in  hospital  during  the   last 

eight  years. ' 


BY 

CHARLES  M.  GREEN,  M.D., 
Assistant  Visiting  Physician  Boston  Lying-in  Hospital ;  Instructor  in  Obstetrics  in 
Harvard  University, 
Boston. 


It  is  not  proposed  in  tliis  paper  to  discuss  the  various  theories 
concerning  the  pathology  and  aetiology^  of  puerperal  eclampsia. 
While  one  cannot  deny  the  occasional  occurrence  of  cases  of  epi- 
leptiform convulsions  without  albuminuria  and  without  ursemic 

'  Read  before  tbe  American  Gynecological  Society,  May,  1893. 
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symptoms,  wliicli  are  explained  hy  Braun  and  by  Spiegelberg  as 
attributable  to  reflex  stimulation  of  the  vaso-motor  and  convul- 
sive centres  ;  and  while  it  should  not  be  forgotten  that,  as  Tyson 
has  well  said,  "There  are  no  reasons  why  we  should  exclude 
from  the  causes  of  convulsions  in  the  puerperal  state  those 
which  operate  to  produce  convulsions  in  the  non -puerperal  con- 
dition," as  for  example,  cerebral  haemorrhage  and  hysteria, — it 
is  nevertheless  true  that,  in  the  vast  majority  of  cases  of  eclamp- 
sia occurring  during  pregnancy,  labor,  or  the  pucrperium,  the 
cause  is  to  be  found  in  acute  parenchymatous  nephritis,  in  renal 
insufficiency,  in  acute  renal  suppression,  with  retention  in  the 
blood  of  excrementitious  materials,  and  consequent  ursemic  poi- 
soning. To  the  consideration  of  the  experience  of  the  Boston 
Lying-in  Hospital  with  this  class^of  cases,  from  1885  to  1892  in- 
clusive, this  communication  is  directed.  It  has  seemed  best  not 
to  include  cases  prior  to  1885,  the  year  in  which  the  present 
methods  of  aseptic  obstetrics  were  introduced,  since  the  modify- 
ing influence,  on  any  specific  line  of  treatment,  of  occasional  in- 
vasions of  puerperal  sepsis,  renders  the  statistics  and  results  of 
the  pre-antiseptic  period  not  fairly  comparable  with  those  of  the 
present  aseptic  era. 

In  examining  the  methods  and  results  of  the  hospital  during 
these  eight  years,  it  should  be  borne  in  mind  that,  while  there  is 
substantial  agreement  in  the  staff  as  to  the  general  management 
of  eclampsia,  owing  to  changes  in  the  visiting  staff,  and  substi- 
tute service  by  the  out-patient  staff,  the  judgment  of  six  differ- 
ent physicians  is  concerned  in  the  care  of  the  cases  included  in 
this  report :  this  circumstance  and  the  fact  that  the  house  physi- 
cian changes  every  two  months  will  explain  some  minor  differ- 
ences in  methods.  It  should  also  be  stated  that  the  hospital 
does  not,  except  in  rare  instances,  receive  waiting  patients,  and 
that  consequently  no  opportunity  is  afforded  for  prophylactic 
treatment  during  pregnancy  ;  in  fact  all  the  thirteen  cases  of 
ante-partum  eclampsia  were  brought  to  the  hospital  after  one  or 
more  convulsive  seizures,  and  seven  of  them  in  a  state  of  pro- 
found coma.  Further,  no  case  of  eclampsia  has  been  refused  ad- 
mission. It  is  a  rule  of  the  hospital,  however,  that  the  urine  of 
every  patient  shall  be  drawn  by  catheter  and  examined  as  soon 
as  possible  after  entrance ;  then,  if  the  condition  of  the  urine 
or  the  presence  of  general  symptoms  shows  the  danger  signals 
of  eclampsia,  prophylactic  measures  are  adopted  which  are  some- 
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times,  doubtless,  successful  in  arresting  toxfemia  and  averting 
the  convulsive  seizure. 

Puerperal  eclampsia  is  believed  to  occur  once  in  al)Out  five 
hundred  pregnancies,  and  as  this  hospital  cares  for  about  five 
hundred  house  patients  yearly,  eight  cases  of  eclampsia  would  be 
its  due  proportion  in  the  period  covered  by  this  report :  that 
during  this  time  the  hospital  has  received  thirty-six  cases,  an 
average  of  four  and  one-half  each  year,  is  due,  of  course,  partly 
to  the  fact,  as  in  hospitals  generally,  that  eclamptics  are  sent  in 
from  Boston  and  its  suburbs  who  would  have  been  attended  in 
their  homes  except  for  the  serious  complication,  and  partly  to 
the  general  condition  of  hospital  patients,  who  come  from  that 
class  in  the  community  which  receives  no  supervision  during 
pregnancy,  no  adequate  prophylactic  treatment  in  the  face  of 
threatening  symptoms,  and  who  therefore  are  more  liable  than 
those  better  circumstanced  to  suffer  the  eclamptic  seizure  under 
the  shock  and  pain  of  labor. 

As  the  management  of  eclampsia  varies  according  as  the  inva- 
sion occurs  during  pregnancy,  during  labor,  or  during  the  lying- 
in  period,  the  cases  presented  will  be  grouped  accordingly. 
There  are  thirteen  cases  of  ante-partum  convulsions,  eight  cases 
of  inter-partum,  and  fifteen  cases  of  post-partum ;  or,  approxi- 
mately, S6fo,  22%,  and  42^  respectively. 

AXTE-PAETUM    ECLAMPSIA. 

In  the  treatment  of  ante  partuni  eclampsia,  especially  when 
the  seizure  occurs  before  the  fcetus  is  viable,  the  aim  of  the  ob- 
stetrician is,  of  course,  to  arrest  the  convulsions  and  restore  the 
function  of  the  kidneys,  without  interrupting  the  pregnancy. 
When  the  convulsions  have  been  few  in  number  and  of  mode- 
rate severity,  when  the  renal  insufliciency  is  not  extreme,  and 
when  the  skin  and  bowels  respond  promptly  to  measures  adopted 
to  promote  their  vicarious  function  ,of  eliminating  from  the 
blood  the  waste  products  which  are  exerting  their  poisonous  ef- 
fect on  the  nervous  system,  there  is  a  reasonable  prospect  of 
success  in  this  aim  ;  but  in  hospital  practice,  unfortunately,  the 
cases  are  few  in  number  in  which  these  conditions  are  fulfilled. 
Moreover,  the  foetus  often  perishes  early  in  utero  from  the  over- 
whelming effects  of  the  poisonous  elements  in  the  maternal 
blood,  or  is  lost  by  spontaneous  miscarriage,  induced  by  the  con- 
vulsive action  of  the  uterine,  as  well  as  of  the  voluntary,  mus- 
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eles.  It  is  certainly  legitimate  to  endeavor,  however,  vrlien  it 
can  be  done  without  nndae  risk  to  tlie  safety  of  maternal  life,  to 
treat  ante-partum  eclampsia  without  obstetric  interference,  and 
in  a  small  proportion  of  cases  well-directed  efforts  will  be  suc- 
cessful. 

The  methods  adopted  by  the  Boston  Lying-in  Hospital  are 
briefly  as  follows : 

Ether  is  used,  at  the  first  symptom  of  the  attack,  to  control 
the  convulsive  seizure.  I  am  well  aware  that  it  will  be  said  in 
criticism,  by  most  authorities  from  other  vicinities  than  Boston, 
that  chloroform  is  a  safer  drug  than  ether,  when  the  kidney  is 
in  any  way  affected  ;  but  it  would  be  difficult  to  convince  those 
who  have  had  along  experience  witli  ether,  that,  with  intelligent 
and  careful  use,  this  drug  is  not  as  safe  as  chloroform.  Chloral 
hydrate,  by  rectum,  is  employed  as  a  nerve  sedative  between  the 
attacks.  Morphia,  so  highly  prized  by  some  authorities,  is  not 
approved  :  while  in  some  cases  it  may  seem  to  prove  a  useful 
sedative,  in  others  it  has  appeared  to  cause  restlessness  ;  and  its 
use  would  seem  unphysiological,  when  the  loss  of  renal  function 
is  considered.  To  excite  the  action  of  tlie  skin,  chief  reliance  is 
placed  upon  the  hot  bath,  the  hot-air  bath,"  or,  in  mild  cases,  the 
use  of  heaters  placed  about  the  patient  rolled  in  blankets  ;  and, 
for  drugs,  pilocarpin,  usually  in  gr.  ^  doses,  guarded  by  brandy 
or  other  stimulants  to  avoid  undue  depression.  Unless  the  skin 
responds  promptly  and  satisfactorily,  the  eliminative  action  of 
the  bowels  is  invoked  with  elaterium  or  croton  oil,  aided,  if 
necessary,  by  enemata.  When  the  patient  is  sufiiciently  con- 
scious to  swallow,  milk  is  given,  with  brandy,  if  indicated  ;  and 
she  is  encouraged  to  drink  freely  of  cream  of  tartar  water  (  iv. 
to  pint  i.),  not  alone  for  its  mildly  diuretic  effect,  but  for  its  cu- 
mulative influence  as  a  cathartic.  Digitalis  is  also  employed  in 
small  doses,  not  only  as  a  heart  tonic,  but  as  a  mild  diuretic. 
Acetate  of  potash  is  also  used  to  some  extent.  When  the  pa- 
tient is  unable  to  swallow,  subcutaneous  stimulation  with  brandy, 
digitalis,  or  nitroglycerine  is  resorted  to.  Venesection  has  been 
employed  in  no  instance  :  while  not  denying  its  occasional  val- 
ue in  certain  cases,  the  hospital  staff  saw  no  indication  for  blood- 

'  This  is  administered  by  means  of  a  stove  pipe  elbow  attached  to  the  foot  of 
the  bed,  under  the  lower  end  of  which  is  placed  a  gas,  or  other,  lamp;  the  pa- 
tient being  rolled  in  blankets  and  covered  with  other  blankets  supported  by  a 
cradle. 
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letting  in  any  case  included  in  this  report.  AVlien,  as  is  gene- 
rally necessary  in  severe  cases,  it  appears  best  to  deliver,  manual 
dilatation  is  preferred  to  the  use  of  hydrostatic  bags,  or  the 
intra-nterine  bougie:  in  a  few  cases  of  unusual  difficulty  incision 
of  the  cervix  has  been  necessary.  Podalic  version  and  manual 
extraction  are  preferred  to  forceps  unless  the  head  is  engaged. 
During  delivery  the  patient  is  well  wrapped  in  blankets  and  ex- 
posed as  little  as  possible,  to  avoid  chilling  the  surface  and 
checking  the  skin  secretion  which  may  have  been  induced. 

In  the  following  group  of  three  cases  in  the  non-viable  period 
of  pregnancy,  there  was  no  obstetric  interference,  as  the  mater- 
nal symptoms  appeared  to  warrant  an  effort  to  save  the  foetus : 

Case  I. — H.  C,  20,  S.,  Igravida  seven  months  advanced. 
Had  had  one  well-marked  convulsion  a  few  hours  previous  to 
entrance,  and  had  been  given  morph.  sulph.  gr.  ^.  On  admis- 
sion, stupid,  but  could  answer  questions  with  considerable  urg- 
ing:  skin  very  dry:  twitching  of  eyelids,  especially  of  left; 
convulsive  movements  of  hands  and  forearms,  but  no  well 
marked  convulsion  after  entrance  :  frequent  vomiting.  Urine 
by  catheter  :  acid,  1018,  albumin  ^i  ;  sediment  abundant, — small 
round  cells,  blood,  granular,  hyaline  and  epithelial  casts.  "Was 
placed  in  a  warm  bath  and  given  chloral  by  rectum.  Urine  in 
next  24  hours  3  xxviii.  Next  day,  no  more  twitching,  but 
vomiting  continued  :  hands  and  feet  oedematous :  urine,  fair 
amount,  albumin  a  slight  trace,  no  casts  found.  Next  day, 
much  less  vomiting,  urine  clear.  Gradual  improvement  from 
this  time  :  three  days  later  up  and  about  the  ward  ;  urine  free 
and  no  albumin.  Discharged  six  days  from  entrance  in  good 
condition,  with  no  interruption  of  pregnancy. 

Six  weeks  later  was  re-admitted,  supposedly  in  labor.  Urine 
scanty,  albumin  a  slight  trace  :  was  given  potass,  acetas.  Signs 
of  labor  disappeared,  and  patient  discharged  in  three  days. 

Two  weeks  later,  re-admitted  in  labor  at  full  term.  Urine  : 
large  amount,  acid,  1015,  albumin  a  large  trace  ;  sediment, — 
pus,  blood,  and  amorphous  urates  ;  no  casts.  Labor  normal,  no 
sign  of  eclampsia.  Convalescence  normal. 
Discharged  in  two  weeks,  well :  child  well. 
Case  XL — M.  C,  26,  M.,  Igravida  six  months  advanced.  Six 
days  previously  face  puffy  and  feet  swollen  :  two  days  later, 
violent  headache,  sharp  epigastric  pain,  vomiting  :  soon  after, 
vertigo,  followed  by  five  convulsions  in  six  hours,  each  of  about 
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five  mimites  duration  and  mild.  From  3  to  8  p.m.,  just  prior 
to  entrance,  had  four  convulsions  more  severe  than  preceding. 
On  entrance,  face  pale  and  puffy  ;  moderate  oedema  of  legs  and 
feet ;  mind  clear.  Urine  :  high  colored,  turbid,  acid,  1032,  al- 
bumin 1+^;  sediment  much;  renal  epithelium,  abnormal  red 
blood  corpuscles,  many  hyaline  and  fine  granular  casts,  some 
medium  granular  casts,  and  casts  with  epithelium  adherent. 
On  entrance  :  hot-air  bath  at  110°-120°,  pilocarpin  gr.  i  ; ''pro- 
fuse perspiration  for  two  hours,  during  which  time  one  general 
clonic  convursion  of  ^  minute  duration,  followed  by  ten  minutes 
of  unconsciousness.  Was  given  potass,  acetas  gr.  xxx  every 
two  hours,  tr.  digitalis  lUv  every  four  hours,  and  potass,  bitar- 
tras  ad  libitum.  During  first  24  hours  in  hospital  passed  urine 
3  xxxii;  pale,  alkaline,  1022,  albumin  ^^. 

During  sscond  21:  hours  comfortable  all  day  until  evening, 
then  return  of  headache  :  face  more  puffy  than  in  morning. 
Without  warning  a  slight  convulsion  lasting  ^  minute ;  con- 
sciousness returned  at  once.  Placed  in  hot-air  bath  for  two 
hours  :  profuse  diaphoresis.  Twenty-four  hours'  urine  3  xlviii ; 
pale,  1010,  albumin  ^'i;  casts  less  in  number.  Next  day  no 
more  convulsions,  slight  headache  at  times,  bowels  open,  face 
still  puffy,  generally  comfortable. 

During  the  next  three  days  patient  remained  comfortable  ; 
there  were  no  more  convulsions.  Amount  of  urine  continued 
large,  reaching  nine  pints  one  day  ;  facial  oedema  much  dimin- 
ished. Was  kept  on  a  milk  diet,  given  water  freely,  and  no 
drug  but  potass,  acetas  gr.  xv  every  four  hours.  After  ten 
days  in  hospital  patient  insisted  on  going  home.  Urine  :  pale, 
alkaline,  abundant,  1018,  albumin  ^%,  one  hyaline  cast  in  two 
slides. 

Discharged  much  relieved  :  pregnancy  uninterrupted. 

[Three  weeks  later,  in  her  own  home,  patient  miscarried,  and 
suffered  return  of  oedema ;  after  delivery  oedema  disappeared, 
but  headache  and  dizziness  continued.] 

Case  III. —  A.O.,  22,  M.,  Igravida  six  to  seven  months  advanced. 
Headache  for  two  weeks,  oedema  of  hands  and  feet.  First  con- 
yulsion  ten  and  one-half  hours  before  entrance  ;  was  kept  under 
ether  from  this  time  until  admission,  during  which  time  six  con- 
vulsions, seven  in  all  before  entrance.  On  admission,  comatose, 
but  restless.  Urine:  albumin  1^;  very  numerous  casts, — hya- 
line, tine,  coarse,  and  brown  granular,  blood  and  epithelial  casts. 
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free  blood,  and  renal  cells.  No  signs  of  labor.  Placed  in 
blankets  and  heaters  ;  pilocarpin  gr.  J  ;  free  sudoresis  and  sali- 
vation. Croton  oil  gtt.  iii  by  rectum.  Severe  convulsion  two 
and  one-half  liours  after  entrance  :  ether,  followed  by  chloral 
gr.  XXX  by  rectum.  Croton  oil  gtt.  i  on  tongue  ;  pilocarpin 
gr.  -}  :  profuse  vomiting.  As  bowels  had  not  moved  six  hours 
after  entrance,  was  given  croton  oil  gtt.  iii,  calomel  gr.  v,  and 
jalap  gr.  vi,  by  rectum  ;  one  hour  later,  elaterium  gr.  ^,  fol- 
lowed by  turpentine  enema  ;  soon  after,  a  large,  loose,  watery 
dejection.  Soon  after,  pilocarpin  repeated.  Patient  could  now 
swallow  and  was  given  solution  of  potass,  bitartras  ad  libitum. 
Milk,  and  brandy  3  ii,  given  every  two  hours,  and  pilocarpin 
p.  r.  n.  to  maintain  free  sudoresis.  Elaterium  gr.  ^  was  given 
three  times  during  the  night,  resulting  in  five  large,  watery  de- 
jections. At  the  morning  visit  patient  was  still  unconscious, 
but  was  breathing  quietly,  and  ever^'thing  seemed  favorable  to 
the  arrest  of  symptoms  without  the  induction  of  labor ;  but 
whether  due  to  the  eclamptic  condition  or  to  the  over-zealous 
purging,  labor  began  at  noon  and  terminated  in  five  hours 
without  assistance.  JS^ext  morning  patient  became  entirely  con- 
scious, and  from  that  time  made  a  steady  convalescence. 

Discharged  on  loth  day   well :    foetus  non-viable  and   still- 
born. 
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III  tlie  following  group  of  six  cases,  in  the  non-viable  period 
of  pregnancy,  the  patients'  condition  on  entrance  was  such,  or 
the  response  to  conservative  treatment  so  unsatisfactory,  that 
obstetric  interference  was  indicated  : 

Case  I. — ]\I.  D.,  16,  S.,  Igravida  six  to  seven  months  ad- 
vanced. Yoraiting  for  two  days  before  entrance,  legs  oedema- 
tous,  eyesight  unaffected.  First  convulsion  nine  hours  before 
entrance,  followed  by  twelve  more  before  adnnssion.  Urine  : 
3  iss  by  catheter ;  ^i  albumin;  hyaline,  coarse  and  line  granu- 
lar casts,  brown  granular  casts,  blood,  and  cells.  Two  convul- 
sions directly  after  entrance,  face  not  dusky,  pupils  equal  but 
non-responsive  to  light,  pulse  160.  Immediate  delivery  deter- 
mined on  :  ether,  manual  dilatation,  podalic  version,  forceps  to 
after-coming  head.  Child  non-viable,  but  gasped  a  few  times. 
After  delivery  ; — hot-air  bath,  pilocarpin,  brandy,  digitalis,  po- 
tass, acetas.  Remained  unconscious  post  partum,  but  no  more 
convulsions ;  pulse  became  good,  free  perspiration.  Urine  : 
3  xviii  in  next  24:  hours.  First  spoke  after  30  hours,  but  most 
of  the  time  seuu-unconscious,  and  not  perfectly  rational  until 
five  days  post  partum.     Slow,  but  gradual,  convalescence. 

Discharged  well :  child  non-viable  and  stillborn. 

Case  IE. — N".  R.,  19,  S.,  Igravida  seven  months  advanced  ; 
well  developed.  Brought  in  by  a  policeman  who  had  seen  her 
in  a  dozen  convulsions.  Urine  :  3  iv  by  catlieter  ;  2^  albumin  ; 
hyaline,  epithelial,  and  fine  granular  casts,  some  free  blood. 
Hot-air  bath,  pilocarpin,  croton  oil,  ether  during  convulsions. 
As  the  convulsions  continued,  live  occurring  since  entrance, 
manual  dilatation  and  podalic  version  were  performed  ;  patient 
then  placed  in  hot-air  batli  ;  pilocarpin,  chloral,  digitalis,  and 
nitro-glycerine  ;  no  more  convulsions.  Xext  day,  urine  3  xvi, 
albumin  ^^  :  steady  improvement  from  this  time. 

Discharged  loth  day  well :  child  non-viable  and  stillborn. 

Case  III. — J.  McB.,  31,  M.,  Igravida  21  weeks  advanced; 
flabby  and  heavy.  For  a  week  had  had  epigastric  pain  and  nau- 
sea :  had  three  convulsions  two  days  before  entrance.  Urine  : 
3  vi;  2^  albumin,  hyaline  casts  and  some  round  cells.  Blankets 
and  heaters,  croton  oil,  potass,  bitartras,  digitalis,  nitro-glyce- 
rine, poultice  over  kidneys.  After  nine  hours  another  convul- 
sion, then  ether,  manual  dilatation  and  podalic  version  :  recov- 
ery uninterrupted. 

Discharo^ed  well :  child  non-viable  and  stillborn. 
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Case  IV. — A.  H.,  20,  M.,  Igravida  five  to  six  months  ad- 
vanced. History  of  one  convulsion  24  hours  before  entrance, 
preceded  bj  headache.  Entered  profoundly  comatose,  with  ster- 
torous respiration  and  dry  skin :  tongue  and  lips  swollen  and 
bloody.  Urine :  3  i  by  catheter  (uot  examined).  Pilocarpin 
gr.  ^,  repeated  in  half  an  hour  ;  hot-air  bath  :  free  sudoresis  and 
sahvation  in  55  minutes,  but  diminished  in  an  hour  and  pulse 
rose  to  185 :  brandy  subcutaneously.  Seen  by  visiting  physi- 
cian half  an  hour  later;  delivery  decided  upon:  cervix  hard,  os 
rigid,  manual  dilatation  impossible  until  cervix  was  incised  ; 
small  dead  foetus  delivered  by  podalic  version  in  50  minutes. 
After  delivery  condition  markedly  improved  ;  color  good,  respi- 
ration easy,  skin  moist.  ]^s^o  well  marked  eclampsia  after  deliv- 
ery, but  typical  convulsions  occurred  every  20  to  30  minutes 
from  entrance  until  uterus  was  emptied.  Able  to  swallow  l-i- 
hours  post  partum,  and  was  given  bromide  and  chloral  to  con- 
trol restlessness,  potass,  acet.  gr.  xx  every  two  hours,  milk  and 
cream  of  tartar  water  freely  ;  bowels  moved  with  croton  oil  gtt. 
ii.  Almost  entire  suppression  of  urine  until  12  hours  after  en- 
trance and  eight  hours  post  partum,  when  |  vii  were  obtained 
by  catheter  and  |  vi  six  hours  later.  Js^ine  hours  post  partum 
skin  became  dry,  color  bad,  pulse  rapid  and  irregular,  breathing 
stertorous,  lungs  oedematous ;  brandy,  digitalis,  and  aramonii 
carb.     Death  26^  hours  after  entrance. 

Discharged  dead:  child  non-viable  and  stillborn. 

Case  V. — M.  C,  12,  M.,  Xllgravida  six  to  seven  months  ad- 
vanced. A  hard  drinker.  Has  had  vomiting,  headache,  diar- 
rhoea, and  impaired  eyesight  for  two  months.  Two  convulsions 
before  entrance :  legs  oedematous,  mind  cloudy  for  past  two 
days.  Urine  :  |  viii  in  bladder  ;  trace  of  albumin,  blood,  hya- 
line and  fine  granular  casts.  It  was  decided  to  deliver:  ether, 
manual  dilatation,  podalic  version  ;  child  non-viable,  but  gasped 
a  few  times.  After  delivery  : — hot  sponge  bath,  blankets  and 
heaters,  pilocarpin, — followed  by  free  sudoresis,  Eestless  and 
delirious  ;  slight  bilateral  facial  paralysis.  Xo  post  partum  con- 
vulsions. Brandy  and  digitalis  p.  r.  n. ;  ice-cap  to  head.  Tem- 
perature rose  to  101.6"  F., gradually  failed,  and  died  thirty  hours 
after  entrance. 

Discharged  dead  :  child  non  viable  and  stillborn. 

Case  YL. — L.  R.,  35,  M.,  ?gravida  six  months  advanced.  His- 
tory of  ten  or  more  convulsions  in  preceding  12  hours,  with  pre- 
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vious  headache  and  vomiting.  On  entrance  patient  nncon- 
scions,  restless,  skin  dry.  Urine  :  small  quantity,  much  albumin. 
Given  pilocarpin  and  placed  in  heaters  by  honse  physician. 
Yisiting  physician  decided  to  deliver :  ether,  manual  dilatation, 
and  extraction  by  the  foot.  Under  pilocarpin  profuse  sudoresis 
and  salivation.  Able  to  swallow  two  hours  post  partum,  and 
given  potass,  acet.  gr.  xx  every  two  hours.  Pulse  weakened, 
respiration  became  rapid  and  skin  dry  :  pilocarpin  guarded  by 
brandy  caused  free  sudoresis  and  improved  respiration.  Urine  : 
only  a  few  drachms,  ^^  albumin.  Eleven  hours  post  partum 
respiration  50  to  60  :  croton  oil  and  enemata.  Pulmonary  oede- 
ma. Temperature  103.4:°  F.  Pulse  gradually  weakened,  and 
death  ensued  16  hours  after  entrance. 

Discharged  dead  :  child  non-viable  and  stillborn. 

Table  II. — Non-viable  Cases  in  which  Labor  was  Induced. 
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When  the  eclamptic  has  reached  the  period  of  foetal  viability, 
there  is,  of  course,  much  less  incentive  to  delay  obstetric  inter- 
ference. In  the  following  group  of  four  primi  parse,  three  of 
whom  entered  hosi^ital  comatose,  dehverj^  was  indicated  in  the 
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interest  of  mother  and  child.     All  four  were  severe  cases,  two 
having  had  16  and  18  convulsions  respectively  before  entrance : 

Case  I. — A.  K.,  20,  M.,  Igravida  eight  months  advanced. 
2J:  hoars  before  entrance  was  seized  with  headache ;  first  con- 
vulsion six  hours  later,  followed  by  IS  attacks  up  to  time  of  ad- 
mission. Secreted  only  |  iv  of  urine  during  10  hours  of  day 
before  entrance:  entire  suppression  of  urine  for  six  hours  just 
before  admission.  As  the  patient  was  comatose  on  entrance, 
and  had  been  subjected  to  free  diaphoresis  for  six  lionrs  \^ithout 
benefit,  immediate  delivery  was  decided  upon.  Ether,  manual 
dilatation,  forceps, — foetus  macerated.  Placed  in  hot-air  bath 
for  eight  hours,  with  occasional  intermissions  :  morphia  gr.  ^ 
for  three  times  ;  but  had  two  convulsions  during  this  time  last- 
ing al)out  two  minutes  each,  during  which  ether  was  given  : 
very  restless,  requiring  constant  slight  restraint,  not  controlled 
by  the  morphia  given.  Was  stimulated  freely  with  brandy  and 
digitalis.  Five  hours  post  partum  conscious  enough  to  swallow, 
and  was  given  cream  of  tartar  water  freely.  Eight  hours  after 
delivery  urine  3  iiss  by  catheter.  Heart  failing  :  brandy,  digi- 
talis and  milk.  In  next  six  hours  secreted  urine  3  v.  Bowels 
moved  with  elaterium  and  croton  oil.  Again  placed  in  hot-air 
bath  for  f  hour,  but  was  removed,  as  the  skin  failed  to  respond 
and  the  temperature  began  to  rise  and  pulse  grew  weaker.  In 
seven  hours,  urine  3  vii.  Became  deeply  comatose,  respiration 
slow  and  stertorous,  temperature  rose  and  pulse  failed  :  death  32 
hours  after  entrance. 

Discharged  dead  :  child  stillborn  and  macerated. 

Case  II. — L.  M.,  24,  M.,  Igravida  S^  months  advanced. 
Brought  to  hospital  unconscious.  For  past  two  weeks  oedema 
of  legs,  otherwise  well  uutil  four  hours  before  entrance,  when  she 
suddenl)' complained  of  blurred  eyesight,  and  directly  had  a  con- 
vulsion lasting  five  minutes  :  three  other  convulsions  before  en- 
trance. Respiration  stertorous,  pupils  normal  in  size  and  reac- 
tion, oedema  of  legs  and  labia  majora,  foetal  heart  not  heard. 
Urine:  3  xxvii  (it  was  not  known  how  long  this  had  been  in  the 
bladder) ;  albumin  ^%,  hyaline  and  fine  granular  casts.  No  signs 
of  labor.  Placed  in  hot-air  bath,  pilocarpin  gr.  i  subcutane- 
ously.  Two  hours  later,  patient  having  had  three  more  convul- 
sions (during  which  ether  was  given),  it  was  decided  to  deliver. 
Mannal  dilatation  undertaken,  but  failed  owing  to  rigidity  of 
the  cervix  :    Barnes'  hydrostatic  bags   also  proved  inefficient : 
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uterus  catheterized  ^Yitll  little  result.  After  three  Lours,  and 
one  more  convulsion,  manual  dilatation  a^ain  tried  without  suc- 
cess:  uterine  catheter  replaced,  but  with  only  slight  reaction. 
Urine  :  3  v,  albumin  ^%.  Meanwhile  brandj  and  digitalis  sub- 
cutaneously,  and  hot-air  bath  :  free  sudoresis.  Kine  hours  after 
entrance,  the  pulse  being  140,  and  temperature  104.6°,  the  cer- 
vix was  incised  and  child  delivered  dead.  Mother  did  not  re- 
cover consciousness,  and  died  11  hours  after  entrance. 

Discharged  dead:  child  stillborn. 

(The  especial  interest  in  this  case  was  the  suddenness  of  inva- 
sion of  the  eclamptic  seizure,  the  failure  of  response  to  treat- 
ment, and  the  very  unusual  difficulty  in  effecting  dilatation  and 
delivery.) 

Case  III. — X.  F.,  20,  S.,  Igravida  at  full  term.  At  entrance 
unconscious,  having  had  16  convulsions  in  the  preceding  9J 
hours :  convulsion  caused  by  catheterization.  Seen  in  half  an 
hour  by  visiting  physician,  who  decided  on  immediate  delivery. 
Ether,  manual  dilatation,  forceps:  living  child  delivered  -10 
minutes  after  entrance.  Patient  then  placed  in  hot-air  bath, 
pilocarpiu  gr.  j\,  brandj  subcutaneously,  croton  oil  gtt.  iiss. 
Convulsions  continued.  Chloral  by  rectum,  digitalis  and  brandy 
sub-cutaneously.  Patient  continued  comatose,  oedema  of  lungs, 
failed  rapidly,  and  died  seven  hours  after  entrance,  having  had 
2-4  convulsions.  Urine  (obtained  immediately  after  death): 
albumin  ^^c,  bladder  and  renal  epithelium,  hyaline  and  granular 
casts,  free  blood. 

Discharged  dead  :  child  well. 

(The  especial  interest  in  this  case  lies  in  the  fact  that  the  child 
survived  and  was  born  living,  after  the  occurrence  of  so  many 
as  17  maternal  convulsions.) 

Case  IY. — J.  P.,  23,  S.,  Igravida  at  full  term.  Entered  with 
a  histor}^  of  oedema,  almost  entire  suppression  of  urine,  dizziness, 
and  blindness-;  soon  after  had  a  convulsion  lasting  about  two 
minutes.  Ether.  Urine  :  3  ii  by  catheter,  the  entire  secretion 
for  six  hours  ;  coagulating  solid  with  IINO3.  Patient  being  at 
full  term,  it  was  thought  best  to  deliver :  manual  dilatation, 
forceps.  Blankets  and  heaters,  pilocarpin  gr.  J,  repeated  in  ^ 
hour:  moderate  sweating  and  considerable  salivation.  Cream 
of  tartar  water  ad  libitum.  Six  hours  later,  urine  3  iii,  albumin 
2^,  numerous  hyaline  and  line  granular  casts.  During  next  six 
hours  urine   3  v  were  secreted,  and  in  the  next  six,  3  xiii,  with 
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ouly  a  trace  of  albumin  in  last  sj^ecimen.  During  forenoon 
after  delivery  complained  of  blindness  of  right  eye  and  slight 
headache.  Next  day  general  improvement:  24  hours'  urine 
3xli:  was  given  tr.  digitalis  "nxx  four  times.  Next  day's  urine 
^  xcvi.  From  this  time  gradual  improvement :  nrine  abundant, 
slight  trace  of  albumin,  no  casts. 

Discharged  in  one  month  well :  child  well. 

Table  III. — Viable  Oases  in  which  Labor  was  Induced. 
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Maternal  mortality  15%:  foetal  mortality  50^. 

If  all  the  cases  of  convulsions  occurring  in  the  pre-viable 
period  of  pregnancy  are  grouped  together,  we  have  nine  cases, 
seven  of  whom  were  primigravidse.  The  foetus  was  lost,  by  in- 
duced or  spontaneous  labor,  in  seven  of  these  cases :  in  one  case, 
which  re-entered  at  full  term,  the  foetus  was  subsequently  born 
alive ;  and  in  the  remaining  case  the  mother  was  discliarged 
with  an  arrest  of  the  eclamptic  condition,  the  foetus  being  alive, 
and  she  did  not  re-enter  the  hospital.  Of  the  nine  mothers, 
seven  of  whom  entered  the  hospital  comatose  or  with  cerebration 
more  or  less  affected,  six  were  discliarged  well,  and  three  died, — 
a  mortality  of  331;^. 

If  all  the  ante-partum  cases  are  grouped  together,  without  re- 
gard to  the  duration  of  pregnancy,  we  have  13  cases,  with  a 
maternal  mortality  of  six,  or  4.6% ;  and  a  foetal  loss  of  nine  cases 
(one  foetus  being  macerated),  or  69fc. 


IKTEE-PAETUM    ECLAMPSIA. 


When  the  eclamptic  seizure  occurs  during  IaI)or,  it  has  been 
the  practice  of  the  hospital  to  deliver  as  soon  as  the  visiting 
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pliysieian  could  be  sniumoned.  It  is  not  believed  that  the  shock 
of  operative  interference  under  anaesthesia  unfavorably  affects 
the  nervous  system  ;  but,  on  the  contrary,  that  the  kidney  more 
quickly  recovers  its  function  after  the  uterus  is  emptied.  After 
delivery  chief  reliance  is  placed  on  chloral,  pilocarpin,  hot 
bathing  or  the  hot-air  bath,  mild  diuretics,  and  necessary  stimu- 
lation. 

In  the  following  group  of  eight  cases  at  term,  all  but  one 
primiparae,  numbers  5  and  T  are  especially  interesting  by  con- 
trast :  in  number  5  the  mother  survived  two  inter-partum,  and 
23  post-partum,  convulsions ;  in  number  7,  both  mother  and  child 
were  lost  after  three  inter-partum,  and  one  post-partum,  seizures. 
In  case  6  there  was  pelvic  deformity  requiring  craniotomy  of  the 
after-coming  head,  so  that  the  foetal  death  was  not  chargeable  to 
eclampsia;  therefore  the  foetal  mortality  in  the  inter-partum 
cases  fairly  attributable  to  eclampsia  was  only  12ifc. 

Case  I. — K.  D.,  37.  M.,  Ipara  at  fall  term.  Xausea  and  head- 
ache for  some  time  before  entrance;  but  no  vertigo,  epigastric 
pain,  or  oedema.  Entered  in  labor.  Urine  by  catheter :  3  ii, 
color  higrh,  albumin  large  trace  ;  was  oiven  cream  of  tartar  water 
freely.  First  stage  tedious.  Eleven  hours  after  entrance,  with- 
out premonitory  symptoms,  had  a  convulsion  lasting  one  minute  : 
regained  consciousness  two  minutes  later  and  complained  of 
severe  headache.  In  40  minutes  seen  by  visiting  physician: 
ether,  manual  dilatation,  podalic  version.  Skin  dry,  restless : 
heaters,  potass,  acet.,  cream  of  tartar  water,  hot  drinks,  potass, 
bromide  and  chloral  by  rectum  :  soon  skin  became  moist,  head- 
ache less,  patient  more  quiet.  Urine :  3  vi  by  catheter  4^  hours 
post  partum.  In  next  twelve  hours  urine  3  sx,  paler,  albumin 
a  trace.     From  this  time  convalescence. 

Discharged  well :  child  well. 

Case  II. — S.  D.,  20,  M.,  Ipara  at  full  term.  Xo  symptoms  of 
eclampsia  on  entrance.  Urine :  3  i  by  catheter,  albumin  ^%. 
Convulsion  lasting  three  minutes  six  hours  after  entrance ;  during 
this  time  patient  had  secreted  urine  3  xv.  Second  convulsion  in 
half  an  hour:  ether  was  given  at  first  symptom  of  convulsions 
and  apparently  modified  them.  Patient  conscious  between  these 
two  attacks  and  said  slie  had  never  had  fits  before.  Labor  pains 
good;  OS  uteri  =  $1.00.  Urine  pale,  1021,  albumin  ^fc,  renal 
cells,  abnormal  blood  corpuscles.  Delivery  decided  on  :  manual 
dilatation,  podalic  version ;  moderate  haemorrhage  post  partum. 
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Heaters,  pilocarpin,  potass,  acetas,  liot  drinks,  ci-eain  of  tartar 
\vater:  profuse  perspiration.  24  hours  post  partum  had  passed 
urine  3  xxxviii,  albumin  faint  trace.  In  three  days  urine 
negative. 

Discharged  well :  child  well. 

Case  HI. — M.  P.,  22,  S.,  Ipara  at  full  term.  Labor  had  been 
in  progress  for  seven  hours  and  nothing  abnormal  noted,  w^hen 
she  was  suddenly  seized  with  a  convulsion  which  was  followed 
by  a  second  in  ten  minutes:  breathing  stertorous,  only  partially 
conscious.  Pending  the  arrival  of  the  visiting  physician  a  third 
convulsion  within  an  hour.  Ether,  manual  dilatation,  podalic 
version,  moderate  post-partum  haemorrhage.  Semi-conscious: 
very  restless:  another  convulsion  six  hours  post  partum.  Urine  : 
scanty,  loaded  with  albumin,  hyaline  and  line  granular  casts. 
Skin  dry,  semi-comatose.  Poultice  over  kidneys,  morphia  used 
with  unsatisfactory  result,  chloral  and  potass,  bromide.  Free 
sudoresis  and  some  sleep.  IN'ext  morning  was  rational :  given 
tr.  ferri  chloridi  tti,  x  every  four  hours.  Passed  urine  3  Ivii  in 
24  hours  following  delivery  ;  albumin  slight  trace.  'No  further 
urinary  symptoms. 

Discharged  well :  child  well. 

Case  IY. — G,  S,,  17,  M.,  Ipara  at  full  term.  Entered  at  2  p,m. 
Urine:  1007,  albumin  ^fc,  uo  casts.  Os  dilated  slowly,  some 
headache,  drowsy  all  next  forenoon,  vomited  at  10  a.m.  12.45  p.m.: 
convulsion  :  urine, — smoky,  1030,  albumin  ^%,  hyaline  and  granu- 
lar casts,  blood.  Second  convulsion  at  1.10  p.m.,  third  at  1.45  p.m., 
each  more  severe  than  preceding.  Manual  dilatation,  forceps, 
then  hot-air  bath  and  pilocarpin ;  another  convulsion  in  half  an 
hour:  much  post-partum  haemorrhage.  Brandy  and  ergot.  Free 
sudoresis,  but  restless,  Pilocarpin  continued,  with  potass,  acetas 
and  cream  of  tartar  water :  confused,  but  took  milk  and  medi- 
cines. Fifth  convulsion  at  11,30  p,m.,  failed  rapidly  and  died  at 
11,40  p,m.,  nine  hours  post  partum. 

Discharged  dead:  child  well. 

Case  Y, — L,  K,,  18,  S,,  Ipara  at  full  term.  A  hard  drinker. 
Entered  in  labor  at  9  a.m.,  but  had  few  pains  up  to  5  p.m.  At 
6  p.m.  OS  =  ^  inch.  At  7  p.m.  convulsion,  followed  very  soon  by 
another :  ether  and  heaters.  Urine  :  albumin  1-^%,  fine  granu- 
lar and  hyaline  casts,  blood,  and  renal  cells.  Os  dilated  quickly  : 
forceps.  Then  pilocarpin,  chloral  and  bromide,  potass,  acetas, 
and  digitalis.     Complained  of  headache  and  pain  in  back  and 
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legs  during  the  night,  but  slept  4^  hours.  Post-partum  convul- 
sions OQcnrred  at  2.20,  3.40,  5.25,  6.20,  7,  7.20,  7.40,  8,  8.20,  9.15, 
9.45,  and  10.18  a.m.  Urine  §  xiv,  by  catheter.  Convulsions 
continued  at  11.06,11.33  a.m.,  12  m.,  12.12, 2.09,  and  8  p.m.  All 
this  day  heaters,  and  pilocarpin  p.  r.  n.,  with  free  perspiration; 
took  milk  Oiv.  Convulsions  at  9.30  p.m.,  and  12.50  a.m.  next 
day:  chloral,  bromide,  and  pilocarpin.  24  hours'  urine  3  xviii. 
From  tills  time  did  well  until  1.55  p.m.  next  day,  when  another 
convulsion.  Xext  day,  convulsions  at  4  and  6.45  a.m.,  but  none 
thereafter:  had  in  all  23  post-partum  convulsions.  Convales- 
cence complicated  subsequently  with  a  mild  attack  of  deli- 
rium tremens :  said  to  have  become  insane  two  years  after- 
wards. 

Discharged  well :  child  well. 

Case  YI. — M.  McK.,  31,  M.,  Ipara  at  term.  Apparently 
well  on  entrance  ;  but  after  48  hours  of  tedious  first  stage  pains 
(for  which  she  was  given  chloral  and  morphia)  had  a  convulsion. 
Urine :  albumin  |-^,  free  blood,  no  casts.  Had  two  more  con-  , 
vulsions  within  IJ  hours,  then  ether,  manual  dilatation,  podalic 
version,  and  craniotomy  on  after-coming  head  (pelvic  contrac- 
tion).    Xo  post-partum  convulsions. 

Discharged  well :  child  dead  (craniotomy). 

Case  YII. — M.  C,  30,  W.,  I  Ipara  at  term.  No  serious  symp- 
toms during  last  few  weeks  of  pregnancy,  and  went  to  bed 
in  her  home  feeling  as  well  as  usual.  Awakened  at  11  p.m.  by 
escape  of  liquor  amnii,  when  she  came  to  hospital.  Anaemic, 
but  no  oedema :  some  headache  soon  after  entrance,  and  one  hour 
later  severe  epigastric  pain  ;  labor  pains  moderate  and  frequent. 
At  1.55  a.m.  a  severe  con\Tilsion  lasting  two  minutes  and  fol- 
lowed by  unconsciousness.  Pulse  good :  skin  cool,  but  dry : 
foetal  heart  plainly  heard:  os  =  25  cents.  Urine:  3  i,  albumin 
1%,  numerous  hyaline  and  granular  casts,  free  blood.  Hot  bath 
for  f  hour.  At  2.25  a.m.,  while  in  bath,  second  convulsion  last- 
ing one  minute.  Taken  from  bath,  wrapped  in  blankets,  and 
.surrounded  by  heaters.  At  2.40,  skin  warm  and  moist,  pulse 
fair,  OS  =  3  inches.  At  2.45,  third  convulsion,  slight  (ether  during 
all  three  convulsions).  At  3,  seen  by  visiting  physician,  who 
completed  delivery  with  forceps  in  15  minutes ;  slight  haemor- 
rhage :  chUd  stillborn.  15  minutes  post  partum  a  fourth  slight 
convulsion :  pulse  weaker :  subcutaneous  stimulation,  chloral 
and  bromide  by  rectum.  Gradually  failed  and  died  at  4.43  a.m., 
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two  liours  and  48  minutes  from  first  convulsion.     Xo  recovery 
of  consciousness  after  first  convulsion. 

Discharged  dead  :  child  stillborn. 

(This  case  is  a  good  example  of  eclarapsie  foudroyante :  the 
sudden  invasion  of  eclampsia  in  a  woman  who  considered  herself 
well  up  to  within  1^  hours  of  her  first  convulsion  and  the  lethal 
issue  in  less  than  three  hours  from  the  first  convulsion,  with  no 
recovery  of  consciousness  from  the  first  invasion,  well  exemplify 
the  hopelessness  of  the  affection  in  some  cases.  The  child  was 
born  still  after  only  three  convulsions  ;  yet  in  case  3  of  the  viable 
group  of  ante-partnm  eclamptics  the  child  was  born  living  after 
the  mother  had  had  17  convulsions  from  which  she  never  recov- 
ered consciousness.) 

Case  VIIL— M.  K.,  18,  M.,  Ipara  at  term.  History  of  vomit- 
ing several  times  during  night  before  entrance,  but  no  other 
symptoms.  Labor  began  at  6  a.m.;  entered  hospital  at  9  a.m., 
mildly  delirious,  but  able  to  answer  questions ;  pains  good,  and 
at  short  intervals.  Had  had  chloral  gr.  xxx  before  entrance ; 
said  she  had  passed  no  urine  since  yesterday.  Urine  by  cathe- 
ter: 3  ss,  albumin  i-J^.  Hot  bath  for  20  minutes  had  a  quiet- 
ing effect,  but  soon  rendered  restless  by  labor  pains,  and  required 
some  restraint  in  bed.  Well-marked  convulsion  at  12.45  p.m. 
lasting  five  minutes:  pilocarpin  gr. -^,  profuse  sweating  in  20 
minutes.  Unable  to  count  fingers  held  before  face.  1.30  p.m. 
very  restless:  chloral  gi'.  xxx  by  rectum;  vomited  all  milk. 
8.15  skin  hot  and  dry,  T.  104.6°:  pilocarpin  gr.  ■^;  sweating  in 
10  minutes.  3.50  fcetal  heart  160:  second  convulsion;  ether. 
Seen  by  visiting  physician :  os  f  dilated,  head  low,  membranes 
ruptured;  entire  suppression  of  urine:  forceps  delivery,  child 
alive;  slight  hsemorrhage.  Good  recovery  from  ether ;  patient 
stupid;  pulse  152,  temperature  105°.  Given  potass,  acetas  in 
large  amount  of  water,  digitalis:  several  sponge  baths  during 
night,  and  at  4  a.m.  temperature  100°.  Was  restless  during 
night,  but  secreted  urine  Oi  ;  albumin  large  trace,  numerous 
hyaline  and  granular  casts,  free  blood.  From  this  time  gradual 
improvement:  urine  increased,  albumin  and  casts  disappeared. 
Discharged  (14th  day)  well :  child  well. 
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Table  IV.— Inter-partum  Cases  :  Operative  Delivery. 
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Maternal  mortality  25%  :  fojtal  mortality  25^. 
POST-PARTUM    ECLAMPSIA. 

When  the  eclamptic  seizure  tirst  appears  post  partiira,  the 
question  of  obstetric  interference  naturally  does  not  arise.  It 
may  he  thought  by  some  that  in  the  presence  of  symptoms  dur- 
ing labor  threatening  a  convulsive  seizure,  it  is  well  to  terminate 
the  labor  artificially,  with  a  view  to  intercepting  a  possible  at- 
tack ;  and  such  a  course  is  doubtless  advisable  in  the  presence  of 
lingering  labor.  But  when  the  labor  is  progressing  normally, 
non-intervention  has  been  the  practice  in  the  Boston  Lying-in 
Hospital ;  and  treatment  has  been  directed  to  allaying  nervous 
symptoms  and  mildly  stimulating  the  function  of  the  kidney. 
In  numerous  cases,  not  presented  in  this  report,  in  which  symp- 
toms were  present  which  threatened  a  convulsive  seizure,  and 
which  were  prophylactically  treated,  eclampsia  did  not  super- 
vene. In  general,  post-partum  eclampsia  is  treated  as  in  inter- 
partum  cases  after  the  labor  is  completed. 

The  following  group  embraces  15  post-partum  cases,  12  of 
whom  were  primiparae:  all  but  one  were  at  full  terra :  there 
were  two  cases  of  twin  pregnancy.     Only  one  mother  was  lost, 
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she  dying  of  pulmonary  oedema.  There  should,  of  course,  be 
no  foetal  mortality  attributable  to  post-partum  eclampsia ;  but 
one  non-viable  foetus  was  lost  by  spontaneous  premature  labor, 
and  one  of  the  twins  died  on  the  third  day  from  unexplained 
cerebral  hsemorrhaffe. 

Case  I. — J.  F.,  26,  M.,  Ilpara.  First  labor  two  years  ago  at 
her  home :  had  eclampsia  (instrumental  delivery),  followed  by 
complete  hemiplegia  of  right  side  from  which  she  has  never 
fully  recovered.  In  second  pregnancy  has  been  under  able 
medical  care  :  two  months  ago,  at  seven  months,  had  a  convul- 
sion and  urine  was  found, — albumin  ^%,  hyaline  and  epithelial 
casts,  large  amount  of  free  blood.  All  symptoms  had  disap- 
peared at  time  of  entrance  except  the  condition  of  the  urine. 

Entered  in  labor  at  10.30  p.m.  Urine  :  acid,  smoky,  albu- 
min ^%,  1024,  much  free  blood,  renal  epithelium  ;  hyaline,  granu- 
lar, and  epithelial  casts.  Labor  progressed  without  incident. 
At  1  P.M.  next  day,  headache,  amaurosis,  mental  impairment : 
child  born  normally  at  2  p.m.,  when  headache  ceased,  eyesight 
returned,  mind  cleared,  and  patient  was  comfortable.  The 
urine  of  p.m.  was  scanty,  smoky,  albuminous  (1%),  and  contained 
considerable  blood  and  casts.  8  p.m.,  six  hours  post  partum,  a 
convulsion  :  hot-air  bath,  pilocarpin  guarded  with  stimulants ; 
perspired  moderately  in  a  few  minutes :  bromide  and  chloral  by 
rectum,  milk  and  ci'eam  of  tartar  water  freely,  potass,  acetas. 
Had  a  comfortable  night,  but  passed  but  little  urine.  Next  day 
doing  well,  mind  clear,  urine  increasing  under  treatment,  albu- 
min small  trace,  sediment, — some  blood  and  a  few  casts.  Urine 
gradually  increased  in  amount,  and  abnormal  constituents  disap- 
peared. Hemiplegia  seems  less  marked  than  at  entrance.  Feels 
very  well. 

Discharged  well :  child  well 

Case  II. — M.  B.,  27,  S.,  Ipara  at  full  term.  Entered  in  la- 
bor at  7.45  p.m.  :  oedema  of  hands,  feet,  and  legs.  Urine  :  albu- 
min ^%,  1010,  smoky ;  potass,  acetas  gr.  xx  every  four  hours. 
Diagnosis  of  twins:  1st  born  at  12.55  a.m.,  2nd  at  1.30  a.m., 
labor  normal.  Slept  well  remainder  of  night.  At  7.30  a.m.  a 
slight  convulsion,  followed  by  a  second,  more  violent,  at  9  a.m. 
Urine  :  3  iv;  smoky,  albumin  1%,  a  few  hyahne  and  fine  granu- 
lar casts,  blood,  renal  cells.  Hot-air  bath,  digitalis,  cream  of 
tartar  water,  stimulants :  free  sudoresis.  By  8.45  a.m.  of  next 
day  had  had  in  all  18  convulsions,  most  of  them  severe  ;    uncon- 
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scions  since  3  p.m.,  but  lias  been  able  to  swallow  milk  and  medi- 
cines ;  has  perspired  freely,  and  general  condition  is,  still  good  : 
ether  used  freely  seemed  to  stop  or  lessen  the  convulsions. 
Morphia  was  tried,  but  seemed  to  make  patient  restless  and  pro- 
duce cyanosis.  Next  day  convulsions  at  9.40  a.m.,  12.10  p.m., 
1.20  p.m.,  and  the  last  at  6.45  p.m.  :  same  general  treatment. 
Urine  increasing  in  amount  and  less  smoky.  Still  recognizes  no 
one,  but  is  quiet,  and  slept  well  during  night.  Gradual  improve- 
ment: on  13th  day  urine, — color  normal,  1012,  acid,  albumin 
trace,  occasional  blood  corpuscle.     Had  had  22  convulsions  in  all. 

Discharged  well:  twins  discharged  well. 

Case  III. — L.  W.,  26,  M.,  Ilpara  at  full  term  with  twins. 
Normal  labor  four  years  ago.  Nausea  and  vomiting  throughout 
second  pregnancy,  headache,  epigastric  pain  marked  during  last 
two  days  ;  cedema  for  some  months ;  urine  scanty ;  eyesight  im- 
paired. Physical  examination  :  marked  oedema  of  feet  and 
ankles,  slight  of  face,  skin  dry,  smooth,  and  velvety,  abdomen 
much  distended,  knee  presentation.  Urine  :  albumin  1%  ;  nu- 
merous hyaline  and  fine  granular  casts,  renal  epithelium,  some 
abnormal  blood.  Given  potass,  acetas,  ©ream  of  tartar  water, 
chloral  and  bromide.  First  child  born  normally  3^  hours  after 
entrance,  and  second  soon  after.  Patient  soon  complained  of 
headache,  and  five  hours  post  partum  a  convulsion  lasting  two 
minutes :  blankets  and  heaters,  hot  drinks,  pilocarpin,  chloral 
and  bromide.  Soon  became  conscious,  profuse  diaphoresis,  some 
vomiting.  Slept  well.  In  next  12  hours  passed  urine  3  xxxvi. 
Next  morning  felt  well  except  for  slight  headache :  milk  diet 
and  potass,  acetas.  Next  24  hours  urine  3  xci.  No  more  con- 
vulsions. On  4th  day  first  child  died  in  convulsions:  autopsy, — 
cerebral  haemorrhage. 

Discharged  (18th  day)  well :  1st  twin  dead,  2nd  twin  discharged 
well. 

Case  TV. — J.  F.,  21,  M.,  Ipara  at  full  term.  Phlegmatic 
temperament,  no  symptoms  of  renal  disease.  Normal  labor  of 
only  3^  hours.  Ten  hours  after  labor,  without  warning,  had  a 
convulsion,  followed  at  intervals  of  about  20  minutes  by  six 
more.  Urine  :  1012,  albumin  ^-^%,  renal  and  pelvic  epithelial 
cells,  blood,  free  fat,  granular  and  fatty  casts :  had  passed 
I  xxivss  between  labor  and  first  convulsion.  Blankets  and  heat- 
ers, pilocarpin  and  brandy  subcutaneously,  croton  oil,  chloral  and 
bromide  by  rectuni,  ether  during  convulsions.     Consciousness 
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returned  about  four  hours  after  first  convulsiou,  then  given 
cream  of  tartar  water  and  potass,  acetas.  From  the  return  to 
consciousness  she  made  an  uninterrupted  recovery :  daily 
amount  of  urine  reached  §  Ixxix,  and  all  medicines  omitted. 

Discharged  (16th  day)  well:  child  well. 

Case  Y. — A.  J.,  19,  S.,  Ipara  at  term.  Had  vomited  every 
morning  for  two  weeks  before  entrance,  had  had  severe  head- 
ache and  some  cedema  of  legs.  Two  hours  after  normal  labor, 
severe  frontal  headache  and  pain  in  lumbar  and  epigastric  re- 
gions: placed  in  heaters  and  given  potass,  bitart.,  and  potass, 
acetas ;  in  five  hours  urine  =  3  viii.  Seven  hours  post  partum 
well-marked  convulsion  lasting  three  minutes,  skin  very  dry; 
became  conscious  in  ten  minutes  and  complained  of  headache  : 
liot-air  bath  and  pilocarpin.  In  an  hour  a  second  convulsion 
lasting  one  minute  ;  soon,  however,  sudoresis  and  return  of  con- 
sciousness, but  complained  of  headache  and  impaired  vision. 
Four  hours  after  first  convulsion,  urine  =  3  viii,  albumin  trace; 
pus,  blood,  hyaline  and  fine  granular  casts,  renal  cells.  Was 
given  calomel  and  jalap.  Gradual  improvement,  no  more  con- 
vulsions. 

Discharged  (15tli  day)  well:  child  well. 

Case  VI. — F.  S.,  negress,  21,  M.,  Ipara  at  term.  Apparently 
well  on  entrance,  but  nervous.  Urine  pale,  1007,  no  albumin, 
amount  normal.  5^  hours  after  normal  labor  complained  of 
headache,  sleeplessness,  epigastric  pain  ;  half  an  hour  laterfound 
in  a  convulsion,  recovered  consciousness  soon  after.  Three 
hours  later,  second  convulsion.  Urine:  3  iiss,  smoky,  1022, 
albumin  ^%,  blood,  hyaline  and  fine  granular  casts.  Hot- 
air  bath  for  2^  hours,  pilocarpin,  cream  of  tartar  water  ad 
libitum,  potass,  acetas  gr.  xv  every  three  hours.  Improved  rap- 
idly. 

Discharged  (14th  day)  well :  child  well. 

Case  YII. — L.  S.,  81,  M.,  Ipara  at  term.  Nervous  tempe- 
rament. Labor  normal :  some  nausea  and  vomiting  after  3d 
stage.  Eight  hours  post  partum  found  in  a  violent  convulsion, 
followed  by  coma  and  stertorous  respiration.  Urine :  3  ix, 
pale  ;  albumin  2% ;  blood,  hyaline,  granular,  and  brown  granu- 
lar, and  fatty  casts.  In  15  minutes  2d  convulsion  lasting  two 
minutes,  during  which  time  only  two  respirations ;  patient  livid. 
Hot-air  bath  and  pilocarpin.  In  next  8  hours  seven  convulsions, 
all  but   one   severe:    patient  livid,  lungs  became  oedematoua: 
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subcutaneous  stiimilatioii.  Graduallv  sank  and  died,  after  seve- 
ral more  slight  convulsions,  13  hours  post  partum. 

Discharged  dead  :  child  well. 

Case  YIII. — E.  O.,  45,  M.,  Xlllpara  at  term.  Feet  swollen 
for  several  months,  otherwise  well  up  to  one  week  before  en- 
tranc3,  since  when,  headache,  pain  in  right  hypochondrimn,  nau- 
sea, and  occasional  vomiting ;  jaundice  for  past  two  days ;  has 
been  confused  at  times,  and  has  slept  but  little  for  a  week.  Dull 
and  confused  on  entrance.  Urine  :  acid,  1014,  color  greenish- 
brown,  albumin  ^^,  hyaline,  granular,  and  epithelial  casts  in  abun- 
dance, free  blood  and  renal  cells.  Easy  normal  labor,  followed 
by  slight  haemorrhage.  Given  cream  of  tartar  water  and  potass, 
acetas.  Next  morning  had  slept  but  little,  skin  hot  and  dry  : 
pilocarpi!!  gr.  ^,  followed  ia  15  minutes  by  a  convulsion  with 
slow  recovery.  Skin  cold  and  wet,  lips  blue,  pulse  weak,  respi- 
ration rapid  :  urine  in  24  hours  =  |  x.  Hot-air  bath,  brandy 
subcutaneously.  Slept  some  during  the  day  ;  occasional  vomit- 
ing. Next  day  was  restless  in  a.m.  and  delirious  in  p.m.  Urine 
§xviiiiii24  hours,  same  constituents.  Elaterium  and  pilocar- 
pin.  From  this  time  steady  improvement ;  but  had  some  trou- 
ble with  eje^,  oedema  of  retina  by  ophthalmoscope.  Urine 
gradually  cleared. 

Discharged  well :  child  well. 

Case  IX. — M.  H.,  23,  S.,  Ipara  at  term.  Hydramnios,  slight 
oedema  of  labia.  Labor  normal.  Xext  morning  severe  vomit- 
ing ;  urine  has  large  trace  of  albumin.  At  6  a.m.  patient  dazed ; 
lips  blue  ;  pulse  50-60,  weak  and  irregular ;  pain  in  head  and 
chest.  8.10  A.M.  convulsion.  Urine  :  3  iss,  smoky,  albumin  ^%, 
hyaline,  granular,  and  epithelial  casts  in  abundance,  renal  epi- 
thelium and  blood.  8.30  a.m.  croton  oil  gtt.  ii,  pilocarpin  gr.  ^, 
hot-air  bath.  In  15  minutes  free  sudoresis,  10.40  a.m.  croton 
oil  gtt.  ii,  pilocarpin  gr.  -i^,  potass,  acetas.  11.40  a.m.  2d  convul- 
sion, longer  and  more  severe  than  the  tirst :  urine  by  catheter  = 
3  ii.  1.20  P.M.  vomited  freely.  To  have  potass,  acetas  gr.  xx 
every  two  hours,  cream  of  tartar  water  ad  libitum  ;  pilocarpin 
gr.  -1-  at  1.30  and  4.45  p.m.  Calomel  gr.  x  in  divided  doses. 
Sweat  profusely  and  had  free  watery  dejections:  more  com- 
fortable at  night,  no  headache  :  passed  urine  3  Iv  during  night, 
vomited  once.  Next  day  hot-air  bath  omitted  :  to  have  sponge 
bathing.  From  this  time  diuretics  diminished  :  patient  gradu- 
ally improved,  and  on  15t]i  day  urine  contained  albumin  a  trace 
and  no  casts. 
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Discharged  well :  child  well. 

Case  X. — M.  F.,  20,  S.,  Ipara  at  term.  On  entrance  :  marked 
cedema  of  legs  and  labia  ;  urine ; — albumin  trace,  no  casts. 
Normal  easy  labor,  after  which  urine  found  to  contain  albumin 
trace,  hyaline  and  fine  granular  casts.  Two  hours  post  partum 
had  a  convulsion,  short,  but  followed  by  unconsciousness  ;  skin 
dry,  respiration  stertorous:  heaters,  pilocarpin  gr.  ^  repeated  in 
^  hour  ; — free  sudoresis.  Three  hours  later  second  convulsion 
without  premonition  :  pilocarpin  repeated,  followed  by  profuse 
sweating.  Some  headache,  but  slept  fairly  well.  Next  day 
urine  =  3  1,  containing  hyaline,  granular,  and  epithelial  casts, 
and  a  few  fatty  casts.  From  this  time  uninterrupted  recovery. 
On  19th  day  no  casts  and  no  albumin  in  urine. 

Discharged  well :  child  well. 

Case  XI. — £.  F.,  18,  S.,  Ipara  at  term.  Apparently  well  on 
entrance.  Had  chloral  in  1st  stage  ;  labor  normal,  moderate 
post-partum  haemorrhage.  Severe  headache  after  labor,  and  in 
four  hours  a  convulsion  lasting  from  two  to  three  minutes;  skin 
hot  and  dry.  Urine  :  1030,  albumin  ^i  ;  numerous  hyaline, 
fine  granular,  and  fatty  casts,  free  blood,  and  renal  cells.  Thei-e 
was  no  oedema.  Roused  with  some  difiiculty  :  complained  only 
of  headache.  Heaters  and  jjilocarpin  :  profuse  perspiration  in 
15  minutes.  In  two  hours  a  second  convulsion  lasting  three  to 
four  minutes:  face  cyanotic,  muscles  all  twitching,  but  leg  and 
arm  muscles  involved  to  less  extent  than  in  first  convulsion. 
Ether  given  during  attack.  Some  twitching  of  eye  muscles,  but 
consciousness  recovered  in  2|^  hours.  Complained  of  thirst,  and 
was  given  cream  of  tartar  water  ad  libitum,  and  potass,  acetas 
gr.  XX  every  three  hours.  Urine  still  scanty,  albumin  }^. 
Chloral  and  bromide  caused  sleep,  but  she  occasionally  waked 
with  hallucinations  of  sight  and  hearing :  answered  questions 
intelligently.  Gradually  recovered,  no  more  convulsions,  urine 
cleared. 

Discharged  (16th  day)  well :  child  well. 

Case  XII. — E.  B,,  21,  S.,  Ipara  six  months  advanced.  Ap- 
parently well  on  entrance,  but  in  midst  of  miscarriage.  Labor 
rapid  and  uneventful.  Patient  seemed  to  be  doing  well  until 
two  hours  post  partum,  when  she  suddenly  had  a  convulsion : 
afterwards  stupid  and  could  not  see  fingers  held  before  face  ; 
vomited  ;  skin  dry.  Urine  :  3  i,  albumin  1^,  no  casts  found, 
but  some  pus.     Yomited  everything  given  by  mouth  and  re- 
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jected  enemata.  Almost  entire  suppression  of  urine  ;  only  s  i 
in  9|-  hours  ;  but  under  treatment  profuse  diaphoresis,  vomiting 
ceased,  had  no  more  convulsions,  and  function  of  kidney  was  re- 
stored: urine  became  normal.  Convalescence  delayed  by  severe 
lumbar  pain. 

Discharged  (52d  day)  well  :  child  non-viable  and  stillborn. 

Case  XIII. — L.  D.,  21,  M.,  Ipara  at  term.  (Edema  of  legs 
on  entrance.  Urine :  albumin  1^,  epithelial  cells  and  easts. 
Labor  normal :  four  hours  afterwards  a  general  clonic  and  tonic 
convulsion  lasting  seven  minutes.  On  return  of  consciousness 
comjDlained  only  of  severe  frontal  headache.  There  was  no 
history  of  any  previous  convulsions.  Improved  under  treat- 
ment, and  urine  increased  to  3 1.  Had  occasional  headaches, 
otherwise  convalescence  uninterrupted.  At  time  of  discharge 
urine  was  still  albuminous,  but  contained  no  casts  and  no  blood. 

Discharged  (l-itli  day)  well:  child  well. 

Case  XI Y. — L.  L.,  36,  M.,  Ipara  at  term.  During  latter  part 
of  pregnancy  complained  of  a  "  tired  feeling  in  her  eyes"  and 
slight  dizziness ;  ankles  oedematous,  face  puflfy.  Very  irritable 
and  nervous  during  labor,  which  was  normal.  Passed  urine 
(containing  albumin  a  trace)  frequently  and  in  normal  quanti- 
ties. Had  a  comfortable  night,  but  8  hours  post-partum  had 
a  severe  convulsion,  controlled  with  ether.  Two  hours  later 
a  second,  extremely  severe,  typical  convulsion,  arrested  with 
ether.  Urine  :  3  xxvi  in  12  hours  ;  albumin  ^%,  fine  granular 
casts.  Skin  dry.  Six  hours  later  urine  =  ^  viii,  albumin  ^%, 
numerous  hyaline  and  fine  granular  casts,  and  a  few  brown 
granular  casts  ;  small  amount  of  blood.  Under  usual  treatment 
oedema  disappeared ;  next  24  hours'  urine  =  3  Ivii,  albumin 
trace,  no  casts,  but  apparently  the  detritus  of  broken  down 
casts.     Urine  gradually  cleared,  no  more  convulsions. 

Discharged  (14th  day)  well :  child  well. 

Case  XV. — M.  M.,  23,  S.,  Ipara  at  term.  On  entrance  feet 
-oedematous,  but  she  passed  a  large  amount  of  urine  during  1st 
stage  of  labor.  Labor  normal.  In  2d  stage,  urine  by  catheter 
I  iv  :  albumin  ^%,  blood  and  cells,  no  casts.  During  labor  was 
given  potass,  acetas  every  three  hours  and  cream  of  tartar  water. 
There  was  a  sharp  post-partum  hgemorrhage.  Fifteen  minutes 
post  partum  there  was  a  slight  convulsion  :  at  once  placed  in 
l^eaters,  pilocarpin  and  brandy,  chloral  and  bromide.  There 
were  two  more  convulsions  at  three  hour  intervals.     Croton  oil 
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caused  free,  watery,  involuntary  dejections  :  patient  very  rest- 
less ;  vomited  everything.  Next  day  was  still  restless  until 
2  P.M.,  after  which  slept  well  nnder chloral  and  bromide.  Twen- 
ty-four hours'  urine  =  3  xxiv,  albumin  diminished.  Perspires 
freely  and  feels  well  except  for  occasional  restlessness.  From 
this  time  gradual  improvement :  no  more  convulsions  ;  inline 
cleared. 

Discharged  (l-tth  day)  well:  child  well. 

T.\BLE   V. — POST-PARTUM   CaSES. 


be 
< 

0 

a 
be 
£ 
c 

o 

c 

be 

£ 
.9  a 

d  s 

3 

a 

Condition  on 
entrance. 

0 
..0 

a 
hJ 

N 
N 

N 
N 

N 

N 
N 

N 
N 
N 

N 

N 

N 

1  i 
til 

tw     a 

0     0 

u 

0 

Results. 

<D 
0 

d 

V 

0 

2 

3 

Remarks. 

1 
2 
3 
4 
5 

6 

7 
8 

9 

10 
11 

12 

13 

14 

15 

36 

27 
26 
31 
19 

31 

31 

45 

23 
20 

18 

21 
31 
36 
23 

2 

1 
2 

13 

term. 

term, 
term, 
term, 
term. 

term. 

term, 
term. 

term, 
term, 
term. 

6mos 

term. 

term. 

term. 

renal 

symptoms. 

ditto 

prodromal 
symp.of  E. 

apparently 
well. 

vomiting, 
headache ] 
oedema. 

apparently 
well. 

ditto 

renal  symp- 
toms, dull. 

oedema 

oedema 

apparently 
well. 

ditto 

oedema 

nervous, 

oedematous 
oedematous . . 

1 

32 
1 

7 
2 

2 

12 
1 

2 
2 

2 

1 
1 
2 
3 

well , . 

well. . 
well. . 
well . . 
well . . 

well . . 

dead., 
well . . 

well . . 
well . . 
well . . 

well. . 

well. 

well. . 

well . . 

well . . 

j  well 
I  well 
( dead 
'well 

well . . 
well  . . 

well  . . 

well . . 
well . 

well . 
well  . . 
well  . . 

dead . . 

well  . . 

well  . . 

well  . . 

Had  eclampsia  in  1st  preg. 
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Twins. 

Twins :  1st  child  died  of 
cerebral  haemorrhage. 

ffidema  of  lungs. 

Child  nonviable.  Acute 
suppression  of  urine. 

Urine  albuminous  when 
patient  was  discharged. 

Maternal  mortality  6§<^  ;  foetal  mortality  12;^.  But  the  foetal  loss  was  due 
to  :  1.  Cerebral  haemorrhage,  3d  day  ;  2.  Non-viability. 

General  Results. 

If  all  the  cases  presented  in  this  report  are  grouped  together 
with  a  view  to  ascertaining  the  general  percentages  in  results 
it  will  be  seen  that  of  the  36  cases,  27  mothers  were  discharged, 
well  and  9  died,— a  maternal  mortality  of  25%.     In  ascertaining 
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the  foetal  mortality,  if  only  the  ante-partum  and  inter-partuni 
cases  are  considered,  it  appears  that  of  21  viable  and  non-vialjle 
infants  11  were  lost, — a  foetal  mortahty  of  o'2^c  ;  hut  if  the  nine 
non-viable  children  are  excluded,  the  foetal  mortality  is  only  S3^%. 
If  the  post-partum  cases  are  grouped  with  the  ante-partum  and 
inter-partum,  there  is  a  foetal  loss,  from  all  causes,  of  13  cases  in 
3S  (two  cases  of  twins), — a  foetal  mortality  of  34^:  and  if  only 
the  viable  children  are  considered,  the  foetal  loss  is  5  cases  in 
2S,  or  a  mortality  of  only  18^. 

GENERAL    OBSERVATIONS. 

In  regard  to  the  frequency  of  post-partum  hiieracrrhage  after 
eclampsia,  the  hospital  records  do  not  systematically  note  the 
presence  or  absence  of  bleeding  in  these  cases,  and  are  therefore 
valueless  for  statistical  purposes  in  this  respect.  My  own  im- 
pression is,  however,  that  haemorrhage  occurred  in  many  of  the 
eclamptic  cases  :  it  has  been  the  practice  of  the  staff  not  to 
hasten  to  check  bleeding  in  these  cases,  in  the  belief  that  the 
lowered  blood  tension,  consequent  on  a  reasonable  haemorrhage, 
is  favorable  to  the  recovery  of  the  patient. 

The  relation  to  maternal  results  of  the  number  of  convulsions 
in  any  given  case,  as  shown  in  the  statistics  above  recorded,  is 
as  follows :  The  27  mothers  who  recovered  had  from  one  to  25 
convulsions  respectively ;  and  the  nine  who  died,  from  two  to 
24.  Or,  by  averages,  those  who  recovered  had 5.3  convulsions; 
and  those  who  died,  10. S,  or  more  than  twice  as  many.  The 
prognosis  in  any  given  case,  however,  appears  to  depend  more 
upon  the  time  when  the  convulsions  occur,  upon  their  severity 
and  frequency,  upon  the  length  of  the  labor,  the  depth  of  the 
coma,  and  the  degree  of  kidney  insufficiency,  than  upon  the 
number  of  convulsions. 

The  relation  of  the  number  of  convulsions  to  the  foetal  prog- 
nosis is  of  practical  importance,  as  the  question  of  obstetric  in- 
terference, when  the  child  is  viable,  should  depend,  in  part  at 
least,  on  the  probable  ability  of  the  child  to  withstand  the  dan- 
gers of  repeated  convulsive  attacks  of  the  mother.  Of  10  ante- 
partum and  inter-partum  cases,  in  which  the  child  was  ^'iable, 
(one  case  is  rejected  because  the  child  was  macerated,  and  one 
beeause  craniotomy  was  performed  on  account  of  pelvic  de- 
formity), eight  children  were  born  living  after  an  average  of 
3.9  maternal  convulsions  ;    and  two  dead,  after  an  average  of 
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5.5  convulsions.  One  child  was  born  dead,  however,  after  three 
maternal  convulsions;  and  one  survived  17  maternal  attacks, 
and  was  delivered  alive  while  the  mother  was  comatose. 

The  above  recorded  cases  are  too  few  for  deductions  of  value 
in  this  particular ;  but  it  may  be  said  that  the  foetal  prognosis 
depends  rather  upon  the  frequency,  duration,  and  severity,  than 
upon  the  number,  of  the  maternal  convulsions. 

Whether  or  not  the  methods  and  results  of  the  Boston  Lying- 
in  Hospital  in  the  management  of  puerperal  eclampsia  are 
thought  to  be  satisfactory,  the  fact  remains  that  the  affection  is 
one  of  the  most  serious  complications  of  childbearing.  And  if 
the  experience  of  this  hospital  teaches  nothing  else,  it  surely 
points  to  the  desirability  of  preventing,  or  adequately  ameliorat- 
ing, the  conditions  which,  if  unchecked,  often  culminate  in  the 
eclamptic  seizure.  Certain  it  is  that  if  the  various  prodromal 
svmptoms, — the  disturbances  of  sight  and  hearing,  headache, 
nausea  and  vomiting,  epigastric  pain,  oedemas,  and  evidences 
of  impaired  renal  function,  are  promptly  recognized  and  treated, 
puerperal  convulsions  will  occur  much  less  frequently,  and  one 
of  the  greatest  perils  of  maternity  will  be  to  a  great  degree  re- 
moved. Surely  there  is  an  important  task  for  preventive  medi- 
cine in  the  prophylactic  treatment  of  puerperal  eclampsia. 
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"While  tubercular  disease  of  the  internal  female  generative 
organs  and  peritoneum  has  long  been  noted  and  accurately  de- 
scribed, it  is  only  within  a  comparatively  short  time  that  its  im- 
portance has  begun  to  be  appreciated  by  the  profession.  This 
change  has  been  wrought  by  the  recent  advances  made  in  pel- 
vic and  abdominal  surgery,  which  also  have  been  largely  instru- 

»  Read  before  the  Michigan  State  Medical  Society,  May  13th,  1893. 
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mental  in  placing  the  treatment  of  the  condition  upon  a  scien- 
tific basis. 

As  an  example  of  tlie  increase  of  knowledge  to  be  derived 
from  systematic  work  in  one  direction,  one  need  only  turn  to 
the  results  reported  by  Williams  at  the  Johns  Hopkins  Plospital. 
In  his  admirable  monograph  '  it  is  stated  that  the  tubes  and  ova- 
ries removed  for  all  causes  in  one  hundred  and  thirty-seven 
laparatomies  at  the  hospital  were  subjected  to  a  careful  micro- 
scopical examination.  Five  cases,  besides  the  two  noted  at  the 
time  of  the  operation, .  were  found  to  present  the  lesions  of 
tuberculosis.  From  these  cases,  which  he  characterizes  as  cases 
of  ''  unsuspected  tuberculosis,"  he  draws  the  natural  inference 
that  genital  tuberculosis  is  of  far  more  frequent  occurrence  than 
has  hitherto  been  suspected. 

The  writer  had  arrived  at  the  same  conclusion  in  regard  to 
the  frequency  of  tubal  and  peritoneal  tuberculosis,  not  from 
cases  of  unsuspected  tuberculosis  as  revealed  by  the  microscope, 
but  from  the  relatively  large  number  of  cases  of  tubercular  dis- 
ease, easily  diagnosed  from  the  macroscopical  appearances,  met 
with  in  the  course  of  forty  laparatomies  performed  during  the 
past  two  years  and  a  half.  And  although  the  question  of  the 
frequency  with  which  the  disease  is  met  with  in  females  may 
practically  be  said  to  have  been  settled  by  the  results  as  reported 
by  Williams,  it  has  been  considered  best  to  place  upon  record 
four  cases  of  tubal  and  peritoneal  tuberculosis,  with  the  hope 
that  their  histories  and  the  practical  lessons  they  have  taught 
the  writer  may  prove  of  some  value. 

Osier's  monograph^  upon  tubercular  perit-onitis,  and  that  of 
Williams  to  which  reference  has  been  made,  are  so  exhaustive, 
and  present  so  well  the  existing  knowledge  upon  the  subject, 
that  a  review  of  the  literature  is  rendered  unnecessary.  It  will 
suffice,  therefore,  to  present  for  your  consideration  three  con- 
clusions arrived  at  from  a  study  of  the  reported  cases,  in  con- 
junction with  the  perusal  of  the  accessible  literature  upon  the 
subject : 

1.  Tubal  tuberculosis,  either  alone  or  with  co-existing  involve- 
ment of  the  peritoneum,  is  of  far  more  frequent  occurrence  than 
is  commonly  supposed. 

'  "  Tuberculosis  of  the  Female  Generative  Organs,"  Johns  Hopkins  Hospital 
Reports,  vol.  iii.,  Nos.  1,  2,  and  3,  1893. 

'^  "  Tubercular  Peritonitis,"  Johns  Hopkins  Hospital  Reports,  vol.  ii..  No.  2, 
1890. 
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2.  Earlv  operative  interference  is  indicated  in  tlie  presence  of 
either  tubal  or  peritoneal  tuberculosis,  as  a  safeguard  against 
the  further  extension  of  the  disease. 

3.  All  cases  of  tubal  or  peritoneal  tuberculosis  subjected  to 
a  laparatomy  should  be  drained,  and,  whenever  practicable,  the 
iodoform  gauze  drain  should  be  employed. 

1.  Frequency  of  Tuhal  or  Tiibo -peritoneal  Tuberculosis. — In- 
asmuch as  all  four  of  the  cases  to  be  reported  had  both  tubal 
and  peritoneal  tuberculosis,  the  consideration  of  the  frequency 
of  tubercular  peritonitis  alone  will  be  purposely  omitted. 

Williams'  statistics  in  regard  to  the  frequency  of  genital 
tuberculosis  are  most  interesting.  He  states  that  Edeljohls  met 
with  ''  6  cases  in  157  laparatomies  for  all  causes,  or  4  per  cent ; 
Martin,  9  cases  in  2S7  operations,  or  3  per  cent  ;  and  in  137 
laparatomies  performed  at  the  Johns  Hopkius  Hospital,  a  tuber- 
cular condition  of  the  genitals  was  noted  in  2  cases,  or  If  per 
cent.'"  But  this  is  very  far  from  showing  the  true  proportion 
of  the  cases  affected,  for,  besides  the  2  cases  noted  at  the  time 
of  the  operation,  5  cases  of  "unsuspected  tuberculosis"  were 
revealed  by  the  microscopical  examination  of  the  specimens. 
Taking  into  consideration  only  those  cases  where  the  tubes  and 
ovaries  were  removed  for  pathological  lesions — 91  cases — tuber- 
cular disease  existed  in  7.7  per  cent.  The  same  statistical  meth- 
od applied  to  Edebohls'  cases  shows  tuberculosis  present  in  6  out 
of  Q'2  cases,  or  10  per  cent,  no  cases  of  "unsuspected  tuberculo- 
sis" being  demonstrated.  In  summing  up  his  conclusions  the 
author  says  :  "  Whatever  the  proportion  of  '  unsuspected  tuber- 
culosis '  in  his  material  ma}'  be,  his  figures  and  ours  at  once  raise 
the  disease  to  a  very  important  position  from  a  pathological 
standpoint,  and  prove  that  it  is  of  far  more  frequent  occurrence 
than  was  ever  suspected,  and  that  it  is  deserving  of  practical 
attention  on  the  part  of  gynecologists." 

A  review  of  the  writer's  cases  is  interesting  in  this  connec- 
tion. Out  of  a  total  of  40  laparatomies  for  all  causes,  4,  or  10 
per  cent,  were  found  to  have  genital  and  peritoneal  tuberculosis. 
Considering  only  the  33  cases  which  were  operated  upon  for 
chronic  disease  of  the  appendages,  tuberculosis  was  present  in 
12  per  cent,  a  greater  proportion  than  in  either  AVilhams'  or 
Edebohls'  cases.  "While  the  actual  number  of  cases  is  not  large, 
the  relative  proportion  is  surprisingly  so,  and  forced  upon  the 
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operator's  mind  the  conviction  that  the  disease  was  far  more 
prevalent  than  he,  at  least,  had  been  led  to  believe. 

It  is  to  be  regrettel  that  all  the  specimens  removed  were  not 
.subjected  to  as  thorough  an  examination  as  were  those  at  the 
Johns  Hopkins  Hospital,  for  undoubtedly  such  an  examination 
would  have  revealed  cases  of  "  unsuspected  tuberculosis.'" 

2.  Early  Operative  Interference  Indicated. — The  danger  of 
the  extension  of  a  local  tubercular  affection  either  of  the  ap- 
pendages or  peritoneum  is  conceded  to  be  considerable.  It  is 
estimated  that  in  from  30  to  40  per  cent  of  cases  of  tubercular 
peritonitis  in  the  female  there  is  an  accompanying  affection  of 
the  appendages.  From  their  anatomical  position  the  tubes  are 
particularly  exposed  to  the  dangers  of  secondary  infection,  and 
this  is  borne  out  by  the  fact  that  the  timbriated  extremities  in 
nearly  all  instances  are  the  first  affected.  Hence  it  is  obvious 
that  early  operative  interference  is  especially  indicated  in  the 
first  stage  of  tubercular  peritonitis,  and  it  is  here  that  the  best 
results  are  obtained.  Osier,  in  speaking  of  the  benefit  to  be 
derived  from  the  operative  measures  in  tubercular  peritonitis, 
says :  '"'  Undoubtedly  the  cases  of  the  first  group,  those  with 
fresh  eruption  and  considerable  effasion,  whether  free  or  saccu- 
lated, offer  the  best  ciiance  of  recovery,  as  the  disease  is  more 
likely  to  be  primary  in  the  peritoneum,  the  general  condition  is 
usually  better,  and  the  subsequent  chances  of  general  infection 
are  much  slighter.  Whan  the  Fallopian  tubes^are  extensively 
diseased,  and  wlien  the  prosess  has  extended  through  the  dia- 
phragm to  the  pleura,  the  condition  is  of  com-se  less  favorable." 
The  diagnosis  is  often  very  obscure  and  often  impossible  to  be 
arrived  at  definitely.  If,  then,  the  best  results  .are  to  be  ob- 
tained, an  early  exploratory  operation  should  be  made  in  the 
presence  of  obscure  abdominal  symptoms  and  a  tubercular  fam- 
ily history.  Such  an  operation  is  comparatively  safe,  and  a 
postponement  of  surgical  interference  may  mean  secondary 
infection  of  the  appendages  and  a  poorer  chance  of^the  patient's 
recovery. 

The  accumulative  evidence  of  the  past  ten  years  leaves  no 
doubt  as  to  the  effiaacy  of  the  treatment  of  tubercular  peritonitis 
by  laparatomy  and  drainage.  Whether  the  beneficial  effects  of 
the  operation  be  through  the  drying  of  the  peritoneal  cavity 
by  means  of  thorough  drainage,  as  claimed  by  some,  or  through 
the  exposure  of  the  tubercles  to  direct  sunlight,  as  claimed  by 
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otliars,  are  questions  which  cannot  be  answered  definitely  at  the 
present  time.  Wliatever  may  be  the  reason,  the  fact  remains 
the  same,  that  tuberculosis  of  the  peritoneum  shows  a  tendency 
to  decrease,  and  even  cease,  after  alaparatomy  and  drainage.  In 
the  presence  of  these  facts  the  surgeon's  duty  is  clear.  Open 
the  abdomen  and  drain,  makino-  use  of  irrioration  or  not,  accord- 
ing  to  circumstances. 

The  treatment  of  tubercular  disease  of  the  appendages  will 
evidently  vary  according  to  whether  they  alone  are  affected  or 
whether  the  peritoneum  is  also  the  seat  of  the  disease.  Jf  the 
latter  be  the  case,  while  the  diseased  appendages  should  be  re- 
moved if  possible,  the  patient's  strength  may  have  become  so 
impaired  by  the  peritoneal  condition  that  it  may  be  found  inad- 
visable to  subject  her  to  the  additional  shock  attendant  upon  the 
removal  of  densely  adherent  tubes  and  ovaries.  Under  these 
circumstances  the  treatment  should  be  limited  to  the  tubercular 
peritonitis,  with  the  hope  that  the  general  condition  will  be 
improved  so  as  to  allow  of  a  subsequent  enucleation  of  the 
appendages.  Edebohls'  mentions  a  case  where  such  a  course 
was  pursued  and  the  appendages  subsequently  removed  with 
good  result. 

In  dealing  with  the  cases  where  the  tubercular  process  is 
limited  to  the  appendages,  the  statistics  quoted  above  are  of 
great  import  to  the  gynecologist.  If,  as  it  would  seem,  there  is 
such  great  liability  of  chronic  disease  of  the  appendages  being 
tubercular,  with  the  well-known  difficulties  of  diagnosis  in  the 
absence  of  tuberculosis  elsewhere,  the  indications  for  the  re- 
moval of  such  organs  are  greatly  increased.  This  possibility  of 
the  presence  of  "'unsuspected  tuberculosis"  should  be  given 
careful  consideration  when  the  advisability  of  the  removal  of 
tubes  and  ovaries,  long  the  seat  of  disease,  is  under  discussion. 
A  tubercular  family  history  may  be  the  one  factor  which  would 
make  us  decide  in  favor  of  radical  measures  and  against  pallia- 
tive treatment.  The  impossibility  of  determining  the  presence 
of  tuberculosis  of  the  appendages  by  gross  appearances  is  well 
illustrated  by  Williams'  reported  cases,  and  this  factor  should 
have  great  weight,  in  the  presence  of  a  marked  tubercular  ten- 
dency, in  determining  at  the  operation  upon  the  advisability  of 
the  removal  of  a  diseased  organ.     With  the  possibility  of  the 

'  "  Tubal  and  PeritoaealTabarculosis,"  Transactions  of  the  American  Gyne- 
cological Society,  1891. 
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existence  of  such  a  fatal  disease  as  tuberculosis,  there  is  a  lia- 
bility, under  some  circumstances,  of  the  attempt  at  saving  an 
apjDendage  being  carried  too  far  and  the  patient's  life  unneces- 
sarily exposed  to  the  subsequent  dangers  of  general  tubercu- 
losis. 

Senn '  states  that  "a  catarrhal  condition  of  the  mucous  mem- 
brane lining  the  tube,  as  in  other  organs,  undoubtedly  furnishes, 
in  many  instances,  the  locus  Tninoris  resistentice  for  the  local- 
ization of  bacilli  brought  to  the  part  through  the  circulating 
blood."  This  would  seem  to  ofEer  further  proof  why,  in  some 
cases  where  a  decided  constitutional  tendency  toward  tubercu- 
losis exists,  the  so-called  conservative  treatment  of  diseased  ap- 
pendages by  means  of  the  hot-water  douche,  glycerin  tampon, 
and  electricity  should  be  pursued  with  clear  ideas  existing  in 
regard  to  the  danger  of  the  advent  of  general  tuberculosis. 
While  every  effort  should  be  made  to  save  rather  than  sacrifice 
organs,  a  keen  and  just  discrimination  should  be  exercised  in  the 
selection  of  the  cases  where  the  conservative  treatment  will  be 
attended  by  the  least  risks,  and,  wherever  indicated,  radical 
measures  should  be  promptly  undertaken. 

3.  The  Advan  tages  of  the  Iodoform  Gauze  Drain  after  a  Lapa- 
ratomy  for  Tubal  or  Peritoneal  Tuberculosis. — In  the  class  of 
cases  under  consideration  iodoform  gauze  possesses  many  advan- 
tages over  the  glass  drainage  tube.  Where  tubercular  peritonitis 
with  effusion  is  treated  by  means  of  laparatomy,  the  greatest  bene- 
fit is  derived  from  the  extraction  of  large  quantities  of  fluid  from 
the  abdominal  cavity,  and,  by  keeping  the  peritoneum  as  dry  as 
possible,  affording  the  poorest  soil  for  the  growth  of  the  tuber- 
cles. This  is  best  accomplished  by  means  of  the  gauze  drain, 
for  the  reason  that  it  removes  far  more  fluid  in  a  given  time  than 
does  the  glass  tube.  The  reason  is  apparent  if  we  consider  that 
the  gauze,  packed  into  the  posterior  cul-de-sac,  presents  far  more 
and  a  better  surface  for  drainage  than  does  the  tube.  Both  are 
soon  shut  off  from  the  general  peritoneal  cavity  by  adhesions,  but 
the  track  of  the  tube  is  smaller  and  affords  a  much  narrower  ave- 
nue for  the  escape  of  the  fluid.  Wherever,  other  things  being 
equal,  there  is  imperfect  drainage  after  a  laparatomy,  there  will 
be  found  more  or  less  increase  of  temperature.  As  a  rule  the 
temperatures  where  gauze  is  used  are  much  lower  and  would 
indicate  that  the  drainage  is  better.  If  necessary,  the  gauze  drain 
^  "Principles  of  Surgery,"  p.  538. 
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can  be  supplanted  later  l)y  the  tnhe,  and  drainage  continued  for 
a  longer  time  than  if  the  tube  had  been  used  iirst. 

The  best  results  would  seem  to  have  followed  the  use  of  asep- 
tic rather  than  antiseptic  fluids  for  washing  out  the  abdominal 
cavity,  yet  the  temptation  is  great,  in  the  presence  of  tubercles, 
to  make  use  of  some  germicide.  The  dusting  of  the  tubercle- 
studded  peritoneum  with  iodoform  powder  is  practised  by  some, 
but  is  open  to  the  objection  that  the  amount  of  powder  which 
will  be  absorbed  cannot  be  estimated  and  poisoning  might  re- 
sult. In  the  use  of  the  iodoform  gauze  we  have  abetter,  tliouoh 
hardly  an  ideal,  method  of  treating  the  tubercles  directly. 

This  is  especially  the  case  where  the  appendages  are  the  seat 
of  tubercular  disease,  either  alone  or  with  the  involvement  of  the 
adjacent  portions  of  the  peritoneum.  Here  the  gauze  drain  is 
seen  at  its  best.  It  withdraws  large  cpiantities  of  fluid,  acts  di- 
rectly upon  the  tubercles  remaining  behind  in  the  pelvis,  and 
prevents  the  caseous  material  which  it  has  been  found  impossible 
to  remove  from  coming  into  contact  with  the  uncontaminated 
intestine.  All  these  are  distinctly  advantageous  and  go  far  to 
offset  the  principal  disadvantage  of  the  gauze  drain — namely,  the 
longer  convalescence  necessitated  by  the  gradual  healing  of  the 
granulating  surface  left  after  the  removal  of  the  gauze.  How- 
ever, this  and  the  greater  danger  of  subsequent  hernia  should 
have  but  little  weight  against  the  benefits  to  be  derived  from 
its  use. 

The  diagnosis  of  tubercular  disease  of  the  appendages  and  peri- 
toneum was  readily  made  in  each  of  the  following  four  cases  by 
the  macroscopical  appearances. 

In  two  cases  (1  and  3)  the  diagnosis  was  confirmed  by  a  mi- 
croscopical examination.  None  of  the  cases  can  be  placed  in 
the  category  of  "unsuspected  tuberculosis,"  as  the  diagnosis  was 
made  in  each  case  at  the  time  of  the  operation.  While  the  ad- 
ditional proofs  of  tubercular  disease  afforded  by  the  demonstra- 
tion of  the  tubercle  bacilli  were  not  sought  for,  the  gross  appear- 
ances of  the  two  cases  (2  and  4)  not  examined  microscopically 
were  such  as  to  leave,  no  doubt  as  to  the  correctness  of  the  diag- 
nosis. 

Case  I.  Tuberculosis  of  Appendages ;  Caseous  Degeneration 
of  Omentum  and  Intestinal  Wall;  Operation;  Death  on  third 
day  from  Exhaustion. — R.  B.,  colored,  age  21,  single,  a  servant 
by  occupation,  entered  the  gynecological  service  of  St.  Mark's 
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Hospital  April  14tL,  1892.  Slie  had  always  been  well  up  to 
last  fall,  when  she  contracted  gonorrhea.  Has  never  been  free 
from  a  purulent  discharge  since  that  time,  and  has  had  constant 
and  steadily  increasing  pain  through  both  groins,  but  has  never 
been  compelled  to  give  up  work  until  two  weeks  before  entrance. 
Has  had  considerable  fever  and  occasional  chills,  and  has  lost  much 
flesh.     Xo  satisfactory  family  history  could  be  obtained. 

The  examination  at  entrance  showed  ahard,  irregular,  sensitive 
mass  filling  up  the  entire  right  pelvis.  The  uterus  was  pushed 
to  the  left  and  only  slightly  movable.  The  left  tul>e  and  ovary 
could  not  be  mapped  out  because  of  the  extreme  sensitiveness. 
Diagnosis,  pyosalpinx. 

The  patient  was  kept  under  observation  for  about  two  weeks 
after  entrance,  and  an  endeavor  made  to  build  up  the  general 
health  before  the  enucleation  of  the  appendages  was  attempted. 
Daring  this  time  the  temperature  fluctuated  between  98.4°  and 
102°.  A  slight  cough  without  expectoration  existed,  but  an  ex- 
amination of  the  lungs  failed  to  reveal  any  consolidation.  The 
appetite  remained  poor  and  vomiting  was  a  troublesome  symp- 
tom. 

April  19th,  1892,  the  abdomen  was  opened  in  the  median  line, 
and  the  greatly  thickened  and  caseous  omentum  was  found  close- 
ly adherent  to  the  abdominal  wall  and  intestines.  The  con- 
tents of  the  pelvis  were  matted  together  and  united  to  the  intes- 
tines by  dense  adhesions.  The  thickened  right  tube  was  found 
rolled  up  under  the  broad  ligament.  The  latter  was  much  soft- 
ened, and  the  caseous  material  extended  even  to  the  outer  wall  of 
the  pelvis.  The  right  ovary  was  enlarged  to  nearly  twice  the 
natural  size  and  presented  all  the  evidences  of  chronic  inflamma- 
tion. The  left  tube  and  ovary  were  very  much  enlarged,  and  the 
luraea  of  the  tube  contained  thick  pus.  Small  miliary  tubercles 
could  be  seen  scattered  over  the  surface  of  both  tubes.  Both 
appendages  and  as  much  as  possible  of  the  caseous  right  broad 
ligament  were  removed.  In  attempting  to  separate  the  softened 
omentum  from  the  intestine  the  wall  of  the  latter  was  penetrat- 
ed, rendering  an  excision  of  nearly  two  inches  of  the  gut  neces- 
sary. This  procedure  prolonged  the  operation,  and  the  patient 
was  removed  from  the  operating  table  in  a  poor  condition.  The 
pelvis  was  packed  with  iodoform  gauze  and  drainage  secured 
through  the  lower  portion  of  the  incision.  Every  attempt  was 
made  to  rally  the  patient,  but,  although  by  stimulation  she  was 
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kept  alive  for  three  days,  reaction  failed  to  set  in  and  death  fol- 
lowed. 

At  the  autopsy  a  purulent  bronchitis  with  double  adhesive 
pleurisy  was  found.  No  signs  of  peritonitis  existed,  and  the 
excised  ends  of  the  gut  had  firmly  united.  A  microscopical  ex- 
amination of  the  specimens  showed  tubercular  salpingitis  and 
ovaritis. 

It  is  impossible  to  determine  in  this  case  whether  the  primary 
iniiammatory  process  was  produced  by  the  tubercle  bacilli  or  the 
gouococci,  although  the  history  would  point  strongly  toward 
the  latter  as  the  probable  cause  and  that  the  tubercle  bacilli  were 
deposited  subsequently  in  organs  already  weakened  by  disease. 
The  patient's  lack  of  intelligence  rendered  a  complete  history 
impossible,  else  important  testimony  in  regard  to  the  pulmonary 
complication  might  have  been  obtained.  •There  is  every  reason 
to  believe  that  an  earlier  operation,  before  the  advent  of  what 
was  evidently  the  beginning  of  a  general  tuberculosis,  would  have 
been  the  means  of  saving  the  patient's  life. 

Case  II.  Miliary  Tuherculosis  of  Peritoneum^  Tuies,  and  Ova- 
ries; Exploratory  Lajyaratomy ;  Recovery;  Death  some  iveel:s 
later  following  Secondary  Operation  for  Removalofthe  Appenda- 
ges.— Miss  I.,  age  22,  American,  a  servant  by  occupation,  referred 
by  Dr.  Walkley,  of  Grand  Haven.  The  family  history  was  nega- 
tive. Patient  has  never  been  in  good  health  since  receiving  a 
severe  blow  upon  the  abdomen  four  years  ago.  Has  never  had 
any  pelvic  trouble  until  after  accident,  since  which  time  there 
has  been  steadily  increasing  pain  in  lower  abdomen.  Eleven 
weeks  prior  to  admittance  to  the  hospital  the  pain  and  tenderness 
increased  and  she  noticed  a  hard  "lump"  in  left  ovarian  region. 
Lately  this  has  subsided  and  a  hard,  tender  swelling  has  ajjpeared 
upon  right  side.  Has  had  considerable  fever  and  a  number  of 
severe  chills.    Has  had  no  cough,  but  has  lost  a  great  deal  of  flesh. 

Patient  was  admitted  with  a  temperature  of  101°  and  a  pulse 
of  110.  Examination  showed  great  emaciation.  The  right  iliac 
region  contained  a  hard  mass  extending  downward  into  the  pel- 
vis. A  vaginal  examination  showed  the  uterus  pushed  toward 
the  left  and  but  slio-htlv  movable.  Hard,  sensitive  masses  to  be 
felt  on  either  side  of  uterus.  A  diagnosis  of  double  pyosalpinx 
was  made  and  removal  of  the  appendages  advised. 

Operation  August  15th,  1892.  The  peritoneum  was  found 
greatly  thickened  and  injected,  and  as  soon  as  the  abdomen  was 
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opened  a  considerable  quantity  of  colorless  fluid  escaped.  A  loop 
of  intestine  presenting  at  the  wound  was  seen  to  be  tliicklj 
covered  with  miJiary  tubercles.  Tlie  incision  was  enlarged  and 
the  intestines  found  to  be  adherent  to  each  other  and  the  abdo- 
minal wall.  The  miliary  tubercles  were  thickly  scattered  over 
the  parietal  peritoneum,  intestines,  and  the  hard  masses  to  the 
right  and  left  of  the  uterus. 

In  view  of  the  weak  condition  of  the  patient,  it  was  decided 
to  make  the  operation  simply  exploratory,  as  it  was  feared  that 
the  enucleation  of  the  appendages  in  tlie  presence  of  the  dense 
adiiesions  would  prove  fatal.  As  the  abdominal  contents  had 
not  been  disturbed,  no  irrigation  or  drainage  was  used.  The  in- 
cision was  closed  with  silkworm-gut  sutures  and  the  usual  dress- 
ing applied. 

The  beneficial  effects  of  the  operation  were  very  marked 
until  the  stitches  w^ere  removed  upon  the  seventh  day,  the 
wound  healing  by  first  intention.  The  pain  and  fever  disap- 
peared after  the  operation,  the  appetite  returned,  and  the  pa- 
tient became  confident  of  her  permanent  recovery.  The  day 
following  the  removal  of  the  stitches  tlie  temperature  rose  and 
tenderness  along  the  line  of  incision  became  marked.  A  few 
days  later  a  circumscribed,  intraperitoneal  abscess  was  opened 
through  the  abdominal  wound  and  some  ounces  of  foul-smell- 
ing pus  evacuated.  The  abscess  cavity,  which  was  four  inches 
in  depth,  was  thoroughly  irrigated  and  packed  with  gauze. 
Five  days  later  the  patient,  upon  being  told  by  her  friends  the 
nature  of  her  trouble,  became  discouraged  and  insisted  upon 
leaving  the  hospital.  She  was  operated  upon  some  weeks  later 
for  removal  of  the  appendages  by  a  physician  who  took  charge 
of  the  case  after  she  left  the  hospital,  but  survived  the  opera- 
tion only  a  few  hours. 

While,  on  account  of  the  extensive  character  of  the  disease, 
the  ultimate  result  of  this  case  would  probably  have  been  the 
same,  added  experience  would  now  lead  the  writer  to  adopt  a 
different  method  of  procedure  than  the  one  selected.  The  pa- 
tient's weak  condition  and  the  amount  of  disease  present  made 
it  appear  best  to  the  operator  and  those  present  to  make  the 
operation  simply  exploratory,  and  therefore  drainage  was  not 
instituted.  This  should  have  been  done,  with  the  hope  of  the 
peritonitis  being  so  far  mitigated  as  to  allow  of  an  enucleation 
of  the  appendages  at  a  subsequent  operation.     "While  this  result 
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could  hardly  have  been  looked  for,  it  would  have  been  better 
surgery  to  have  made  the  attempt. 

One  symptom  was  especially  prominent  in  this  case,  namely, 
the  intense  thirst,  which  far  exceeded  that  commonly  met  with 
after  a  laparatomy.  Tait '  calls  attention  to  thirst  after  the 
opening  of  the  peritoneal  cavity  as  a  sign  that  "  some  emphatic 
physiological  change  "  is  taking  place.  Greater  and  more  inex- 
plicable changes  follow  the  opening  of  the  peritoneal  cavity  for 
tubercular  peritonitis  than  in  other  intra-abdominal  disease 
subjected  to  the  same  treatment.  The  reason  why,  in  the  pre- 
sence of  the  tubercles,  this  thirst,  as  an  indicator  of  the  physio- 
logical change,  is  greater,  has  never  been  thus  far  satisfactorily- 
explained. 

Case  III.  Miliary  Tuherculosls  of  Peritoneum  ^  Tubercular 
Pyosalplnx  ;  Removal  of  Appendages  /  Recovery. — Mrs.  S., 
age  29,  married  four  years,  never  pregnant.  Family  history 
negative.  Began  to  menstruate  at  the  age  of  12  and  was  healthy 
until  two  years  ago,  when  she  had  ati  ischio-rectal  abscess,  re- 
sulting in  a  fistula  in  ano  which  never  healed.  Nine  weeks  pre- 
vious to  her  entrance  to  St.  Mark's  Hospital  she  became  very 
ill  and  suffered  greatly  from  severe  pains  in  the  lower  portion 
of  the  abdomen.  The  pain  was  most  severe  in  the  right  ova- 
rian region.  Previous  to  entrance  she  was  treated  for  three 
weeks  for  typhoid  fever.  Bowels  obstinately  constipated  and 
appetite  poor. 

Xot  improving  under  the  typhoid  treatment,  she  consulted 
Dr.  J.  A.  De  Vore,  who  at  once  recognized  the  acute  pelvic  in- 
flammation and  kindly  referred  the  case  to  the  writer. 

September  26th  the  patient  was  chloroformed  and  a  thorough 
examination  made.  The  entire  pelvis  was  filled  with  a  hard, 
irregular  mass,  in  which  the  uterus  was  immovably  fixed.  Al- 
though no  fluctuation  could  be  made  out,  a  diagnosis  of  pyosal- 
pinx,  probably  tubercular  in  origin,  was  made,  and  a  removal  of 
the  appendages  advised. 

At  the  opsration  on  the  following  day,  upon  opening  the 
peritoneal  cavity  the  entire  right  pelvis  was  found  to  be  filled 
with  a  fluctuating  tumor  the  size  of  a  eocoanut,  to  which  the 
omentum  was  closely  adherent.  After  protecting  the  intestines 
with  sponges  the  cyst  was  tapped  and  six  ounces  of  foul-smell- 
ing pus  evacuated.  The  cyst  was  rapidly  sej)arated  from  it& 
'  Edinburgh  Medical  Journal,  November  and  December,  1889. 
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adlie^ious  and  found  to  be  t]ie  dilated  right  tube.  The  inflam- 
matory process  liad  attacked  the  broad  ligament,  and  even  the 
riglit  wall  of  the  pelvis,  where,  instead  of  normal  tissue,  there 
existed  a  softened,  caseous  mass.  This  it  proved  impossible  to' 
remove  entirely,  although  a  curette  was  employed  for  this  pur- 
pose. In  separating  the  dense  adhesions  binding  the  abscess  to 
the  posterior  cul-de-sac  a  second  pocket  was  opened,  allowing 
the  escape  of  a  large  quantity  of  pus  into  the  general  peritoneal 
cavity  The  left  tube  and  ovary,  which  were  enlarged  and 
thickened  and  closely  adherent  to  the  bowel,  were  removed. 
The  abdomen  was  flooded  with  large  quantities  of  sterihzed 
water,  and  the  pelvis  packed  with  iodoform  gauze  after  the 
method  of  Mikulicz.  In  this  manner  the  intestines  were  pi'e- 
vented  from  coming  in  contact  with  the  remains  of  the  soft- 
ened and  caseous  broad  ligament.  The  walls  of  the  abscess 
cavity  were  seen  to  be  covered  with  small,  whitish  points,  which 
a  subsequent  microscopical  examination  showed  to  be  miliary 
tubercles.  The  same  whitish  points  and  presumably  miliary  tu- 
bercles were  also  observed  scattered  over  ihe  peritoneum. 

The  patient  suffered  very  little  from  shock,  and  the  tempera- 
ture never  rose  beyond  100. 2"^.  The  gauze  drainage  proved 
most  serviceable,  the  amount  of  fluid  removed  from  the  abdo- 
men through  its  means  being  enormous.  The  inner  packing 
was  removed  on  the  fifth  day  and  the  remainder  two  days  later. 
A  large  granulating  cavity  was  left,  which  had  nearly  closed  at 
the  time  the  patient  left  the  hospital  four  weeks  later. 

An  examination  of  the  patient  made  in  April,  1893,  shows 
her  general  condition  to  be  excellent.  She  has  gained  twenty 
pounds  in  weight  and  shows  no  signs  of  any  tubercular  trouble. 
A  small  sinus,  however,  into  which  a  probe  may  be  passed  two 
inches,  remains  at  the  lower  border  of  the  abdominal  incision. 

In  this  case  a  probable  diagnosis  of  tubercular  disease  was 
made  prior  to  the  operation,  because  of  the  occurrence  of  two 
cases  of  tuberculosis  within  a  comparatively  short  time,  and  be- 
cause of  the  presence  of  the  ischio-rectal  abscess.  Like  the 
majority  of  cases  where  the  appendages  are  tubercular  and  no 
deposits  can  be  made  out  in  the  lungs,  pleura,  or  peritoneum,  a 
positive  diagnosis  was  impossible  until  after  the  section.  It  is 
just  in  these  cases  that  the  frequency  of  tubercular  disease 
should  be  borne  in  mind,  and  a  laparatomy  with  removal  of  the 
appendages  should  be  made  rather  than  trust  to  the  more  pal- 
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liative  treatment  of  aspiration  and  drainage  tbrougli  the  vagina. 
Had  the  latter  course  been  pursued  in  this  case  the  tubercular 
disease  would  not  have  been  removed,  and  the  danger  of  an  ex- 
tension of  the  process  would  have  been  great.  This,  therefore, 
is  another  and  strong  argument  in  favor  of  radical  surgical  pro- 
cedure, whenever  possible,  in  a  certain  class  of  cases  of  chronic 
disease  of  the  appendages.  Even  if  the  tuberculosis  does  not 
exist,  unless  the  diseased  organs  are  removed,  thej  may  present 
the  one  weak  point  favorable  to  the  subsequent  deposit  and 
growth  of  the  tubercle  bacilli.  In  speaking  of  tubercular  dis- 
ease of  the  Fallopian  tubes  Osier  says :  "  The  process  is  com- 
monly confined  to  the  distal  ends,  and  may  be  primary — which 
is  usual — or  is  secondary  to  the  peritoneal  involvement.  Gyne- 
cologists now  diagnose  and  remove  dilated  tubes  with  such  fa- 
cility that  we  have  numerous  opportunities  of  studying  primary 
tuberculosis  of  these  organs.  I  have  frequently  been  impressed 
with  the  wisdom  of  this  procedure  as  a  protective  measure,  on 
seeing  large  caseous  tubes  with  miliary  nodules  on  the  perito- 
neal surface,  since  the  dano-er  of  general  extension  in  such  cases 
is  great." 

In  the  writer's  opinion,  the  use  of  the  glass  drainage  tube  in 
this  case  would  have  been  followed  by  a  fatal  result.  Pei'ito- 
nitis  would  liave  resulted  with  almost  a  certainty,  had  not  the 
intestinal  surfaces  been  prevented  by  the  gauze  from  coming  in 
contact  with  the  caseous  masses  which  it  was  impossible  to  re- 
move. 

Case  TV.  Tuljerculosh  of  Right  Tiibe  and  Ovary  ;  Caseous 
Degeneration  of  Latter  ;  Fistula  opening  into  Rectum  /  Re- 
moval of  Appendages;  Recovery  loith  resulting  Fecal  Fis- 
tula.— Mrs.  H.,  age  21:,  married  three  years,  no  children  or  mis- 
carriages, was  referred  by  Dr.  J.  A.  De  Yore.  A  marked 
tubercular  history  existed  on  the  mother's  side.  Had  enjoyed 
fairly  good  health  until  14  years  of  age,  when  she  had  an  at- 
tack of  "  inflammation  of  the  bowels,"  from  which  she  did  not 
recover  for  two  years.  Menstruation  has  never  been  regular, 
sometimes  no  show  appearing  for  months  at  a  time.  Five  years 
ago  chronic  diarrhea  with  severe  pelvic  pain  set  in,  and  she  was 
supposed  to  have  consumption  and  given  up  to  die  ;  but  after 
two  years  of  suffering  she  began  to  mend,  and  had  fairly  good 
health  until  February,  1S91,  when  she  caught  cold  at  the  men- 
strual period  and  had  an  attack  of  pelvic  inflammation  which 
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confined  lier  to  the  bed  for  six  or  eight  months.  An  abscess 
developed,  which  ruptured  into  the  rectum  and  has  never 
liealed.  For  the  past  year  she  has  steadily  been  losing  flesh 
and  strength. 

An  examination  before  entrance  showed  patient  greatly  ema- 
ciated. The  left  iliac  region  contained  a  hard  tumor  the  size  of 
a  large  orange.  Another  smaller  mass  was  located  in  the  right 
side.  A  vaginal  examination  showed  the  uterus  immovably 
fixed  in  a  mass  of  exudation  filling  up  nearly  the  entire  pelvis. 
No  fluctuating  point  could  be  made  out.  Patient  placed  upon 
tonics  and  nutritious  diet  preparatory  to  a  radical  operation  for 
removal  of  the  appendages.  The  temperature  fluctuated  between 
99°  and  101°,  and  large  quantities  of  pus  were  passed  per  rectum. 

Examination,  October  19th,  showed  a  tumor  in  left  iliac  re- 
gion, soniewliat  less  sensitive  and  a  trifle  smaller  because  of 
large  quantities  of  pus  passed.  At  this  time  it  extended  up- 
ward in  the  abdomen  as  high  as  a  line  drawn  from  anterior  su- 
perior spine  of  ilium  to  umbilicus,  downward  as  far  as  Pou- 
part's  ligament,  and  inward  as  far  as  median  line. 

Laparatomy  October  25th.  Peritoneum  much  thickened. 
Entire  pelvis  filled  with  adherent  intestines  and  omentum. 
Carefully  separating  these,  a  mass  of  caseous  material  was  found 
under  and  apparently  within  the  left  broad  ligament.  This  mass 
was  the  size  of  the  fist  and  apparently  made  up  of  the  ovary 
and  surrounding  tissues  and  the  fimbriated  extremity  of  the 
tube.  The  uterine  end  of  the  tube  was  the  only  portion  which 
could  be  identified,  so  extensive  was  the  degenerative  process. 
Upon  some  of  the  distinguishable  portions  of  the  tube  and  ad- 
jacent peritoneum  were  situated  small  miliary  tubercles.  The 
mass,  made  up  of  tube  and  ovary,  was  shelled  out  of  its  bed, 
and  the  caseous  material  found  to  have^  invaded  the  broad 
ligatnent  at  its  outer  extremity.  It  was  impossible  to  remove 
all  this  tissue,  for  in  some  portions  it  was  intimately  adherent 
to  the  intestines  and  could  not  be  detached  without  peeling 
awav  the  serous  coat.  In  removing  the  rio-ht  tube  and  ovarv, 
which  were  buried  in  a  mass  of  adhesions,  and  to  which  the 
intestines  were  firmly  adherent,  an  abscess  cavity  was  opened, 
from  which  a  small  quantity  of  pus  escaped.  A  fistulous  open- 
ing into  the  rectum,  two  inches  below  the  sigmoid  flexure,  was 
discovered.  The  edges  of  this  opening  were  denuded  and 
brought  together  by  five  silk  sutures.     The  abdomen  was  thor- 
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ouglily  irrigated  with  sterilized  water  and  the  pelvis  packed 
with  iodoform  gauze  after  the  method  of  Mikulicz,  great  care 
heiiig  used  to  protect  the  uncoutaminated  portions  of  the  peri- 
toneum. 

The  patient  was  placed  in  bed  in  good  condition  and  suffered 
very  little  from  shock.  The  inner  o-auze  was  removed  on  the 
fourth  day,  and  it  was  found  that  the  edges  of  the  tistula  had 
failed  to  unite,  as  fecal  matter  appeared  upon  the  dressings. 
The  discharge  M'as  kept  washed  away  with  sterilized  water  and 
the  outer  gauze  drain  gradually  removed.  For  a  time  it  was 
doubtful  whether  the  patient,  owing  to  her  exhausted  condition, 
would  survive,  but  by  constant  care  she  was  carried  along  from 
day  to  day  until  reaction  slowly  set  in. 

The  cavity  left  after  the  removal  of  the  gauze,  at  the  bottom 
of  which  was  situated  the  opening  into  the  intestine,  filled  in 
gradually  with  granulation  tissue.  There  is  now  only  an  open- 
ing admitting  the  forefinger,  and  only  occasional  particles  of 
fecal  matter  escape  through  the  wound.  The  patient  has  gained 
thirty  pounds,  is  entirely  free  from  pain,  and  able  to  do  light 
work.  There  is  every  prospect  of  the  eventual  closing  of  the 
fistula. 

In  this  case  there  is  a  clear  history  of  repeated  attacks  of  pel- 
vic peritonitis,  a  collection  of  pus  within  the  pelvis,  its  rupture 
into  the  rectum,  and  the  discharge  kept  up  by  imperfect  drain- 
age of  the  abscess  cavity.  The  deposit  of  tubercle  bacilli  in 
the  diseased  appendage  followed,  and  tubercular  peritonitis  or 
general  tuberculosis  would  have  followed  but  for  timely  opera- 
tive interference.  It  would  lead  one  to  question  whether  the 
deaths  which  result  from  long-standing  cases  may  not  in  some 
instances  be  due  to  the  establishment  of  tubercular  disease,  and 
the  causes  wrongly  ascribed  to  exhaustion  from  long-continued 
suppuration.  In  view  of  these  facts  complete  eradication  of 
the  diseased  structures  in  this  class  of  cases  becomes  imperative 
and  palliative  treatment  should  be  condemned. 

The  iodoform-gauze  drain  in  this,  as  in  Case  3,  undoubtedly 
was  the  means  of  preventing  a  general  peritonitis.  Had  the 
patient  escaped  sepsis  arising  from  the  caseous  material  which 
w^as  left  behind,  peritonitis  would  almost  to  a  certainty  have 
followed  from  the  escape  of  fecal  matter  into  the  general  peri- 
toneal cavity,  had  not  the  latter  been  protected  by  the  gauze. 

The  Gilbert. 
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THE  QUESTION  OF  OPERATION  IN  CASES  OF  CHRONIC 
OVARITIS.' 


BY 

CHARLES  P.  NOBLE,  M.D., 
Philadelphia. 


As  a  consequence  of  the  absence  of  knowledge  concerning  the- 
pathology  of  the  diseases  of  the  uterine  appendages,  Battey  and 
his  immediate  followers,  including  Sims,  removed  the  uterine 
appendages  whenever  symptoms  referable  to  those  organs  ren- 
dered the  life  of  a  patient  miserable  or  unbearable,  if  the  symp- 
toms proved  rebellious  to  less  heroic  treatment.  Such  an 
indication  proved  very  elastic  in  the  hands  of  some  men,  and 
was  the  excuse  for  the  removal  of  a  certain  number  of  ovaries 
without  sufficient  cause.  I  say  a  certain  number,  because  I 
have  never  been  convinced  that  the  number  was  a  large  one. 
As  a  result  of  the  increase  in  knowledge  concerning  the  patho- 
logy of  the  diseases  of  the  uterine  appendages,  it  became  known 
that  usually  when  women  suffer  marked  pelvic  symptoms,  and 
are  made  invalids  thereby,  these  symptoms  are  due  to  gross  dis- 
ease in  the  Fallopian  tubes  or  in  the  ovaries.  Thus  grew  out 
of  the  operative  work  done  for  symptoms  alone  the  present 
much  more  satisfactory  and  scientific  plan  of  operating  for 
demonstrable  disease.  The  demonstration  that  what  had  been 
regarded  as  chronic  csUulitis  was  in  reality  diseased  and  adhe- 
rent tubes  and  ovaries,  so  stimulated  the  study  of  the  diagnosis 
of  pelvic  disease  that  the  subject  was  revolutionized.  Instead 
of  feeling  that  he  has  accomplished  a  feat  when  he  has  discov- 
ered the  size,  shape,  and  position  of  the  cervix  and  uterus,  the 
practitioner  feels  that  the  examination  is  only  begun  and  that 
the  same  information  must  be  obtained  concerning  the  uterine 
appendages  and  the  perirectal  regions.  The  fact  that  it  is  possi- 
ble, in  the  majority  of  cases,  to  thoroughly  explore  the  pelvis, 
and  the  further  fact  that  marked  symptoms  of  pelvic  disease  are 
usually  dependent  upon  gross  changes  in  the  uterine  appendages, 
led  to  the  formulation  of  the  rule  of  practice  that  the  abdomen 
should  not  be  opened  for  the  removal  of  the  tubes  and  ovarie& 

'  Read  before  the  eighteenth  aunual  meeting  of  the  American  Gynecological 
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unless  gross  disease  iu  tliose  organs  could  be  made  out  by  the 
bimanual  examination.  The  basis  of  this  rule,  I  believe,  is 
partly  good  and  partly  bad.  In  so  far  as  it  restrains  reckless  or 
unnecessary  operating,  it  is  a  rule  looking  in  the  right  direction. 
But  when  carried  to  its  logical  conclusion  it  is  far  too  sweeping 
in  its  character.  Those  who  have  laid  special  stress  upon  this 
rule  of  practice  should  take  care  lest  tlie  fact  tiiat  it  is  too 
sweeping  in  its  character  shall  lay  them  open  to  the  charge  of 
seeking  that  variety  of  popularity  which  ever  attaches  to  the 
man  wlio  advocates  what  is,  at  the  time,  called  conservative, 
whetlier  it  be  wrone;  or  rio-ht.  That  there  are  cases  of  inliam- 
mation  of  the  ovaries  and  Fallopian  tubes  of  a  chronic  character, 
in  which,  upon  bimanual  examination,  the  only  evidence  of  the 
condition  is  slight  enlargement  or  thickening  of  the  organ,  or  in 
other  cases  a  diminution  in  its  size,  and  in  others  an  entire 
absence  of  change  recognizable  by  examination,  and  yet  which 
demand  the  ablation  of  the  organs  to  effect  a  cure,  it  will  be  the 
purpose  of  this  paper  to  show.  Such  cases  are  far  from  com- 
mon, but  often  are  the  greatest  of  sufferers,  and  this  fact  requires 
that,  unless  some  method  of  cure  be  discovered  in  the  future, 
these  poor  women  shall  not  therefore  be  condemned  to  lifelong 
invalidism. 

The  intractable  nature  and  painful  character  of  chronic  ovari- 
tis are  universally  recognized.  Thomas  ("  Diseases  of  Women  ") 
states  that  "  we  know  of  but  few  curable  disorders  which  we 
dread  to  meet  so  much  as  this.  The  day  will  probably  come 
when  our  treatment  for  it  will  be  satisfactory  and  efficient,  but 
it  has  not  yet  been  so  b}"  any  means.  Many  cases  will  baffle 
treatment,  and  all  will  prove  but  little  amenable  to  it."  Winckel 
("  Diseases  of  Women ")  says :  "  The  disease  is  curable,  but 
complete  restoration  probably  never  occur?. "  Also,  "The  prog- 
nosis is  not  favorable,  however,  even  in  such  cases  (referring  to 
cases  in  which  the  inflammation  has  subsided),  because  cohabi- 
tation is  painful,  conception  impossible,  and  sexual  excitement 
often  causes  recurrence  of  the  disease."  Skene  ('' Diseases  of 
Women")  says:  "If  the  patient  has  the  good  fortune  to  be 
placed  early  under  treatment,  the  chances  for  recover}'  are 
favorable."  Also,  "  I  have  never  seen  a  fatal  case,  but  I  have 
seen  several  in  which  life  was  not  worth  living."  Further  (re- 
ferring to  cases  in  which  treatment  has  failed  to  give  relief) :  "  If 
the  patient  suffers  so  much  that  her  life  is  useless,  the  ovary,  or 
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ovaries,  should  be  removed.  In  case  tliat  only  one  ovary  is 
diseased,  and  the  other  is  normal,  the  affected  one  only  should 
be  removed.  So  far  as  I  can  learn,  there  is  less  likelihood  of 
erring  in  removing  both.''  Martin  ('*  Diseases  of  "Women  ")  says  : 
"  The  prognosis  in  chronic  oophoritis  is  not  very  favorable,  as  far 
as  concerns  complete  recovery,  but  it  is  better  if  the  question  is 
one  as  to  recovery  from  the  suffering,  with  a  probability  of  ste- 
rihty  and  premature  cessation  of  menstruation.  Also,  "  In  other 
cases  the  suffering  increases  to  such  an  extent  that  every  mode 
of  treatment  fails.''  In  other  words,  the  testimony  is  unani- 
mous that  chronic  ovaritis  not  infrequently  resists  all  efforts  at 
cure  and  renders  the  life  of  the  patient  thoroughly  miserable 
and  not  worth  living.  At  tlie  same  time  it  is  fully  recognized 
that  wlien  patients  are  seen  early  in  the  course  of  the  disease, 
when  perhaps  ''hyperemia"  would  be  a  better  term  than  in- 
flammation by  which  to  designate  the  condition,  it  is  curable. 
Under  exceptionally  favorable  circumstances,  in  women  of  vigo- 
rous general  health  and  in  good  financial  crrcumstances,  able  to 
command  the  means  necessary  to  lead  an  indolent  life  for  several 
years  and  to  secure  efficient  professional  attention,  the  disease  is 
curable  even  if  more  advanced;  but  there  remain  many  cases 
which  absolutely  resist  every  effort  at  cure.  The  intractable 
cases  are  more  commonly  those  of  women  of  poor  physical  de- 
velopment, especially  if  the  development  of  the  sexual  organs 
themselves  has  been  arrested  before  reaching  maturity.  Also, 
in  my  own  hands,  some  of  the  most  rebellious  cases  have  been  in 
women  inclined  to  corpulence. 

The  question  as  to  what  shall  be  done  with  this  class  of 
women  suffering;  from  chronic  ovaritis  which  has  resisted  all 
attempts  at  cure,  is  most  important.  The  experience  of  each  one 
of  us  teaches  that  we  have  no  greater  sufferers  under  our  care. 
Shall  we  permit  these  poor  women  to  drag  out  a  miserable  exist- 
ence, suffering  with  pelvic  pain,  menstrual  distress,  numerous 
reflex  neuroses,  disordered  digestion  and  nutrition,  and  aggra- 
vated neurasthenia,  or  shall  we  restore  them  to  comparative,  if 
not  absolute,  health  by  the  radical  operation  of  removing  the 
affected  ovary  or  ovaries  ^  From  mj'  standpoint  the  answer  is 
clear.  Whenever  chronic  ovaritis  resists  well-directed  treatment, 
continued  over  one  or  more  years,  and  the  life  of  the  patient  is 
made  unbearable  by  reason  of  the  disease,  it  is  not  only  justifi- 
able but  urgent  to  remove  the  offending  organs. 
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I  ain  perfectly  aware  tliat  in  making  this  statement  in  unmis- 
takable terms  I  shall  call  down  upon  mj'self  the  condemnation 
of  those  who  arrogate  to  themselves  the  quality  of  conservatism, 
but  this,  I  believe,  is  a  small  matter.  True  conservatism,  in  my 
opinion,  does  not  consist  in  saving  a  hopelessly  diseased  ovary  at 
the  expense  of  the  health  and  happiness  of  its  possessor,  but  in 
restoring  such  a  woman  to  reasonable  health  at  the  expense  of 
her  ovary.     "  If  thine  eye  offend  thee,  pluck  it  out." 

It  is  unfortunately  true  that  the  operation  of  removing  the 
uterine  appendages  for  the  disease  under  consideration  is  lia- 
ble to  abuse,  but  this  fact  must  not  interfere  with  its  perform- 
ance under  legitimate  conditions.  It  behooves  us  all  to  use  our 
inllnence  against  the  rash  and  ill-advised  removal  of  ovaries, 
and  equally  to  use  our  influence  in  favor  of  such  a  method  of 
treatment  whenever  circumstances  demand  it.  The  common 
sense  of  the  profession  and  of  the  public,  I  feel  sure,  will  justify 
the  operation  when  done  after  the  failure  of  less  radical  measures 
of  treatment.  The  picture  is,  upon  one  side,  a  most  miserable 
and  hopeless  sufferer ;  and  upon  the  other,  a  womau  restored  to 
comparative  health. 

That  my  own  course  has  been  atiytliing  but  a  radical  one  is 
shown  by  the  fact  that,  inclnding  all  cases  which  can  possibly 
be  grouped  under  this  head,  I  have  performed  but  fifteen  ope- 
rations for  the  removal  of  ovaries  the  seat  of  chronic  inflam- 
mation, upon  thirteen  women.  Of  the  fifteen  operations  eight 
were  unilateral.  However,  this  includes  two  in  which  the  opera- 
tion was  repeated  upon  the  other  side,  the  first  operation  having 
failed  to  cure.  Four  of  the  operations  could  more  properly  be 
desio'uated  as  operations  for  arrested  development  of  the  sexual 
oro-ans.  In  each  of  the  four  cases  the  ovaries  were  the  seat  of 
chronic  infiammation.  There  were  seven  women  from  whom 
both  uterine  appendages  have  been  removed  for  chronic  ovaritis 
(this  includes  the  four  operations  for  arrested  development). 
The  number  must  be  increased  to  nine,  however,  because  in  one 
case  of  cystic  ovaries,  chronic  ovaritis  and  salpingitis,  and 
metrorrhagia,  the  second  appendage  was  removed  nine  months 
after  the  first  because  of  the  complete  failure  of  the  first  opera- 
tion to  relieve  the  symptoms.  At  the  time  of  the  first  ojDeration 
one  appendage  did  not  seem  to  be  seriously  diseased— although 
\io\ perfectly  healthy — but  when  removed  nine  months  later  it 
was  in  the  same  condition  as  the  one  first  removed.     Also,  in 
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Case  5,  14  of  the  table  a  second  operation  and  renn)va]  of  the 
remaining  ajjpendage  became  necessary.  "When  it  is  con- 
sidered that  during  the  time  under  consideration  one  hundred 
and  seventy-four  celiotomies  have  been  performed,  the  fact 
that  I  have  been  very  careful  in  recommending  operation  in 
this  class  of  cases  is  sufficiently  apparent. 

Unless  some  new  method  of  treatment  shall  be  discovered 
which  will  cure  those  cases  of  chronic  ovaritis  which  at  present 
resist  non-operative  treatment,  the  ablation  of  these  organs  will 
continue  to  be  practised  in  such  cases,  if  it  can  be  shown  that 
thereby  these  women  can  be  restored  to  health.  The  results  in 
my  own  hands  have  been  very  satisfactory.  Without  exception 
every  woman  was  cured  or  greatly  benefited  in  the  cases  in 
which  both  ovaries  were  removed.  In  two  cases  in  which  but 
one  ovary  was  removed  this  was  not  the  case.  In  the  first,  that 
of  Miss  W.,  operated  on  May  28th,  1891,  in  which,  in  addition  to 
chronic  inflammation  of  the  ovary  and  of  the  tube,  the  ovary 
was  studded  with  greatly  enlarged  follicles,  the  first  operation 
failed  utterly  to  give  relief.  Miss  W.,  age  21  years,  consulted 
me  March  12th,  1891,  complaining  of  marked  debility  and  of 
metrorrhagia — periods  coming  every  three  weeks,  lasting  seven 
days,  with  copious  flooding.  This  had  been  present  for  a  year. 
During  the  year,  in  spite  of  careful  treatment  on  the  part  of  her 
family  physician,  a  most  intelligent  practitioner,  she  had  been 
getting  steadily  worse — lost  thirty-eight  pounds  during  the  time, 
and  this  in  spite  of  a  good  appetite.  She  is  extremely  neu- 
rasthenic, anemic,  and  suffers  constantly  with  pain  in  the  left 
groin,  which  is  aggravated  by  exertion.  A  line  of  treatment  was 
advised,  which  was  followed  by  her  physician  without  improve- 
ment. Curetting  was  done  later,  but  it  failed  to  arrest  the  hemor- 
rhages. Accordingly  an  abdominal  section  was  advised  and  the 
left  uterine  appendage  was  removed.  This  operation  relieved 
her  pain  upon  the  left  side,  but  otherwise  it  had  no  effect. 
Subsequently  she  was  treated  faithfully  and  systematically  by 
rest,  local  treatment,  including  galvanism,  and  general  tonic 
medication,  without  avail.  She  became  clamorous  for  the  remo- 
val of  the  remaining  ovary,  to  which  operation  I  felt  opposed, 
as  at  the  first  operation  it  did  not  appear  much  diseased.  As 
her  condition  continued  to  grow  worse,  consultation  with  Dr. 
Howard  A.  Kelly  was  requested,  and  he  and  the  family  physi- 
cian. Dr.  G.  G.  Faught,  agreed  upon  the  necessity  for  an  early 
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operation,  rather  against  inv  protest.  Promptly  after  the  second 
operation  she  began  to  improve,  feeling,  as  she  expresses  it,  "like 
another  girl,"  and  she  is  now  in  perfect  health.  In  the  second 
case,  that  of  Mrs.  H.^  widow,  age  34  years,  mother  of  three 
children,  the  unilateral  operation  likewise  failed.  She  con- 
sulted me  March  6th,  1891,  being  referred  by  Dr.  Morris  Booth 
Miller,  with  the  following  history:  She  had  been  an  invalid 
since  the  birth  of  her  last  child  ten  years  previously.  She  com- 
plained especially  of  debility,  and  constant  and  aggravated  back- 
ache and  pain  in  the  left  groin,  obstinate  constipation  and 
headache.  She  was  anemic  and  had  chronic  bronchitis  and 
laryngitis.  Two  of  her  three  children  had  died  of  tuberculosis. 
She  had  just  been  discharged  from  a  hospital  in  a  neighboring 
city,  where  she  was  under  treatment  for  peritonitis.  Examina- 
tion showed  a  torn  perineum,  the  womb  enlarged,  retroflexed, 
and  the  left  ovary  enlarged,  prolapsed,  and  very  sensitive. 
April  2d,  1891,  the  left  ovary  and  tube  were  removed,  and  the 
womb  brought  forward  by  including  the  round  ligament  in  the 
ligature.  Subsequently  the  perineum  was  restored.  After  a 
time  she  improved  very  much  and  entered  a  training  school  for 
nurses.  The  womb  eventually  again  became  retroflexed.  Her 
general  health  broke  down  and  the  old  symptoms,  especially 
that  of  obstinate  constipation,  returned.  The  remaining  ovary 
w^as  very  tender  and  menstruation  extremely  painful.  She 
would  hardly  recover  from  the  prostration  due  to  one  period 
before  the  next  arrived.  Chronic  laryngeal  trouble  reappeared 
and  I  feared  the  development  of  phthisis.  On  this  account  I 
advised  the  removal  of  the  remaining  ovary  to  put  a  stop  to 
menstruation,  which  was  done  on  January  9th,  1893.  At  the 
same  time  the  uterus  was  fastened  to  the  abdominal  wall.  While 
still  in  bed  the  constipation  disappeared,  plainly  showing  that 
it  had  been  due  to  the  retroflexion.  Mrs.  H.  has  steadily  im- 
proved and  expects  shortly  to  resume  her  work  as  a  nurse. 

The  results  in  the  remaining  cases  of  unilateral  removal  of 
the  uterine  appendages  are  as  follows  :  Cases  Nos.  2  and  9  of 
the  table  are  in  perfect  health.  Case  No.  2  was  last  seen  two 
years  after  her  operation.  Case  No.  9  is  pregnant  at  the  pre- 
sent time.  Cases  Nos.  11  and  12  have  not  done  so  well,  but 
their  present  condition  is  markedly  better  than  it  was  before  the 
operation.  Each  was  extremely  neurasthenic,  and  neither  has 
entirely  recovered  control  over  her  nervous  system.     In  each 
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<3ase,  however,  instead  of  being  invalids,  the  improvement  has 
been  sufficient  to  enable  them  to  attend  to  their  duties. 

The  results  in  the  cases  of  bilateral  removal  of  the  uterine 
appendages  which  have  not  been  referred  to  already  have  been 
excellent.  In  Case  No.  1,  however,  the  result  has  not  been  quite 
so  good  as  in  the  others.  Case  No.  J,  the  mother  of  several 
children,  suffered  so  much  that  she  was  absolutely  unable  to 
attend  to  her  domestic  affairs.  Her  husband  had  deserted  her 
on  this  account,  and  she  and  her  children  were  a  charge  upon 
her  friends.  In  addition  to  chronic  ovaritis  she  had  a  variocele 
of  the  broad  ligament  and  a  torn  perineum.  The  perineum 
was  restored  and  the  uterine  appendages  were  removed,  the 
ligature  being  deeply  placed  so  as  to  include  many  of  the  dis~ 
tended  veins.  As  a  result  of  her  operation  she  became  able  to 
attend  to  her  domestic  duties  and  is  now  living  with  her  hus- 
band. Although  somewhat  neurasthenic,  she  was  (a  few  months 
ago  when  last  heard  from)  a  comparatively  healthy  woman. 

In  the  four  cases  of  arrested  development  of  the  sexual  or- 
gans with  chronic  ovaritis  the  results  have  been  very  good. 
The  present  condition  of  each  of  them  is  very  satisfactory. 
One  is  now  a  successful  trained  nurse,  another  is  a  saleswoman 
in  a  store,  the  third  a  dressmaker,  and  the  fourth  a  domestic 
servant.  As  a  result  of  the  fifteen  operations  we  have  to  report 
no  deaths,  and  the  comparative  or  absolute  restoration  to  health 
of  thirteen  women  who  were  as  .great  sutferers  as  any  with 
whom  it  has  been  my  lot  to  meet,  and  who,  without  operation, 
could  look  forward  only  to  a  life  of  continued  and  aggravated 
suffering. 

The  text  books  (even  some  of  the  recent  ones,  as,  for  in- 
stance, J.  Bland  Sutton,  "  Surgical  Diseases  of  the  Ovaries  and 
Fallopian  Tubes ")  state  that  the  mortality  of  oophorectomy 
is  greater  than  that  of  ovariotomy.  Why  this  should  be  so  I 
fail  to  see,  nor  do  I  believe  that  it  is  true.  If  the  ligatures 
have  been  properly  tied,  and  if  the  operation  has  been  per- 
formed aseptically,  every  case  should  recover.  A  death  fol- 
lowing so  simple  an  operation  would  iniply  gross  carelessness 
upon  the  part  of  the  surgeon,  unless  something  out  of  the  or- 
dinary should  be  present  in  the  individual  case — as,  for  instance, 
heart,  lung,  or  kidney  disease. 

As  I  look  at  the  subject,  in  order  to  secure  good  results  from 
oparations  for  chronic  ovaritis  it  is  essential  that  the  diagnosis 
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be  correct.  If  normal  ovaries  are  removed  for  hysterical 
symptoms,  failure,  of  course,  is  to  be  expected.  In  the  second 
place,  strict  asepsis  is  essential  to  prevent  the  formation  of  in- 
traperitoneal adhesions  or  infection  and  inflammation  of  the 
stumps.  Either  of  these  accidents  will  postpone,  and  may  pre- 
vent, a  cure.  In  no  class  of  cases,  moreover,  is  it  more  essen- 
tial that  the  surgeon  should  be  a  capable  practitioner  than  in 
this.  All  these  women  have  broken-down  nervous  systems  with 
disordered  digestion  and  nutrition.  These  conditions  must  be 
treated  and  cured  in  order  to  cure  the  patient.  It  is  well  re- 
cognized that  not  only  careful  medication,  but  judicious  hygi- 
enic regulations,  and  the  "mind  cure"  which  results  from  a 
personal  control  of  the  wise  physician  over  his  patient,  are 
necessary  to  achieve  good  results  under  these  conditions. 

The  carping  critic  will  inquire.  Why  were  not  these  condi- 
tions cured  before  resorting  to  operation  i  The  answer  is  that 
during  the  existence  of  the  ovarian  disease  this  is  impossible. 
The  ovarian  disease  must  he  removed  either  by  medical  or  sur- 
gical means  before  the  resultant  conditions  can  be  cured.  It  is 
the  old  story  of  treating  inflammation  in  a  wound  without  re- 
moving the  foreign  body. 

In  conclusion  I  wish  to  say  that  while  no  one  is  more  strong- 
ly opposed  to  the  hasty  removal  of  ovaries  diseased  by  chronic 
inflammation  than  I  am,  yet  I  hope  to  see  the  recognition  of 
the  propriety  of  removing  these  organs,  when  so  diseased,  ad- 
mitted by  all,  if  careful,  systematic,  and  judicious  treatment 
has  been  persisted  in  for  a  period  of  one  or  more  years  without 
effecting  a  cure,  and  if  as  a  result  of  the  condition  the  health 
and  happiness  of  the  patient  are  wrecked.  The  greater  the 
poverty  of  the  patient,  and  tlie  greater  the  duties  which  she  is 
called  upon  to  perform,  the  sooner,  in  my  judgment,  is  radical 
treatment  called  for.  As  a  matter  of  prudence  it  would  be  well 
in  all  such  cases  to  have  the  opinion  of  another  competent  gyne- 
cologist before  resorting  to  operation.  All  ovaries  removed 
because  of  chronic  ovaritis  should  be  submitted  to  a  competent 
pathologist  for  careful  study,  that  new  light  may  be  thrown 
upon  these  conditions.* 

Opposite  is  a  table  of  the  fifteen  operations,  which  has  been 
prepared  by  Dr.  H.  E.  Applebach,  Assistant  Surgeon  of  the 
Kensington  Hospital  for  Women. ^ 

2134  Hakcock  street. 
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THE  OPERATIVE  TREATMENT  OF  COMPLETE  PROLAPSUS 
UTERI  ET  VAGIN^.i 


GEORGE  M.  EDEBOHLS,  A.M  ,  M.D., 
Professor  of  Diseases  of  Women  at  the  New  York  Post-Graduate  Medical  School  and  Hos- 
pital ;  Gruecologist  to  St.  Francis'  Hospital, 
New  York. 


One  purpose  of  this  communication  is  to  call  renewed  atten- 
tion to,  and  to  emphasize,  the  fact  that  prolapsus  of  the  uterus, 
even  in  its  severest  forms,  is  readily,  speedily,  and  permanently 
curable  by  modern  gynecic  surgery. 

My  second  object  is  to  elicit,  in  the  discussion  to  follow,  your 
individual  experiences  and  methods  in  the  operative  treatment  of 
complete  prolapse  of  the  uterus  and  vagina.  For  although  we 
may  all  agree  that  prolapsus  is  curable  by  operation,  yet  will  we 
probably  differ  considerably  both  in  the  kind  and  in  the  tech- 
nique of  the  operations  we  employ. 

Personally  I  am  not  wedded  to  any  routine  line  of  operative 
treatment,  but  am  inclined  to  be  eclectic,  and  try  to  differentiate 
the  incKcations  as  presented  in  individual  cases  as  far  as  I  am 
able.  And  this  notwithstanding  a  satisfactory  degree  of  success 
in  the  employment  of  ventrofixation  of  the  uterus  combined  with 
the  various  plastic  operations  called  for  by  the  condition  of  the 
uterus,  vagina,  and  pelvic  floor,  all  required  operations  being 
performed  at  one  sitting. 

I  have  limited  myself  in  this  paper  to  complete  prolapsus  of 
the  uterus  and  vagina — i.e.,  to  the  consideration  of  those  cases 
only  in  which  the  entire  uterus  and  vagina  are  outside  of  the 
vulva.  It  will  readily  be  granted  that,  provided  we  can  deal 
successfully  with  these  extreme  cases,  the  lesser  degrees  of  pro- 
laj)sus  should  offer  no  special  difficulties. 

The  first  question  that  arises  in  connection  with  the  operative 
treatment  of  complete  prolapsus  of  the  uterus  is  one  of  principle : 
Shall  we  endeavor  to  preserve  the  uterus,  or  shall  we  remove 
the  prolapsed  organ  by  total  extirpation  ?     Until  such  time  as  it 

'  Read  before  the  annual  meeting  of  the  American  Gynecological  Society,  1893. 
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can  be  shown  that  the  results  achieved  by  total  extirpation  of 
the  uterus  for  prolapsus  are  better  and  more  lasting,  as  well  as 
that  the  operation  is  no  more  dangerous  than  the  rival  proce- 
dure, I  shall  adhere  to  ventrofixation  of  the  uterus  combined 
with  the  necessary  plastic  operations  as  the  rule,  practising 
total  extirpation  only  on  exceptional  indications. 
Such  exceptional  indications,  to  my  mind,  are : 

1.  A  uterus  so  large  and  heavy  that  it  cannot  be  reduced  to  an 
approximately  normal  size  and  weight  by  amputation  of  the  cervix. 

2.  A  uterus  presenting  either  positive  evidence  or  strong  sus- 
picion of  malignant  disease. 

3.  A  uterus  witli  appendages  so  diseased  that  the  condition 
of  ovaries  and  tubes  calls  for  their  removal,  apart  from  other 
considerations. 

It  must  be  remembered,  also,  tliat  total  extirpation  of  the 
uterus  is  in  itself  not  sufficient  to  cure  complete  prolapsus  of  the 
uterus  and  vagina,  but  that  plastic  operations,  of  one  kind  or 
another,  upon  the  vagina  and  the  pelvic  floor  are  required  in 
addition. 

The  only  method  of  total  extirpation  for  prolapsus  claiming 
to  dispense  with  the  necessity,  in  some  cases  at  least,  of  these 
added  plastic  procedures,  is  that  advocated  and  practised  by  Dr. 
W.  M.  Polk,  Dr.  Polk  opens  the  abdomen,  removes  the  uterus 
from  above,  and  attaches  the  cut  end  of  the  vagina  to  the  abdo- 
minal wall  in  closing  the  wound  of  the  latter.  The  ingenuity, 
originality,  and  plausibility  of  the  procedure  recommend  it 
strongly,  even  without  the  crucial  test  of  its  successful  use  by 
such  a  reliable  observer  as  Polk.  Although  I  have  no  reason 
to  be  dissatisfied  with  my  experience,  limited  though  it  be,  in 
the  combination  of  vaginal  hysterectomy  with  operations  upon 
vagina  and  perineum,  I  shall,  in  the  next  case  of  total  prolapse 
calling,  in  my  opinion,  for  total  extirpation  of  the  uterus,  give 
the  method  of  Polk  a  trial. 

My  objections,  then,  to  the  routine  practice  of  total  extirpa- 
tion of  the  uterus  for  prolapsus  of  that  organ  and  the  vagina  are 
based  on  two  grounds  mainly.  Firstly,  because  the  practice  is 
opposed  to  that  rule  of  conservative  surgery  which  calls  for  the 
preservation  of  all  organs  which  by  their  presence  menace 
neither  life  nor  health.  Secondly,  because  total  extirpation 
neither  lessens  the  danger  nor  simplifies  the  operative  technique, 
except,  perhaps,  when  practised  after  the  method  of  Polk. 
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On  the  otlier  hand,  with  healthy  tubes  and  ovaries,  ventrofix- 
ation of  the  uterus,  combined  with  plastic  operations,  preserves 
the  possibility  of  child-bearing,  and  for  that  reason  alone  is  en- 
titled to  favorable  consideration  in  quite  a  large  number  of 
women. 

Leaving  out  of  consideration  now  those  exceptional  instances 
in  which  total  extirpation  is  called  for  in  the  treatment  of  com- 
plete prolapsus  of  the  uterus  and  vagina,  I  would  strongly  insist, 
in  all  cases  of  complete  prolapsus,  in  the  operative  treatment  of 
which  the  uterus  is  preserved,  upon  ventrofixation  of  the  uterus 
as  an  essential  adjunct  to  whatever  plastic  operations  upon  the 
uterus,  vagina,  and  perineum  may  seem  called  for. 

A  properly  performed  ventrofixation  of  the  uterus  gives  a 
better  guarantee  of  permanent  cure  of  the  prolapsus  than  any 
one  of  the  additional  plastic  operations  singly,  or  perhaps  than 
any  given  combination  of  these  additional  operations  looking  to 
the  preservation  of  a  vagina,  can  give.  And  this  preservation 
of  a  vagina  is  a  very  important  matter  to  nearly  every  one  of 
our  patients. 

Consequently  I  would  lay  it  down  as  an  axiom  that  when- 
ever the  uterus  is  preserved  in  prolapsus  operations  it  should 
be  securely  ventrofixated.  I  say  securely  advisedly,  because  in 
the  only  one  of  my  cases  of  uncomplicated  complete  prolapsus 
in  which  I  did  ventrofixation,  and  in  which  I  have  known  a  re- 
currence of  the  prolapse  to  take  place  (Case  4),  I  have  rea- 
son to  believe  that  the  uterus  was  not  properly  ventrofixated, 
the  transperitoneal  hysterorrhaphy  of  Krug  having  been  per- 
formed. By  this  I  do  not  mean  to  assert  that  the  failure  was 
due  to  the  method  of  operation.  The  fault  may  have  been 
with  the  operator,  whose  first  as  well  as  last  experience  with  the 
method  it  constituted. 

1  confess  to  a  considerable  degree  of  scepticism  regarding  the 
ability  to  obtain  a  permanent  cure  of  complete  prolapsus  of  the 
uterus  and  vagina  by  the  various  methods  of  vaginal  fixation 
of  the  uterus  after  Schiicking,  Diihrssen,  Mackenrodt,  and 
others,  although  a  number  of  operators  seem  to  be  satisfied  with 
their  results  thus  obtained. 

Whatever  plastic  operations,  joined  with  ventrofixation  of  the 
uterus,  are  indicated  by  the  conditions  presented  in  a  given 
case  of  prolapsus  of  the  uterus  and  vagina,  I  cannot  too  strongly 
insist  upon  the  performance  of  all  of  them,  including  the  ven- 
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trofixation,  at  one  sitting.  Kot  only  is  our  patient  at  this  day 
entitled  to  expect  this  from  the  expert  and  to  claim  only  one 
anesthesia,  but  the  result  must  be  better  when  all  operations  are 
performed  at  one  sitting,  each  separate  operation  forming  one 
stone  of  the  arch,  the  integrity  of  which  is  endangered  by  even 
the  temporary  absence  of  one  such  stone. 

The  various  combinations  of  operations  I  have  practised  in 
each  of  my  twelve  cases,  comprising  my  entire  experience,  ex- 
clusive of  two  cases  already  published,  with  the  operative  treat- 
ment of  complete  prolajjsus  uteri,  will  be  found  recorded  in  the 
table  appended.  The  two  cases  already  reported  were  complete 
failures.  In  one  '  the  prolapsus  was  due  to  a  tubercular  as- 
cites. In  the  other '  ventrolixation  of  the  uterus  was  not  per- 
formed. 

As  I  have,  in  the  second  of  the  papers  just  alluded  to,  fully 
described  my  technique  in  the  performance  of  the  various  ope- 
rations entering  into  combination  in  the  treatment  of  complete 
prolapsus  uteri,  I  will  not  enter  anew  upon  the  subject  here. 

I  will  merely  reiterate  that  I  have  abandoned  shortening  of 
the  round  ligaments  as  a  prolapsus  operation,  for  the  reason 
that,  although  a  good  and  permanent  result  was  obtained  in 
Case  1  of  the  appended  table,  it  has  signally  failed  to  realize 
expectations  in  a  number  of  cases  of  incomplete  prolapsus  in 
which  I  have  employed  it  in  conjunction  with  plastic  opera- 
tions. 

A  phenomenon  of  quite  frequent  occurrence,  in  cases  other- 
wise showing  perfect  results,  has  been  the  recurrence  of  a  slight 
cystocele,  not  annoying  to  the  patient,  but  still  indicating  to  the 
operator  a  desideratum  in  the  shape  of  improved  technique 
with  a  view  to  its  prevention. 

In  the  three  cases  in  which  lateral  colporrhaphy  was  per- 
formed instead  of  an  anterior  and  a  posterior  colporrhaphy,  no 
cystocele  was  subsequently  noted.  The  writer  believes  that 
this  result  is  not  merely  dependent  upon  chance,  but  is  associ- 
ated with  the  fact  that  in  performing  lateral  colporrhaphy  we 
secure  a  hold  upon  the  fixed  lateral  walls  of  the  pelvis,  whereas 
in  anterior  and  posterior  colporrhaphy  we  attach  the  vagina  to 

'  "  Tubal  aad  Peritoaeal  Tuberculosis,"  Traasactions  of  the  American  Gyne- 
cological Society,  1891. 

*"  Combined  Gynecological  Operations,"  American  Journal  of  the  Medical 
Sciences,  September,  1893. 
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movable  organs,  the  bladder  and  rectum.  Re-descent  of  the 
vagina,  dragging  with  it  the  bladder  and  establishing  a  cysto- 
cele,  is  thus  favored. 

Another  great  advantage  of  lateral  colporrhaphy  lies  in  the 
mathematical  precision  with  which  we  are  enabled  to  give  any 
desired  size  to  the  resultant  vagina.  By  leaving,  for  instance, 
a  longitudinal  strip,  three  centimetres  in  width,  in  connection 
with  the  bladder,  and  another  of  equal  size  attached  to  the  rec- 
tum, removing  the  entire  lateral  walls  of  the  vagina  between 
these  strips  and  approximating  the  lateral  margins  of  the  strips 
by  sutures,  a  vagina  six  centimetres  in  circumference  and  about 
two  eentunetres  in  diameter  will  be  left. 

All  the  operations  recorded  for  each  case  of  the  accompanying 
table  were  invariably  performed  at  one  sitting.  Primary  union 
was  obtained  in  every  plastic  operation,  and  in  all  the  ventrofix- 
ations  except  two.  In  these  a  small  mural  abscess  for  a  short 
time  delayed  complete  recovery. 

198  Second  avenue. 


VAGINAL  ENTEROCELE  IN  PREGNANCY  AND  LABOR.' 


BY 

BARTON  COOKE  HIRST,  M.D., 
Philadelphia,  Pa. 


A  VAGINAL  enter oeele  large  enough  to  complicate  pregnancy 
and  obstruct  labor  is  one  of  the  rarest  complications  in  ob- 
stetrics. By  the  most  thorough  search  that  it  was  possible  for 
me  to  make  in  medical  literature,  1  have  been  able  to  collect 
only  twenty-seven  cases.  This  very  rarity,  however,  must  en- 
hauce  the  interest  in  the  subject  to  a  body  of  specialists  whose 
fuQction  it  is  to  recognize  and  deal  successfully  with  those  in- 
frequent complications  with  which  the  general  practitioner  can- 
not be  expected  to  be  familiar.  From  an  analysis  of  the  col- 
lected cases  and  a  single  personal  experience  I  have  endeavored 
to  answer  the  questions  in  regard  to  etiology,  diagnosis,  prog- 
nosis, treatment,  and  possible  complications  of  vaginal  hernia 
in  the  child-bearing  process,  that  would  naturally  occur  to  a 
physician  charged  with  the  management  of  such  a  case. 

'  Read  before  the  American  Gynecological  Society,  May  ISth,  1893. 
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Etiology. — The  cause  of  a  vaorinal  euterocele  is  usually  some 
violent,  sudden  physical  shock,  as  a  fall ;  powerful  straining 
efforts,  as  in  labor  and  in  obstinate  constipation  ;  or  a  frequently 
repeated,  long-continued  succussion  of  the  abdominal  con- 
tents, as  in  an  uncontrollable  cough  during  pregnancy.  The 
last-named  cause  is  expressly  reported  in  four  cases.  Individual 
instances  have  been  accounted  for  as  follows  :  pressure  of  an 
abdominal  or  pelvic  tumor  upon  the  intestines,  forcing  them 
down ;  hard  work  in  an  erect  or  stooping  posture  ;  relaxation 
of  pelvic  tissues;  an  unusually  long  mesentery  (possibly  an 
effect  and  not  a  cause) ;  a  fall  during  pregnancy ;  retroflexion 
and  incarceration  of  the  gravid  womb,  enormously  elongating 
Douglas'  pouch  ;  jumping  rope  in  the  sixth  month  of  gestation  ; 
precipitate  labor  in  the  erect  posture  ;  premature  getting  up 
after  delivery  ;  undue  violence  in  the  extraction  of  the  child. 
In  the  minority  of  cases  no  cause  at  all  is  mentioned,  and  in 
one  it  is  stated  that  none  could  be  discovered.  In  the  majority 
of  eases  the  cause  is  avoidable  if  the  pregnant  and  parturient 
woman  is  watchfully  treated,  and  if  she  seeks  and  follows  her 
physician's  advice  in  regard  to  her  conduct  during  gestation. 
But  there  is  no  foreseeing  all  the  rash  things  an  imprudent  wo- 
man might  do.  Who,  for  example,  would  think  of  warning  a 
patient  against  "  jumping  rope  "  during  gestation  ?  Many  of 
the  causes  noted  above  could  be  obviated  by  proper  manage- 
ment of  obstetric  cases.  Attention  might  be  particularly  di- 
rected to  the  influence  of  retroflexion  of  the  gravid  womb  upon 
Douglas'  pouch  as  an  additional  reason  for  the  early  recognition 
and  correction  of  the  displacement.  This  cause  was  operative  in 
two  cases. 

Diagnosis. — The  recognition  of  a  vaginal  enterocele  in  preg- 
nancy and  labor  should  be  easy  to  a  careful,  methodical  examiner. 
There  is  a  history  that  the  tumor  made  its  appearance  suddenly  ; 
it  pushes  before  it  almost  always  the  lateral  or  posterior  vaginal 
wall,  descending  in  Douglas'  pouch  or  to  the  outer  sides  of  the 
utero-sacral  ligaments.  I  can  find  but  two  cases  of  anterior 
enterocele  complicating  the  child-bearing  process.  If  the  entero- 
cele is  large  the  vagina  may  be  almost  obliterated,  reduced  to  a 
small  canal  running  directl}'  behind  the  symphysis  pubis  to  the 
cervix,  which  may  be  displaced  far  upward  and  forward  against 
the  anterior  abdominal  wall.  The  rectum  may  be  so  compressed 
that  the  bowels  are  almost  obstructed.     In  mv  case  there  was 
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but  one  evacuation  in  three  weeks.  The  bladder,  too,  is  com- 
pressed, and  there  is  marked  dysuria,  followed  shortly  by  a  se- 
vere cystitis  from  the  decomposition  of  residual  urine.  There 
have  been,  very  likely,  sharp  attacks  of  colic,  with  perhaps  nausea 
and  vomiting,  and  there  is  a  constant  disposition  to  bear  down. 
The  abdomen  is  distended  and  tender,  and  there  may  be  fever. 
The  tumor  itself  is  soft  and  compressible.  Grasped  between  the 
thumb  in  the  vagina  and  a  finger  in  the  rectum,  its  walls  can  be 
made  almost  to  touch.  There  is  the  characteristic  doughy  feel 
of  an  intestinal  and  omental  mass ;  gurgling  may  be  appreci- 
ated;  possibly  the  portion  of  the  tumor  projecting  from  the 
vulva  may  be  resonant,  but  this  was  not  so  in  my  case,  and  I 
find  it  noted  in  only  a  single  instance  ;  a  very  distinct  impulse 
is  communicated  to  the  mass  by  coughing  or  any  abdominal  ef- 
fort, and  in  the  majority  of  cases  the  tumor  could  be  easily  re- 
turned to  the  abdominal  cavity  and  the  aperture  through  which 
it  had  descended  could  be  plainly  felt. 

The  introduction  of  the  whole  hand  in  the  rectum  was  recom- 
mended and  practised  in  one  case  to  make  sure  of  the  diagnosis, 
but  this  is  a  dangerous  procedure,  and  is  besides  not  necessary. 
It  has  been  suggested  to  resort  to  forced  injections  of  water  in 
the  rectum,  to  tell  if  the  intestinal  mass  is  composed  of  small  or 
large  bowel.  To  this  there  can  be  no  objection  if  the  distinc- 
tion is  thought  to  be  important.  In  rare  cases  there  is  unmis- 
takable evidence  of  the  condition,  if,  as  in  one  instance,  the  sac 
ruptures  and  several  feet  of  intestine  protrude  from  the  vulva, 
or  if,  as  in  another,  the  covering  of  the  hernia  is  so  thin  that 
the  coils  of  intestine  can  be  plainly  seen. 

Distinctive  as  are  the  signs  of  vaginal  enterocele,  the  record  of 
errors  in  its  diagnosis  is  quite  remarkable,  considering  the  small 
number  of  cases  reported.  It  was  once  taken  for  protruding 
membranes,  and  the  physician  was  about  to  puncture  it  when 
he  recognized  its  true  nature  ;  again  it  was  supposed  to  be  an 
ovarian  cyst,  and  a  proposition  was  made  to  tap  it  through  the 
vagina.  It  has  been  incised  for  an  abscess  and  cut  off  for  a 
uterine  polyp  ;  Levret  once  arrived  at  a  patient's  house  just  in 
time  to  prevent  this  same  procedure.  Other  conditions  with 
which  it  has  been  confused  and  from  which  it  must  be  differ- 
entiated are  cystocele,  rectocele,  inverted  uterus,  retro-uterine 
hematocele,  cystic  tumors  of  the  pelvis,  prolapse  of  the  vagina 
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and  litems,  vaginal  cysts,  abscesses  in  the  pelvis,  and  distended 
and  adherent  Fallopian  tabes. 

Prog)iosis. — If  the  enterocele  is  not  excessively  large,  if  it  is 
reducible  and  the  woman's  circumstances  admit  of  abstention 
from  all  work  during  pregnancy  and  possibly  conlinement  to  bed 
for  a  long  period,  the  prognosis  is  almost  absolutely  favorable. 
If,  on  the  contrary,  the  hernia  is  irreducible,  if  the  woman  is 
compelled  to  be  on  her  feet  and  perhaps  to  do  hard  manual  labor 
during  gestation,  the  tumor  will  probably  increase  in  size  to  an 
alarming  degree,  and  all  the  symptoms  referred  to  in  the  section  on 
diagnosis  will  be  aggravated.  If  the  advance  of  the  presenting 
part  in  labor  pushes  the  intestines  down  into  the  pelvis,  distends 
the  hernial  sac  to  the  utmost,  and  prevents  the  reduction  of  the 
hernia,  the  tension  of  the  sac  walls  will  threaten  immediate  rup- 
ture, and  the  compression  of  the  intestines  between  the  head  and 
the  pelvic  wall,  subsequent  inflammation  and  even  gangrene. 
No  one  could  watch  the  course  of  such  cases  without  the  liveliest 
apprehension  of  a  serious  accident,  and  even  of  a  fatal  result. 
In  my  own  case  the  hernia  was  irreducible  in  pregnancy,  and  the 
sac  was  so  enormously  distended  during  labor  that  I  thought  it 
scarcely  possible  to  avoid  a  rupture,  and  I  expected  at  least  a 
-sharp  attack  of  peritonitis,  if  nothing  worse,  after  delivery ;  but 
fortunately  the  integrity  of  the  sac  was  preserved  and  there 
were  no  untoward  symptoms  in  the  puerperium.  The  fear  of 
these  complications,  however,  is  by  no  means  illusory.  In 
Schiitz's  remarkable  case  a  posterior  enterocele  ruptured  spon- 
taneously in  the  seventh  month  of  pregnancy;  about  three  feet 
of  small  intestine  protruded  from  the  vulva  for  some  hours  until 
they  were  returned  to  the  abdomen  after  being  well  washed ; 
the  vagina  was  tamponed,  but  symptoms  of  obstruction  and 
peritonitis  developed,  and  the  woman  died  on  the  third  day.  In 
Smellie's  famous  case,  also,  there  was  apparently  a  rupture  of 
the  hernial  sac  in  pregnancy,  but  the  patient  recovered.  A  third 
case  of  rupture  is  reported  by  a  Dr.  Taylor,  in  England,  in  1831. 
Tlie  enterocele  developed  a  few  days  after  labor  while  the  pa- 
tient was  sitting  on  a  chair.  Some  months  later  an  aperture 
was  noticed  at  its  lower  part,  discharging  a  yellowish  fluid  and 
occasionally  clots  of  blood.  The  opening  closed  spontaneously 
and  the  patient  subsequently  conceived.  Besides  these  cases  of 
rupture  six  others  are  reported  in  which  sharp  attacks  of  perito- 
nitis developed — one  during  labor,  the  others  afterward,  all  end- 
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ing  in  recovery.  There  is  no  instance  on  record,  however,  of 
gangrene  of  the  bowel  in  an  enterocele  following  labor,  although 
this  would  seem  to  be  a  very  likely  event  to  any  one  who  has 
observed  the  tremendous  pressure  exerted  upon  the  intestines  in 
an  irreducible  vao^inal  hernia  d urine;  labor,  and  it  is  mentioned 
by  almost  every  writer  on  the  subject  as  a  danger  to  be  feared. 
Treatment. — If  the  physician  sees  his  patient  during  her 
pregnancy,  his  iirst  care  is  to  reduce  the  hernia  and  to  prevent 
its  return.  The  first  is  usually  to  be  accomplished  with  ease  by 
appropriate  taxis,  possibly  favored  by  the  knee-breast  posture. 
It  is  worth  remembering  that  Breisky  reports  a  case  in  which 
the  hernia  was  reduced  by  the  routine  administration  of  purga- 
tives after  all  efforts  at  taxis  had  failed.  Occasionally — I  think 
my  case  is  the  only  one  reported — the  sac  contents  are  ad- 
herent to  the  hernial  ring  and  reduction  is  impossible.  The 
second  object  of  the  treatment  in  pregnancy,  the  prevention  of 
the  return  of  the  intestines  into  the  pouch,  is  more  difficult  of 
attainment.  It  has  been  accomplished,  however,  by  the  use  of 
a  ball-and-stem  pessary  with  external  support,  by  tampons  and 
vaginal  water  bags,  with  rest  in  bed.  The  first-named  imple- 
ment was  used  successfully  in  a  woman  who  for  six  years  had 
had  an  enterocele  hanging  a  third  way  down  the  thigh.  As  preg- 
nancy advanced  the  pessary  caused  so  much  irritation  that  it 
became  necessary  to  remove  it,  but  the  hernia  did  not  return, 
even  in  labor.  If  the  enterocele  is  irreducible  and  the  tumor 
attains  considerable  size  as  pregnancy  advances,  associated 
symptoms  in  the  abdomen,  rectum,  and  bladder  will  claim  the 
physician's  attention.  In  my  case  the  woman  was  kept  in  bed 
for  a  number  of  weeks  till  premature  delivery  took  place.  I 
had  determined  to  keep  her  at  rest  for  the  three  months  that 
should  have  elapsed  before  the  child's  birth.  It  was  necessary 
to  give  an  ounce  of  castor  oil  and  three  compound  cathartic 
pills  at  one  dose  to  secure  the  first  evacuation  of  the  bowels 
after  she  came  under  my  care,  and  the  bladder  was  washed  out 
several  times  a  day  on  account  of  the  cystitis.  If  the  physician 
sees  the  patient  for  the  first  time  in  labor,  he  will  very  likely 
find  the  process  brought  to  a  standstill  by  the  bulk  of  the  tumor 
in  the  vagina.  He  will  naturally  attempt  the  reduction  of  the 
hernia,  and  his  attempt  will  succeed  with  remarkable  ease  and 
rapidity  in  the  majority  of  cases.  Occasionally  the  reduction 
will  be  difficult.     In  such  a  case  a  maneuvre  that  was  success- 
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ful  in  Young's  patient  might  be  borne  in  mind.  The  woman 
was  placed  in  the  knee-chest  posture ;  the  operator  inserted  his 
whole  hand  in  the  vagina,  reduced  the  hernia,  inserted  his 
fingers  in  the  cervix,  pulled  it  well  down  in  the  pelvis,  while 
pressure  through  the  abdominal  wall  was  exerted  upon  the  head 
to  secure  its  firm  engagement  in  the  pelvis.  The  woman  was 
then  put  in  the  left  lateral  position  and  the  child  was  born  in 
twenty  minutes. 

If  the  hernia  is  irreducible  the  enterocele  can  be  pulled  to 
one  side  or  pressed  back  toward  the  sacrum,  while  the  child  is 
extracted  with  forceps  or  by  the  feet.  But  if  the  enterocele 
is  large  there  must  be  imminent  danger  of  rupturing  the  sac 
or  the  intestines  themselves.  Although  the  woman  under  my 
charge  was  delivered  two  months  prematurely,  there  was  the  ut- 
most difliculty  in  extracting  the  child.  The  sac  was  distended 
almost  to  the  bursting  point,  in  spite  of  the  fact  that  two  assist- 
ants held  it  out  of  the  way  and  exerted  counter-pressure  on  its 
walls.  Had  the  patient  gone  to  term  I  should  have  delivered 
her  by  Cesarean  section,  for  I  was  convinced,  even  before  the 
difficulty  experienced  in  delivering  a  small  premature  infant, 
that  a  full-sized  child  could  never  pass  the  obstruction  without 
inflicting  serious  if  not  fatal  damage  upon  the  mother.  With 
the  abdomen  open  an  attempt  might  have  been  made,  also,  to 
radically  cure  the  hernia. 

If  the  sac  should  rupture,  the  intestines  should  be  cleaned, 
returned  to  the  abdomen,  and  the  wound  sewed  up,  but  drained. 
The  attendant  should  hold  himself  in  readiness  to  open  the 
abdomen,  however,  on  the  first  appearance  of  threatening  symp- 
toms of  peritonitis  or  obstruction.  Of  four  cases  treated  thus 
expectantly,  one  in  a  non-pregnant  woman,  three  made  a  good 
recovery. 
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HYSTERO-EPILEPSY. 

A  report  of  seven  cases  cured  by  surgical  treatment.' 


BY 

MARION  SIMS.   M.D., 
New  York. 


I  HATE  been  quite  surprised  to  see,  on  looking  over  the  subject 
of  uterine  and  ovarian  neuroses,  how  little  seems  to  have  been 
written  on  the  reflex  epileptoid  symptoms  produced  by  diseases 
of  these  organs,  and  ako  how  few  cases  have  been  reported  of 
cures  by  surgical  operations.  It  is  somewhat  surprising,  too, 
what  little  unanimity  of  opinion  is  found  among  the  writers  on 
this  interesting  subject.  It  is  not  my  intention  to  enter  into 
the  pathology  of  hystero-epilepsy  in  this  short  paper.  I  only 
desire  to  put  on  record  these  seven  cases  wliich  I  have  to  report 
of  well-detined  hystero-epilepsy,  all  of  which  have  been  per- 
fectly and  permanently  cured. 

Graily  Hewitt,  in  his  excellent  work  on "  Diseases  of  Wo- 

'  Read  before  the  eighteenth  annual  meeting  of  the)American  Gynecological 
Society. 
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men,"  lays  great  stress  on  the  idea  of  hjstero-epilepsy  being 
mainly  due  to  a  "  reflex  irritation  having  its  seat  within  the 
nterus,  and  that  the  particular  irritation  most  potent  in  produc- 
ing the  reflex  disturbance  is  flexion  of  the  uterus." 

This  flexion  undoubtedly  produces  a  gradual  congestion  of 
the  body  of  the  uterus,  the  blood  being  retained  in  the  uterine 
tissues  proper.  This,  Mr.  Hewitt  says,  is  caused  by  the  com- 
pression of  the  organ  at  its  centre  by  the  flexion  of  the  uterus. 
As  a  result  we  have  acute  congestion  of  the  body  of  the  organ, 
which  very  easily  becomes  aggravated  by  certain  movements  or 
diminished  by  others.  Another  point  is  the  compression  of  the 
nervous  filaments  of  the  uterine  tissue  at  the  spot  where  the 
compression  is  greatest.  I  have  quoted  Mr.  Hewitt  because  I 
find  him  about  the  only  one  who  has  written  at  length  on  the 
subject,  and  who  so  fully  describes  the  cause  of  the  hystero- 
epileptic  attacks  as  produced  by  flexions  of  the  uterus. 

I  myself,  however,  think  that  his  views  cover  a  little  too 
broad  a  field ;  for  of  the  large  number  of  cases  of  flexion  I  have 
treated,  surgically  and  otherwise,  in  the  past  flfteen  years,  I 
have  seen  but  three  cases  of  true  hystero-epilepsy  which  were 
caused  by  the  flexion  of  the  uterus,  two  only  of  which  were 
cured  by  overcoming  the  flexion.  I  do  not  think  that  true 
hystero-epilepsy  is  met  with  very  frequently  even  in  a  large 
gynecological  practice.  I  do  not  think  I  can  recall  more  than  a 
dozen  or  so  cases  in  twenty  years'  experience. 

Case  I. — The  first  case  to  which  I  desire  to  call  attention  is 
that  of  Mrs.  A.,  age  30,  married  four  years,  never  preg- 
nant. First  appearance  of  menstruation  at  17  years  of  age  ; 
never  regular,  coming  anywhere  from  three  to  eight  weeks. 
Flow  scanty  and  clotted,  lasting  two  days,  and  accompanied  by 
the  most  excruciating  pains.  The  pains  seemed  to  become 
worse  with  every  succeeding  menstruation.  At  the  age  of  27, 
one  year  after  marriage,  she  had  her  first  convulsion,  as  she 
called  it,  following  an  unusually  severe  menstrual  epoch.  These 
recurred  every  month  thereafter  for  several  months,  until  she 
became  so  worn  out,  worried,  and  frightened  at  herself  that  she 
used  to  have  the  hystero-epileptic  attacks  two  or  three  times  a 
week.  She  had  been  treated  by  electricity  locally,  and  had 
taken  every  known  medicine  to  gain  relief.  The  only  relief 
she  could  get  was  to  cut  the  attack  short  by  inhaling  nitrite  of 
a;uyl,  a  glass  pearl  of  which  she  always  carried  with  her  in  case 
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of  being  attacked  in  a  store  or  on  the  street — a  thing  -which  did 
sometimes  liappen. 

On  making  an  examination  of  her  case  I  found  she  had  an 
extreme  anteflexion  of  the  uterus,  small  os,  long,  cone-shaped 
cervix  pointing  outward  in  the  direct  axis  of  the  vagina.  Here 
was  a  case  that  was  just  the  same  almost  as  described  by  Hewitt. 
I  advised  an  antero-j)osterior  section  (Sims'  operation)  with  di- 
latation. The  operation  was  done  that  same  week.  The  canal 
was  thoroughly  straightened,  efBcieut  drainage  being  kept  up 
by  the  introduction  of  a  small-calibre  self-retaining  stem  made 
of  hard  rubber.  This  stem  not  only  held  the  uterus  in  a 
straighter  position,  but  by  inducing  a  more  efficient  drainage  of 
the  uterine  cavity  the  congestion  and  hypertrophy  of  the  uterus 
were  gradually  reduced.  Her  first  menstruation  after  the  ope- 
ration was  almost  a  painless  one.  She  had  no  sign  of  an  epi- 
leptic attack,  and  her  health  has  continued  excellent  in  every 
way.  She  often  thinks  now,  after  six  years,  that  she  is  going  to 
have  one  on  almost  every  occasion,  and  still  goes  round  with  the 
nitrite  pearl.  The  nearest  she  has  come  to  an  attack  was  about 
two  years  ago  when  a  relative  died  suddenly  at  the  dinner  table 
of  heart  disease.  This  was  sufficient  shock  to  have  started  an 
attack,  but  it  only  produced  a  fainting  spell  which  was  over  in 
a  few  moments. 

Case  II.  is  that  of  a  young  girl  seen  three  years  ago.  Her 
mother  brought  her  to  me  on  the  recommendation  of  Dr.  E.  Y. 
Buck,  their  family  physician,  to  see  what  could  be  done  for  the 
frequent  attacks  of  "  fits "  which  the  patient  was  subject  to. 
She  was  only  16  years  old,  and  very  frail  and  delicate  in  build 
and  appearance.  She  was  anemic  to  a  degree,  and  her  skin  was 
alabaster-like  in  appearance.  She  had  had  convulsions  almost 
daily  of  late,  and  sometimes  five  or  six  a  day,  lasting  anywhere 
from  ten  minutes  to  an  hour  and  a  half.  She  would  lose  con- 
sciousness every  time.  I  saw  her  in  two  or  three  attacks,  and 
they  were  most  violent.  She  had  always  been  a  delicate  child 
and  of  a  very  nervous  temperament.  She  was  sent  early  to 
boarding  school,  and  while  there  she  had  quite  a  severe  fall 
while  skating  on  roller  skates.  Her  first  menstruation  came  on 
two  mouths  after  this  fall,  and  was  accompanied  by  the  most 
severe  pains  and  a  bad  "  fit."  This  was  repeated  the  following 
month,  and  again  thereafter  monthly  for  two  years.  Then  these 
hystero-epile^Dtic  attacks  came  with  more  frequency  and  violence, 
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until  it  was  a  common  occurrence  to  have  five  and  six  attacks  in 
one  day.  I  found,  on  examination,  that  this  case  was  very  simi- 
lar to  the  one  preceding  it,  the  body  of  the  uterus  being  more 
congested  and  heavier,  if  anything,  and  very  sensitive  to  the 
touch.  By  crowding  the  fundus  down  toward  the  bladder  the 
symptoms  of  an  approaching  spasm  could  readily  be  produced. 
She  was  subjected  to  the  very  same  treatment  as  Case  1,  and 
with  equally  good  results.  The  patient  had  one  slight  attack  of 
convulsions  the  day  following  the  operation,  and  that  was  the 
only  sign  of  a  return.  One  year  ago  she  was  married,  and  five 
days  ago  she  was  in  my  ofiice,  looking  hale,  hearty,  and  well, 
and  five  and  a  half  months  enceinte^  having  enjoyed  perfect 
health  since  the  treatment  of  three  years  ago. 

I  come  now  to  the  series  of  cases  which  showed  unmistakable 
hystero-epileptic  symptoms  directly  attributable  to  a  diseased 
condition  of  the  tubes  and  ovaries.  This  class  of  cases  is  more 
interesting  to  me  than  that  already  detailed,  because  of  its  more 
frequent  occurrence,  and  because  I  think  these  cases  are  much 
more  liable  to  a  successful  termination  of  the  treatment  than 
the  ones  that  are  due  to  a  flexion  or  malposition  of  the  uterine 
body  alone.  I  am  aware  that  the  surgical  treatment  of  these 
cases,  taken  as  a  whole,  has  not  always  proved  a  perfect  pana- 
cea for  the  cure  of  the  disease,  and  yet  I  think  that  some  of  us, 
at  least,  have  had  sufficient  success  to  warrant  the  performance 
of  a  celiotomy  for  the  relief  of  the  distressing  symptoms  which 
always  accompany  a  case  of  true  liystero-epilepsy.  I  am  rather 
surprised  to  find  how  few  cases  I  can  find  recorded  as  cured  by 
the  removal  of  the  uterine  appendages.  Dr.  Thomas  had 
three  cases ;  my  father,  Dr.  J.  Marion  Sims,  reported  three  at 
the  meeting  of  the  American  Medical  Association  in  1880,  and 
Dr.  Fallen  reported  three  at  the  same  meeting.  Other  gentle- 
men have  reported  isolated  cases,  and  last  year  Dr.  Yander 
Yeer,'  of  Albany,  reported  six  cases,  in  which  two  were  cured, 
two  decidedly  improved,  and  two  were  doubtful.  These  five 
cases  I  here  report  do  not  represent  the  sum  total  of  all  the  sub- 
jects of  hystero-epilepsy  I  have  treated,  but  they  are  five  cases 
of  absolute  cures,  which  have  remained  perfectly  well  from  the 
time  of  operation  until  the  present,  and  it  is  for  the  purpose  of 
putting  these  cases  on  record  that  I  have  written  this  short  and 
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incomplete  paper  on  the  subject  of  liystero-epilepsj.  Each  of 
the  cases  had  been  subjected  to  thorough  treatment,  both  local 
and  constitutional,  for  months  and  years  before  I  ever  saw  them, 
without  the  slightest  benefit  being  derived  from  the  treatment. 
Then  it  was  that  thej  and  their  family  and  friends  were  ready, 
in  their  desperation,  to  submit  to  almost  any  surgical  operation 
that  promised  even  the  slightest  chance  of  relief  from  the  suf- 
ferings that  the  patient  had  been  so  long  a  victim  to. 

Case  I. — 1  first  saw  this  case  in  1881.  She  was  28  years  of 
age,  married,  and  had  never  borne  any  children.  To  look  at  her 
she  was  the  picture  of  health.  Menstruation  regular,  but  for 
nine  years  each  menstrual  period  was  accompanied  with  severe 
spasms  of  a  hystero-epileptic  character.  These  attacks  came,  at 
times,  two  or  three  times  in  a  day,  and  the  patient  would  lose 
consciousness  for  fifteen  or  twenty  minutes  at  a  time.  She  was 
of  an  extremely  nervous  tenij)erament,  as  were  also  her  father 
and  mother  before  her.  Her  first  two  years  of  menstrual  life 
were  very  irregular,  coming  in  three,  five,  or  eight  weeks,  and 
lasting  only  a  day  or  two.  I  noticed  that  the  labia  were  very 
markedly  hypertrophied,  and  I  asked  her  if  she  had  ever  been 
guilty  of  masturbation,  and  she  frankly  admitted  she  had 
when  a  school  girl  and  had  not  the  sense  to  know  it  was  wrong. 
On  examination  I  found  the  uterus  very  little  enlarged,  in  good 
position,  and  not  particularly  sensitive.  The  ovaries  and  tubes 
were  both  enlarged — the  former  quite  cystic  and  firmly  adherent. 
Celiotomy  was  performed,  adhesions  broken  np  with  difficulty, 
and  both  removed.  The  tubes  were  well-marked  samples  of  ad- 
vanced salpingitis,  and  the  ovaries  were  cystic  and  about  four 
times  their  normal  size.  The  patient  made  a  good  recovery  and 
had  but  one  slight  attack  after  the  operation.  I  saw  her  two 
years  after  the  operation,  and  again  seven  years  after,  and  she 
still  was  in  good  health  and  free  from  any  return  of  her  trouble. 

Case  II. — In  1882  I  read  a  paper  before  the  American  Society 
for  the  Prevention  of  Insanity  and  the  Protection  of  the  Insane, 
in  the  city  of  Philadelphia,  in  which  paper  I  claimed  that  a  cer- 
tain per  cent  of  insane  women  could  be  cured  if  more  attention 
were  paid  to  the  condition  of  the  uterus  and  its  appendages  in 
certain  forms  of  insanity.  Extracts  from  this  paper  were  printed 
in  the  daily  papers  in  various  parts  of  the  country.  This  was 
read  by  a  gentleman  from  Troy,  !N.  Y.,  who  called  on  me  and 
related  the  case  of  his  sister,  who  was  then  an  inmate  of  an 


SIMS  :    HYSTERO-EPILEPSr.  85 

insane  asylum  in  the  western  part  of  the  State.  The  result  of  our 
conference  was  that  lie  brouglit  his  sister  to  New  York  for  me 
to  see.  I  found  her  a  stout,  healthj-looking  woman,  26  years  of 
age,  and  unmarried.  Yery  nervous  disposition.  Began  to  men- 
struate at  13  years  of  age,  and  always  had  been  irregular.  She 
had  profuse  leucorrhea  and  epileptoid  attacks  with  each  men- 
struation ;  severe  pain  in  left  iliac  region,  with  nausea,  pre- 
ceded each  menstrual  period  by  two  days.  Hypodermic  doses 
of  morphia  had  to  be  administered  for  two  days  at  every  recur- 
rence of  menstruation.  As  she  grew  older  t]iese  hystero-epileptic 
convulsions  became  more  and  more  marked  and  severe,  and  of 
almost  daily  occurrence.  She  would  lie  in  a  state  of  uncon- 
sciousness for  an  hour  at  a  time,  and  then  scream  and  kick,  and 
use  the  most  abusive  language  to  those  about  her.  Then  she 
would  relapse  into  a  condition  of  e;^treme  melancholia  with 
suicidal  tendency.  The  family  then  deemed  it  best  to  ^^lace  her 
in  an  asylum,  and  it  was  in  this  condition  that  I  first  saw  her.  I 
found  the  uterus  somewhat  enlarged  and  tender,  and  the  left 
ovary  about  the  size  of  a  lemon,  cystic  and  adherent,  and  lyinff 
directly  behind  the  uterus  in  Douglas'  cul-de-sac.  I  thought  I 
saw  here  quite  sufficient  cause  for  her  epileptic  attacks  and 
melancholia,  and  advised  a  laparatomy.  After  two  or  three  davs 
of  preparation  the  operation  was  done.  The  left  tube  and  ovary 
were  found  diseased  and  adherent,  as  previously  diagnosed,  and 
removed.  This  patient  made  a  slow  but  good  recovery.  The 
right  ovary  and  tube  were  perfectly  healthy,  and  therefore  were 
not  disturbed.  She  had  two  or  three  mild  convulsions  at  the 
return  of  menstruation,  but  after  that  improved  rapidlv.  She  is 
now  perfectly  well  and  a  useful  member  of  society. 

Case  III. — The  third  case,  that  of  Mrs.  K.,  was  a  most 
distressing  one.  Up  to  the  age  of  18  she  was  a  healthy,  strono- 
girl  and  never  had  been  ill  in  her  life.  At  that  age  she  was 
married,  went  away  on  her  wedding  tour,  to  return  in  a  week 
in  a  most  wretched  and  chano;ed  condition.  She  had  vao-inis- 
mus,  and  had  tried  in  eyerj  way  to  j^atiently  stand  the  torture 
of  intercourse,  thinking  that  every  woman  had  to  endure  it  for 
a  time.  At  the  end  of  a  few  days  she  was  such  a  nervous,  phy- 
sical wreck  of  her  former  self  that  her  husband  was  only  too 
glad  to  conform  to  her  request  to  be  brought  back  home.  I 
was  sent  for  at  once,  recognized  her  condition,  and  operated  on 
her  for  the  vaginismus  by  excising  the  hymen.     All  went  well 
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for  a  few  months,  -wlien  slie  became  pregnant.  About  the  sixth 
month  of  pregnancy  I  was  hurriedly  sent  for  one  night,  and 
found  the  patient  in  a  violent  fit  of  epilepsy.  The  attack  had 
been  lasting  for  an  hour  or  two,  with  little  or  no  lucid  intervals. 
She  tore  her  thick  hair  out  in  handfuls,  and  complained  of  se- 
vere pain  in  the  right  iliac  region.  I  made  an  examination, 
and  found  that  the  right  ovary  was  very  much  enlarged  and  had 
been  dragged  upward  with  the  growth  of  the  uterus,  and  was 
then  firmly  wedged  between  the  body  of  the  uterus  and  the 
abdominal  wall.  It  was  impossible  to  dislodge  it.  These  con- 
vulsions continued  almost  daily,  becoming  so  severe  that  I  was 
obliged  to  use  inhalations  of  nitrite  of  amyl  in  order  to  keep  her 
under  control  and  prevent  her  from  doing  herself  and  others  some 
bodily  harm.  I  assured  the  family  that  the  epileptic  attacks 
were  due  to  the  great  pressure  of  the  uterus  on  the  ovary,  and 
that  as  soon  as  the  baby  was  born  the  attacks  would  cease.  The 
baby  was  delivered  at  eight  and  a  half  months,  and  I  could  not 
express  my  disappointment  and  chagrin  to  find  that  my  pro- 
phecy was  not  fulfilled,  for  the  hystero-epileptic  attacks  seemed 
to  continue  with  even  more  vigor,  if  anything,  than  before. 
I  tried  every  known  remedy,  internal  and  local,  used  electri- 
city, and  cautei'ized  the  cervix  with  carbolic  and  with  nitric 
acid.  The  attacks  continued,  and  were  only  controlled  by  the 
nitrite  of  amyl.  Finally  I  suggested  removal  of  the  diseased 
appendages,  and,  the  family  desiring  a  consultation,  the  late  la- 
mented Dr.  C.  C.  Lee  was  called  in.  He  agreed  with  me  per- 
fectly as  to  the  desirability  of  doing  a  laparatomy,  inasmuch  as 
we  had  failed  with  every  other  form  of  treatment.  The  opera- 
tion was  done  five  years  ago,  and  two  very  much  diseased  tubes 
and  ovaries  were  removed,  the  uterus  being  in  a  nearly  normal 
condition.  The  patient  had  a  hystero-epileptic  attack  about  two 
hours  before  she  took  the  ether,  and  that  was  the  last  one  she 
ever  had.  Two  days  after  the  operation  her  mind  was  perfectly 
clear  for  the  first  time  in  many  weeks.  She  made  an  uninter- 
rupted recovery,  and  is  now  in  excellent  health  and  spirits. 

Case  IV. — Miss  B.  is  the  most  unique  and  curious  case  of 
all.  She  was  sent  to  me  by  Mrs.  Dr.  Davis,  of  New  York,  two 
years  ago.  She  was  20  years  old  and  single.  During  child- 
hood she  was  subject  to  convulsions  with  every  attack  of  disease 
to  which  children  are  liable  and  from  which  she  suffered,  and 
also  whenever  she  became  anemic  or  excited.     Menses  appeared 
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at  11|-  years  of  age,  and  she  always  had  convulsions  with  them 
until  she  was  15.  Under  treatment  the  convulsions  ceased  for  a 
time,  except  during  the  menstrual  period.  This  freedom  from 
the  attacks  continued  for  a  year  or  more,  when  they  came  on 
again  with  greater  frequency  and  severity.  Sometimes  she 
would  have  as  many  as  a  dozen  hystero-epileptic  attacks  during 
the  twenty-four  hours.  She  described  the  aura  as  starting  from 
the  uterus  and  radiating  toward  each  ovary,  where  it  often 
stopped  ;  but  if  the  sensation  went  beyond,  to  the  epigastrium, 
it  always  resulted  in  a  severe  hystero-epileptic  convulsion. 
Menstruation  was  irregular,  scanty,  and  very  painful.  Bimanual 
pressure  over  the  uterus  and  ovaries  produced  a  sensation  of  the 
aura,  but  did  not  produce  a  convulsion.  She  lost  consciousness 
at  almost  every  seizure.  One  year  before  I  saw  her,  her  stomach 
seemed  to  give  out  completely,  and  she  could  eat  but  little  for 
nine  months.  Three  months  previous  to  my  seeing  her,  her 
stomach  absolutely  refused  to  retain  anything  whatsoever  of 
either  liquid  or  solid  character,  so  that  when  I  took  her  case  not 
even  a  teaspoonful  of  water  had  passed  her  lips  in  ninety  days, 
and  her  only  uourishment  consisted  of  four  enemata  a  day  of 
milk  and  wdiiskey  or  beef  tea  and  whiskey.  It  was  astonishing- 
how  well  preserved  she  looked  on  this  slim  diet.  Every  method 
of  treatment  had  been  tried  with  her  by  several  well-known 
medical  men,  and  all  without  avail.  I  found  the  two  tubes  and 
ovaries  were  prolapsed,  enlarged,  and  adherent,  and  exquisitely 
sensitive  to  the  touch.  I  made  up  my  mind  that  all  of  her  trou- 
ble was  reflex,  and  advised  an  abdominal  section.  This  was 
eagerly  accepted  by  her  family,  and  the  operation  was  per- 
formed. The  adhesions  were  very  firm  and  hard  to  break  up. 
She  made  a  good  recovery,  and  swallowed  some  kumyss  on  the 
second  daj,  which  she  kept  down  without  trouble.  From  this 
time  on  she  could  eat  and  drink  almost  anything,  and  to-day  she 
is  as  well  and  happy  as  any  one  could  possibly  desire. 

Case  V. — Mrs.  F.,  age  27,  married  five  years,  no  children. 
Had  always  been  a  very  delicate  woman,  of  very  nervous  tem- 
perament. Menses  first  appeared  at  17,  severe  dysmenorrhea, 
and  never  came  on  with  any  regularity.  At  21  she  began  to 
have  the  "  nervous  attacks"  with  her  menstruation,  which  gradiT- 
ally  grew  worse  and  more  frequent,  until  she  had  severe  and 
long-continued  epileptic  compulsions,  accompanied  by  severe  pain 
in  both  ovarian  regions.     By  the  time  she  was  26  years  of  age 
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the  attacks  were  so  frequent  and  the  pain  so  severe  that  her 
doctor  at  home  in  ^orth  Carolina  was  obliged  to  give  her  mor- 
phia hvpodermicallj.  Being  a  weak  and  susceptible  being,  she 
readily  fell  into  the  morphine  habit,  and  at  the  time  I  saw  her, 
a  little  over  a  year  ago,  she  was  giving  herself,  by  hypodermic 
injection,  from  six  to  seven  grains  of  morphia  daily.  I  found 
she  had  enlarged  and  adherent  tubes  and  ovaries,  very  sensitive 
to  pressure.  I  operated  upon  her  eleven  months  ago  and  re- 
moved both  appendages.  The  morphine  habit  was  broken  up 
at  the  same  time.  She  had  two  or  three  slight  convulsive  attacks 
after  I  operated  on  her,  but  otherwise  she  did  well.  I  heard 
from  her  liusband  less  tlian  a  week  ago,  and  he  informed  me 
that  his  wife  continued  to  improve  daily,  had  had  no  return  of 
her  attacks,  and  was  fast  getting  to  look  and  act  like  her  old- 
time  self. 

This  finishes  the  history  of  seven  interesting  cases  of  un- 
doubted hystero-epilepsy.  I  know  that  there  are  many  and 
diversified  opinions  as  to  the  propriety  of  abdominal  section  in 
these  cases,  but  where  we  have  hystero-epilepsy  to  deal  W'ith, 
and  these  attacks  can  be  directly  traced  to  some  ovarian  or  Fal- 
lopian irritation,  and  where  the  patient  has  tried  and  exhausted 
every  means  she  can  to  gain  relief,  then  I  think  that  the  opera- 
tion of  celiotomy  is  perfectly  justifiable,  and  we  certainly  should 
resort  to  it  to  relieve  our  patient  of  one  of  the  most  distressing 
of  the  reflex  neuroses. 


LA.BOR  OBSTRUCTED  BY  OVARIAN  TUMOR.  ^ 


A.  F.  A.  KING,  M.D., 
Washington,  D.  C. 


The  chief  purpose  of  this  paper  is  to  report  a  case  of  labor  in 
which  delivery  was  obstructed  by  a  cystic  tumor  of  the  ovary. 

The  Transactions  of  our  Society  contain  no  account  of  this 
subject  having  been  considered  on  any  previous  occasion.  In 
vol.  v.,  and  year  1880,  Dr.  H.  P.  C.  Wilson,  of  Baltimore,  read 

'  Read  before  the  eighteenth  annual  meeting  of  the  American  Gynecological 
Society. 
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a  paper  on  ovarian  tumor  complicating  j^re^nancy,  in  which  the 
question  of  ovariotomy  was  discussed ;  but  tumors  of  the  ovary 
complicating  lahor  have  not  yet  been  under  consideration. 

There  is  nothing  new  or  specially  interesting  in  the  case  I  am 
about  to  present :  it  is  simjDly  a  single  addition  to  the  record  of 
rare  cases,  and  closely  resembles  others  that  have  been  previ- 
ously reported.  The  best  treatment  of  such  cases  is  well  worthy 
of  discussion. 

My  case  is  as  follows :  Mrs.  M.  Y.  J.,  a  strong,  muscular  white 
woman,  age  38,  Ylllpara,  was  brought  to  Columbia  Lying-in 
Hospital,  by  ambulance,  at  11:30  p.m.  December  3d,  1892,  in 
hard  labor.  She  stated  that  her  labor  began  at  8  p.m.  IS^ovem- 
ber  29th,  so  that  she  was  now  three  hours  and  a  half  into  the 
Jifth  day  of  labor.  That  she  should  have  been  in  active  labor 
all  this  time  seems  almost  incredible,  for  neither  womb  nor 
woman  was  exhausted,  the  pulse  being  fairly  good  and  the 
pains  frequent  and  powerful. 

I  saw  the  patient  within  an  hour  after  her  admission,  and  was 
informed  by  Dr.  J.  Foster  Scott,  the  resident  physician,  that  it 
was  a  head  presentation  -svith  some  sort  of  tumor  obstructing  de- 
livery. 

On  proceeding  to  make  a  digital  examination  the  first  impres- 
sion conveyed  to  the  examining  hand  was  that  the  presenting 
part  of  the  child  was  about  to  be  extruded.  The  perineum  was 
distended,  the  anus  was  widely  open  and  surrounded  with 
hemorrhoids,  the  labia  were  considerably  separated,  and  the  va- 
gina filled  with  what  at  the  first  touch  one  would  have  supposed 
to  be  the  presenting  head.  But  this  distention  was  produced  by 
the  tumor,  which  so  far  filled  the  pelvic  cavity  as  to  leave  only 
sufficient  space  between  itself  and  the  pubic  bones  to  admit  the 
passage  of  two  fingers,  by  which  the  presenting  head  could  be 
felt  just  beginning  to  enter  the  pelvic  brim.  I  diagnosed  a  face 
presentation,  which  proved  to  be  correct;  but  as  I  know  the 
resident  physician  (Dr.  Scott,  who  had  made  out  a  head  case)  to 
be  au  able  diagnostician,  I  have  no  doul)t  the  presentation  was 
originally  a  head,  converted  later  into,  successively,  a  brow  and 
face,  as  we  know  most  face  cases  are.  This  might  be  accounted 
for  by  the  tumor  interfering  with  flexion.  The  tumor  was  so 
tense,  not  only  during  but  also  between  the  powerful  pains, 
that  it  was  impracticable  to  make  out,  with  the  fingers,  whether 
it  was  fluid  or  solid.     I  therefore  punctured  it  with  a  small  tro- 
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car  and  cainila,  by  way  of  experiment,  to  find  out  its  character^ 
The  contents  proved  to  be  fluid,  of  a  whitish,  brain  color,  quite 
inodorous — nothing  resembling  tlie  yellow  or  green  color  of 
pus.  It  was  too  thick  and  flaky  to  pass  through  the  small 
canula,  except  little  by  little  while  an  elastic  probe  was  being 
l^uehed  back  and  forth.  I  therefore  withdrew  the  small  instru- 
ment and  passed  in  a  larger-sized  one,  such  as  is  used  for  para- 
centesis abdominis,  introducing  it  at  the  same  point  punctured 
by  the  smaller  trocar.  The  contents  of  the  tumor  were  now 
discharged  in  a  curved  stream  during  the  pains,  and  more  slowly 
during  the  intervals,  assistance  being  rendered  by  digital  pres- 
sure, until  the  obstructing  mass  had  disappeared,  when  the 
canula  was  taken  out,  and,  with  a  few  more  strong  pains,  the 
face  descended,  the  chin  swept  round  to  the  pubes,  and  the 
child  was  born  without  furtlier  aid  in  about  fifteen  minutes. 
The  cord  was  coiled  once  round  the  neck,  was  twenty-one  inches 
long,  flaccid  and  brownish  in  color,  showing  that  the  child  had 
been  dead  some  time.  Efforts  to  resuscitate  were  made,  but, 
of  course,  unsuccessfully.  There  was  no  trouble  with  the  pla- 
centa, and  after  labor  was  completed  the  woman  was  cheerful 
and  in  tolerably  good  condition — in  fact,  vert/  good. 

I  punctured  this  tumor  from  the  rectum,  not  from  the  va- 
gina. Whether  this  were  right  or  wrong,  my  idea  at  the  time 
was  that  the  rectal  puncture  would  be  less  liable  to  infection 
from  the  lochial  discharge,  and,  further,  that  the  opening  made 
would  be  less  liable  to  obstruction  during  labor  by  the  pressure 
of  the  presenting  part,  than  if  it  were  made  from  the  vagina. 
No  untoward  symptoms  immediately  followed  ;  the  woman  had 
an  easy  recovery,  her  temperature  reaching  100°  only  on  two 
occasions  during  the  fifteen  days  she  remained  in  hospital  be- 
fore being  discharged. 

For  some  davs  after  delivery  she  had  vaginal  douches  of  a 
1  :  4,000  bichloride  of  mercury  solution,  while  the  rectum  was 
irrigated  with  hot  water  twice  daily  and  a  suppository  of  iodo- 
form introduced.  Up  to  the  fifth  day  a  small  amount  of  the 
contents  of  the  tumor  was  still  visible  from  the  rectum,  but 
not  after  then.  On  the  third,  fourth,  and  fifth  days  there  was 
a  little  tymj)anites,  which  was  relieved  by  pills  of  asafetida.  She 
also  had  some  quinine,  and,  later,  some  tinctura  ferri  chloridi 
three  times  a  day. 

On  making  an  examination  the  day  before  the  patient  left 
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the  hospital  no  remains  of  the  tumor  could  be  discovered,  either 
by  vaginal  or  rectal  exploration.  The  recto-vaginal  wall  had 
regained  its  normal  thinness.  Convinced,  however,  that  the 
cyst  would  most  likely  refill,  the  patient  was  requested  to  re- 
port at  the  hospital  occasionally  and  let  ns  know  if  anything 
went  wrong. 

Her  subsequent  history  was  as  follows  :  She  was  admitted  to 
the  Garfield  Hospital  on  January  16th,  1893 — about  six  weeks 
after  her  confinement — and  came  under  the  care  of  Dr.  Arthur 
A.  Snyder,  who  kindly  invited  me  to  see  her  with  him.  I  saw 
her  on  February  2d.  She  was  much  changed  in  appearance, 
emaciated,  with  fever,  cough,  expectoration,  and  indigestion. 
The  hospital  record  states  that  she  had  "  dulness  and  moist 
rales  over  the  rio^ht  lung","  for  which  cod-liver  oil  and  other 
remedies  had  been  given. 

On  examination  at  this  time  I  found  the  abdomen  distended 
by  a  fluctuating  tumor  reaching  two  inches  above  the  umbilicus. 
It  was  tense  and  very  tender,  especially  over  the  right  iliac  re- 
gion. The  right  foot  was  edematous,  and  there  was  tenderness 
but  no  redness  along  the  course  of  the  femoral  vessels.  On 
vaginal  examination  the  distention  of  the  vagina  and  rectum 
much  resembled  the  condition  observed  during  her  labor.  The 
tumor  so  far  filled  the  pelvic  cavity  that  the  finger  could  barely 
get  between  it  and  the  pubes  to  touch  the  cervix  uteri,  which 
was  found  high  up  and  flattened  transversely  by  pressure  be- 
tween the  pubes  and  tumor.  I  advised  tapping  the  cyst,  and 
suggested  the  question  of  a  laparatomy  operation. 

I  did  not  see  the  case  again.  I  was  informed  that  the  next 
day,  while  the  tumor  was  being  examined  by  the  hospital  staff, 
it  '•  burst  into  the  rectum  with  a  profuse  discharge  of  extremely 
foul-smelling  pus."  The  patient  was  then  taken  to  the  ope- 
rating room  and  an  incision  was  made  with  a  bistoury  in  the 
posterior  vaginal  wall  near  the  cervix  uteri,  Avhich  gave  exit  to 
about  "  one  gallon  of  offensive,  greenish-yellow  pus."  A  drain- 
age tube  was  inserted  and  the  cavity  of  the  cyst  (or  abscess)  was 
irrigated  with  Thiersch's  solution,  an  antiseptic  pad  being  after- 
ward applied  over  the  ^Tilva.  Stimulants  were  necessary  to  pre- 
vent syncope  during  the  operation.  Drainage  and  irrigation  of 
the  cavity  of  the  cyst  was  continued  daily  for  about  three  weeks, 
during  which  time  the  discharge  gradually  grew  less  in  quan- 
tity and  the  depth  of  the  cyst  cavity  diminished.    On  March  9th 
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the  hospital  record  states  her  general  condition  to  be  much 
improved,  with  good  appetite  and  digestion,  lung  symptoms 
much  better.  March  19th  she  was  discharged.  Cavity  of  ab- 
scess entirely  closed.     General  health  good. 

It  will  be  observed  this  history  covers  a  period  of  over  three 
months — viz.,  from  December  3d,  1892,  the  date  of  delivery,  to 
March  19th,  1893.  I  regard  the  case  as  one  of  ovarian  tumor 
which  had  suppurated  and  become  converted  into  a  large  ab- 
scess. 

I  have  met  with  no  systematic  review  of  the  literature  of  this 
subject  later  than  the  paper,  so  frequently  quoted,  and  published 
in  the  London  Obstetrical  Transactions,'  by  Dr.  Playfair  in 
1868.  He  there  gives  an  account  of  fifty-seven  cases,  with  a 
maternal  mortality  of  thirteen,  or  22.8  per  cent.  Of  the  nine 
cases  treated  by  puncture  all  the  mothers  recovered  and  six  of 
the  children  were  saved. 

In  the  Transactions  of  the  Obstetrical  Society  of  London,^  Dr. 
A.  H.  Brewer  reports  a  case  of  ovarian  tumor  obstructing  de- 
livery somewhat  resembling  my  own.  He  states  that  during 
a  violent  pain  the  tumor  burst  with  a  sudden  gush  of  fluid, 
after  which  the  head  immediately  descended  and  was  born  in  a 
few  minutes.  After  removing  the  placenta  two  fingers  were 
passed  through  a  rent  iji  the  upper  part  of  the  vagina,  but  not 
communicating  with  the  rectum.  For  a  week  no  symptoms 
followed.  Shortly  after  then  the  woman  had  pain,  a  chill,  ten- 
derness of  the  abdomen,  and  a  fetid,  offensive  discharge  per 
vaginam.  Six  days  later  the  perineum  was  found  to  be  "  livid 
and  distended  as  if  by  a  fetal  head,  the  amis  being  widely  open," 
etc.  Yao:inal  examination  with  the  finger  now  revealed  a  tense 
swelling,  and  on  making  firm  digital  pressure  the  index  finger 
lacerated  the  vaginal  wall  and  slipped  into  a  cavity,  from  which 
came  a  large  quantity  of  fetid  fluid  resembling  molten  wax. 
The  cavity  was  syringed  out  with  a  carbolic  solution,  the  pa- 
tient gradually  improved  to  convalescence,  and  at  the  end  of 
three  weeks  ''  passed  a  peculiar-looking,  dry  membrane,  the  cyst 
wall  of  an  ovarian  tumor."  She  got  well  and  had  another  child 
a  year  afterward. 

In  discussing  cases  of  this  sort  the  question  of  treatment — the 
hest  treatment — is,  I  think,  of  great  importance.  When  the 
tumor  is  large  and  below  the  pelvic  brim,  and  cannot  be  pushed 
'  Vol.  ix.  2  Yoi,  XX.,  1879,  pp.  184-188. 
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back  to  make  room  for  the  child,  the  only  modes  of  proceeding 
available  would  seem  to  be  :  (1)  abdominal  section  of  the  mo- 
ther, (2)  mutilation  of  the  child,  or  (3)  puncture  of  the  tu- 
mor, Playfair's  tables  (already  referred  to)  gave  the  best  re- 
sults from  puncture  of  the  cyst. 

In  cases  where  the  tumor  is  smaller  and  capable  of  being 
pushed  up  out  of  the  way  of  the  child,  it  becomes  an  interest- 
ing question  whether  such  a  method  of  treatment,  with  its  well- 
known  risks,  would  be  better  than  emptying  the  tumor  by  punc- 
ture. 

In  cases  where  the  tumor  has  been  punctured  or  ruptured, 
and  delivery  is  over,  what  constitutes  the  best  subsequent  treat- 
ment— immediate  and  remote  i 

These  questions  and  others  allied  to  them  are,  I  think,  quite 
unsettled  and  deserve  serious  consideration. 

1315  Massachusetts  avenue,  N.  W. 
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I  WISH  to  make  a  few  remarks  on  the  anatomy,  physiology, 
and  pathology  of  the  sympathetic  nerve,  showing  what  are  the 
principal  points  in  gynecology  relative  to  the  abdominal  brain. 

The  sympathetic  nerve  consists  of  two  lateral  chains  of  gan- 
glia extending  from  the  base  of  the  skull  to  the  coccyx.  Situ- 
ated anterior  to  these  chains  are  two  collateral  plexuses,  known 
as  the  cardiac  and  abdominal.  Besides  these  there  exist  in  all 
the  viscera  small  gauglia  which  I  shall  term  automatic  visceral 
ginglia — for  example,  the  automatic  hepatic  ganglia,  the  auto- 
matic cardiac,  menstrual,  and  vesical  ganglia.  The  distribution 
of  the  sympathetic  nerve  is  («)  to  blood  vessels,  (h)  to  glands, 
and  (c)  to  viscera.  It  is  connected  with  the  cerebro-spinal  nerves 
by  the  rami  communicantes.  Its  independence  of  the  cerebro- 
spinal axis  is  not  yet  fully  settled.     But  babies  are  born  at  term 

'  Read  before  the  Gynecological  Society  of  Chicago,  January  3d,  1893. 
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M'ith  no  cerebro-spinal  axis.  The  part  of  the  sympathetic  that 
appears  the  most  independent  of"  the  cerehro-spinal  axis  is  that 
supplying  the  uterus  and  the  digestive  tract.  I  have  kept  the 
intestines  of  dogs  in  active  peristaltic  waves  nearly  two  hours 
after  death  in  a  warm  room  by  tapping  them  with  the  scalpel. 
I  have  watched  the  uterus  of  a  cow  keep  up  its  active  motion  for 
nearly  two  hours  after  she  was  dead,  with  no  irritation  applied 
to  it.  The  anatomical  parts  of  the  sympathetic  to  which  I  wish 
to  direct  attention  are  the  cervical  sympathetic  ganglia  (superior, 
middle,  and  inferior)  and  the  abdominal  brain  (the  solar  plexus). 
Due  consideration  must  be  given  to  the  three  splanchnic  groups. 

1.  The  cervical  splanchnics,  conducted  to  the  stomach,  heart, 
and  lungs  through  the  spinal  accessory,  and  the  vagus. 

2.  The  abdominal  splanchnics,  originating  from  the  fourth 
dorsal  to  the  second  lumbar,  and  running  to  the  abdominal 
brain. 

3.  The  pelvic  splanchnics,  conducted  to  the  hypogastric  plexus 
by  means  of  the  second  and  third  sacral  nerves,  to  supply  the 
rectum  and  genito  urinary  organs.  It  may  be  noted  as  a  fact 
that  I  have  observed  for  some  time  that  the  connection  of  the 
genital  and  urinary  systems  witli  all  the  great  nerve  centres  is 
intimate  and  very  large.  For  example,  the  organ  which  has  the 
most  intimate  and  profound  connection  with  the  cerebro-spinal 
axis  and  the  abdominal  brain  is  the  uterus.  The  eye  is  also 
an  organ  closely  connected  with  the  uterus  and  both  nervous 
systems.  The  intimate  nervous  connection  of  the  uterus  with  the 
nervous  system  increases  with  the  ascending  scale  of  animal 
life.  We  can  say  that  the  dominant  idea  of  any  animal  race  is 
the  sexual  idea.  Sexual  ideas  are  the  more  profound  and  wide- 
spread as  animal  life  becomes  higher  and  more  complex. 

The  physiological  function  of  the  sympathetic  is  rhythm. 
Only  the  sympathetic  nerve  has  rhythm,  and  rhythm  belongs 
only  to  a  ganglion.  The  viscera  functionate  rhythmically.  The 
destruction  of  rhythm  causes  disease.  The  organs  which  have 
the  most  pronounced  rhythm  are  those  most  intimately  con- 
nected with  the  abdominal  brain.  The  organ  which  has  the 
most  profound  connection  with  the  abdominal  brain  is  the  ute- 
rus, and  its  rhythm  is  very  apparent.  So  far  as  I  can  observe, 
the  uterus  is  connected  with  the  abdominal  brain  by  twenty  to 
thirty  strong  nerve  strands. 

1.  The  uterus  and  tubes  have  a  monthly  rhythm,  due  to  the 
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automatic  menstrual  ganglia  situated  in  tlieir  walls.  "No  doubt 
the  higher  physiological  actions  originate  in  the  great  abdominal 
brain.  This  may  explain  wliy  at  times  tuberculous  girls  do  not 
menstruate.  The  abdominal  brain  is  unable  from  exhaustion  to 
initiate  and  sustain  a  rhythm,  or  in  such  weak  girls  a  slight 
event  will  inhibit  a  menstrual  rhythm.  Xo  doubt  many  such 
girls  have  a  deficient  abdominal  brain.  Pregnancy  and  lactation 
steal  away  nourishment,  and  thus  rhythm  is  inhibited.  The 
tubal  rhythm  may  be  watched  with  the  most  advantage  and 
profit  in  slaughtered  cows.  Here  it  can  be  observed  in  all  its 
stages.  It  is  the  breaking  of  the  rhythm  of  one  viscus  that  dis- 
turbs the  rhythm  of  all  the  rest ;  and  among  all  none  is  so  sig- 
nificant as  the  uterus. 

2.  I  wish  to  show  that  the  liver  has  a  visceral  rhythm,  through 
its  automatic  hepatic  ganglia,  similar  to  that  of  the  uterus. 
The  occasion  of  an  hepatic  rhythm  is  food  carried  to  it  by 
the  portal  vein.  For  example,  when  fresh  food  arrives  in  the 
liver  from  the  portal  vein  the  cells  of  the  liver  begin  to  swell. 
The  liver  cells  are  going  through  their  function  of  making  bile, 
glycogen,  and  urea.  The  liver  is  enabled  to  swell  because  it  has 
an  elastic  capsule,  known  as  Glisson's  capsule.  It  can  also 
swell  because  the  peritoneum  covering  it  is  extremely  elastic. 
Hence  the  liver  can  go  through  its  rhythm  (1)  by  its  cells 
swelling,  (2)  by  the  stretching  of  Glisson's  capsule,  (3)  by  the 
expansion  of  the  peritoneum  covering  the  liver.  When  the 
liver  arrives  at  its  maximum  point  of  the  rhythm  the  cells 
have  exhausted  themselves  in  making  bile,  glycogen,  and  urea. 
These  three  products  are  sent  home,  and  the  cells  begin  to  con- 
tract, Glisson's  capsule  shrinks,  and  the  peritoneum  closes  back 
to  its  original  state.  Now  the  liver  gets  rest,  repose,  and  re- 
pair, in  order  to  be  again  able  to  produce  and  accomplish  a 
rhythm.  It  is  the  breaking  of  the  hepatic  rhythm  by  bad  food 
or  distant  reflexes  of  diseased  viscera  that  causes  disease  in  the 
liver.  The  most  prominent  organ  that  induces  irregular  hepatic 
rhythm  is  a  diseased  uterus.  Alcohol  taken  without  food  de- 
stroys the  nice  balance  of  the  hepatic  rhythm  by  falsely  alarming 
the  liver  to  go  through  its  rhythm  without  due  stimulus  or  by 
unnatural  stimulus. 

3.  It  is  plain  that  the  heart  goes  through  a  rhythm  by  means 
of  its  automatic  cardiac  ganglia  situated  in  its  walls.  These 
ganglia  are  known  as  Bidder's,  Schmidt's,  Bidder's,  and  Lud- 
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wig's.  The  vagus  (especially  the  right)  gives  the  heart  its  slow, 
steady  beat,  its  sober,  regular  movements  like  a  pendulum. 
But  it  is  the  three  cervncal  sympathetic  ganglia  that  rule  the  heart 
in  regard  to  rapidity  and  irregularity.  Disturb  the  three  cervi- 
cal sympathetic  nerves  that  go  to  the  heart,  and  it  will  run  riot- 
ously and  irregularly.  It  will  palpitate,  or  stand  still,  or  move 
at  irregular  rates.  It  is  the  breaking  of  the  cardiac  rhythm  that 
causes  heart  disease  in  gynecology.  A  diseased  uterus  is  pre- 
eminently tie  organ  that  disturbs  the  heart  in  its  rhythm. 

4.  The  digestive  tract  has  its  own  special  rhythm  through 
Atierbach^s  plexus  and  Meissner's  plexus.  Auerbach's  plexus 
is  situated  between  the  longitudinal  and  circular  muscular  lay- 
ers of  the  digestive  canal,  and  stimulus  applied  to  it  induces 
peristalsis.  It  controls  bowel  movements,  which  may  be  tur- 
bulent, producing  colic,  or  insufficient,  causing  constipation. 
Meissner's  plexus  controls  digestive  sesretions,  and  stimnlus  ap- 
plied to  it  may  induce  {a)  too  much  secretion,  (J)  too  little  se- 
cretion, or  {c)  disproportionate  secretion.  The  last  is  a  fruit- 
ful cause  of  fermentation.  The  occasion  of  a  digestive  rhythm 
is  food.  The  main  rhythm  occurs  in  the  small  intestine  and 
stomach. 

5.  The  bladder  goes  through  a  rhythm  by  means  of  its  aiito- 
maiic  vesical  ganglia.  It  has  a  diastole  and  a  systole — e.g.,  the 
rhythm  of  the  bladder  is  broken  when  its  nerves  are  dragged 
on,  as  in  pregnancy. 

6.  The  spleen  performs  its  rhythm  by  its  automatic  splenic 
ganglia.  The  occasion  of  a  splenic  rhythm  is  fresh  food.  The 
spleen  accomplishes  its  rhythm  by  {a)  the  swelling  of  its  tufts 
and  substance,  (J)  by  the  expansion  of  its  elastic  capsule,  and  (c) 
by  the  stretching  of  its  peritoneal  covering.  It  rises  to  a  maxi- 
mum and  sinks  to  a  minimum.  It  is  now  in  action  and  now  in 
repose. 

Thus  each  viscus  performs  its  rhythm  by  means  of  its  auto- 
matic ganglia  situated  in  its  substance.  Of  course  the  higher 
physiological  orders  of  the  abdominal  brain  must  be  obeyed. 

"We  now  come  to  the  consideration  of  diseased  viscera.  Patho- 
genesis through  the  sympathetic  in  health  and  disease  is  by  re- 
flex action.  Of  course  we  have  ganglionic  sclerosis,  recogniz- 
able and  non-recognizable  lesions  of  the  sympathetic,  pigmen- 
tation and  secondary  diseases,  etc.,  but  the  great  pathology 
of    the   sympathetic  nerve   in  gynecology  is  the  transmission 
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of  reflexes  from  diseased  viscera.  I  wish  to  explain  in  a  sim- 
ple way  the  results  of  several  years  of  labor  and  investigation 
on  the  svmpatlietic  nerve.  1  wish  to  show  that  through  this 
reflex  action  of  the  sympathetic  nerve  we  can  account  for  many 
diseases  of  women.  We  will  take  the  case  of  Mrs.  S.,  who  suf- 
fered a  cervical  laceration  five  years  ago,  and  who  now  is  a 
neurotic,  pale,  anemic  woman,  unfitted  for  labor  or  life.  The 
laceration  was  soon  followed  by  endometritis.  Irritation  from 
this  was  transmitted  up  the  hypogastric  plexus  to  the  abdominal 
brain,  where  it  reorganized.  It  should  be  remembered  that  any 
irritation  (force)  will  travel  on  the  lines  of  least  resistance.  The 
direction  of  least  resistance  from  the  abdominal  brain  is  toward 
that  organ  havin":  the  greatest  number  of  nerve  strands.  But 
the  irritation,  reorganized,  will  flash  out  on  all  the  plexuses,  {a) 
Suppose  we  follow  the  irritation  from  the  abdominal  brain  to 
the  liver  over  the  hepatic  plexus.  When  the  irritation  which 
started  from  the  uterus  arrives  at  the  hver,  it  will  disturb  its 
rhythm  by  inducing  the  liver  to  secrete  («)  too  much  (bile,  gly- 
cogen, and  urea),  (b)  t:jo  little  (bile,  glycogen,  and  urea),  or  (c) 
disproportionately  (bile,  glycogen,  and  urea).  However,  finally 
the  rhythm  of  the  liver  is  disturbed  and  its  function  impaired. 
Xow  (h)  suppose  we  follow  this  same  uterine  irritation  to  the 
digestive  tract.  Tiie  diseased  endometrium  sends  its  irritation 
up  the  hypogastric  plexus  to  the  abdominal  brain,  where  it  is 
reorganized  and  flashed  over  the  gastric,  superior  and  inferior 
mesenteric  plexuses  of  nerves.  When  the  irritation  arrives  at 
the  gut  wall  the  first  disturbance  arises  in  Auerbach's  plexus. 
This  will  cause  too  much  motion  (colic),  too  little  motion,  or 
irregular  peristalsis.  As  the  irritation  passes  on  to  the  plexus 
of  Meissner  it  induces  these  ganglia  to  allow  (1)  too  much  secre- 
tion, (2)  too  little  secretion,  (3)  or  disproportionate  secretion. 
Here  three  things  may  result — viz.,  {a)  diarrhea,  (b)  constipation, 
or  (c)  development  of  gases  or  fermentation.  The  final  scene 
is  indigestion.  Thus,  after  six  months  to  two  years,  Mrs.  S.  has 
arrived  at  indigestion.  It  was  all  brought  about  by  irritation 
arising  in  the  uterus,  which  sent  its  reflexes  to  all  the  viscera, 
destroying  their  rhythm. 

2.  The    second  stage  of  Mrs.   S.  is  malnutrition.     It  simply 
resulted  from  lon;>:-continued  indigestion. 

3.  The  third  stage  is  anemia  from  malnutrition. 

4.  The  fourth  stage  is  neurosis  from  the  ganglia  being  bathed. 
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in  waste-laden  blood.  Hence  endometritis  may  induce  {a)  in- 
digestion, (5)  malnutrition,  (c)  anemia,  and  (d)  neuroses. 

Again,  take  the  lieart  palpitation  at  the  menopause.  It  is 
explained  by  reflex  action.  The  seedtime  and  harvest  of  wo- 
man is  thirty  years.  During  that  time  regular  monthly  forces 
had  been  transmitted  over  the  In'pogastric  plexus  to  induce  ute- 
rine and  tubal  rhythm.  jS^ow,  at  the  menopause,  the  hypogas- 
tric plexus  degenerates  and  will  not  carry  the  forces,  so  the 
forces  accumulate.  The  accumulated  forces  in  the  abdominal 
brain  go  up  the  splanchnics  to  the  three  cervical  ganglia,  where 
they  are  reorganized  and  flashed  down  to  the  heart,  whence  it 
works  either  too  rapidly  or  irregularly.  This  explains  palpitation 
at  the  menopause.  Exactly  the  same  explanation  suflices  for 
liver  disease  at  the  menopause.  A.t  the  menopause  the  heat  and 
sweat  centres  are  irritated,  and  the  woman  has  heats  and  flushes 
and  spells  of  sweating.  Pigmentation  is  also  from  reflex  action. 
The  irritation  spends  its  main  force  on  the  liver  and  spleen  to 
cause  pigmentation. 

I  wish  to  say  a  word  in  regard  to  the  theory  advanced  by 
Dr.  Bacon.  Dr.  Bacon  advocates  the  idea  that  flexions  of  the 
uterus  may  be  due  to  long-continued  reflex  irritation.  Now,  it 
is  generally  recognized  by  careful  observers  that  long-continued 
irritation  of  a  muscle  will  produce  fibroid  degeneration,  and 
that  this  fibroid  degeneration  will  end  in  connective  tissue  ; 
also,  that  the  tendency  of  cicatricial  tissue  is  to  contract.  This 
has  been  quite  well  demonstrated  in  regard  to  spinal  nerves. 
Dr.  Bacon  to-night  presents  the  ingenious  idea  of  transferring 
the  same  idea  to  the  muscles  supplied  by  the  sympathetic.  At 
first  thought  I  am  inclined  to  agree  with  Dr.  Bacon,  though 
more  mature  thought  may  change  my  opinion.  I  would  add 
that  the  nourishment  of  muscle  is  probably  similar  whether 
it  be  supplied  by  a  spinal  nerve  or  a  sympathetic  ;  also,  that  it 
is  likely  the  same  whether  it  be  striped  or  unstriped. 

Another  principle  may  also  be  said,  in  favor  of  the  theory  of 
Dr.  Bacon,  and  that  is,  refiex  irritation  started  on  the  smallest 
branch  of  a  nerve  will  be  emitted  with  the  greatest  force  along 
the  largest  plexus  to  which  the  nerve  belongs,  for  that  will  be 
in  the  direction  of  least  resistance.  Take,  for  example,  the  small 
branches  of  the  pudic  nerve,  which  supplies  that  part  of  the  rec- 
tum subject  to  hemorrhoids.  If  a  hemorrhoid  is  amputated  the 
reflex  irritation  is  often  reflected  over  the   pudic  and  down  on 
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to  the  bladder  bj  the  great  vesical  branch  of  the  third  sacral,  and 
retention  of  urine  results.  The  same  principle  may  apply  to 
rectal  irritation  being  transmitted  up  to  the  abdominal  brain  by 
way  of  the  lesser  mesenteric  plexus,  where  it  is  reorganized  and 
emitted  down  the  great  hypogastric  plexus  to  the  uterus.  If 
this  irritation  is  long  continued  it  may  produce  fibroid  degene- 
ration of  parts  of  the  uterine  muscle,  which  results  in  cicatricial 
tissue.  The  cicatricial  tissue  shrinks  and  flexes  the  uterus. 
Whether  Dr.  Bacon's  theory  be  true  or  not,  there  is  no  doubt 
the  gynecologist  will  learn  much  from  the  rectal  specialist.  As 
the  gynecologist  acquires  more  knowledge  of  the  rectum  it  is 
likely  less  celiotomies  may  be  done. 


MEMBRANOUS  DYSMENORRHEA.' 

TREATMENT  BY  CURETTAGE   AND   THE   APPLICATION   OF   A   TWO   AND   A   HALF 
PER  CENT   SOLUTION   OF   CARBOLIC   ACID — WITH   CASES. 


THAD  A.  REAMY,  M  D.,  LL.D., 
Cincinnati. 


In  1879  I  read  before  the  Ohio  State  Medical  Society  a  paper 
on  the  "  Treatment  of  Membranous  Dysmenorrhea,"  reporting 
one  case.  The  manuscript  was  not  furnished  to  the  publishing 
committee  and  does  not  appear  in  the  Transactions  of  the  So- 
ciet}-.     The  case  then  reported  is  Case  1  in  the  present  paper. 

Case  I. — Mrs.  T.,  a  blonde  28  years  old,  who  had  been  married 
ten  years,  consulted  me  for  the  relief  of  painful  menstruation. 
She  was  decidedly  of  nervous  temperament.  General  health 
good,  fairly  nourished,  but  suffered  from  uterine  catarrh  and  had 
painful  menstruation.  She  was  from  the  middle  class  of  society, 
and  before  and  after  marriage  led  an  active  life,  assisting  in  the 
domestic  duties  of  the  household. 

This  history  was  obtained :  She  menstruated  first  at  15.  The 
function  was  regular,  but  always  attended  with  considerable  pain 
until  her  marriage  at  the  age  of  18.  Fifteen  months  after  mar- 
riage she  aborted  at  the  third  month. 

'  Read  before  the  annual  meeting  of  the  American  Gynecological  Society, 
JVIay  16th,  1893. 
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After  the  abortion  she  missed  two  menstruations.  The  func- 
tion was  now  again  established,  but  was  quite  painful.  At  the 
end  of  one  year,  at  each  period  large  shreds  of  membrane  were 
discharged  with  intense  pain.  When  she  came  under  my  care,, 
and  for  two  years  previously,  complete  casts  of  the  uterine 
cavity  were  thrown  off  at  each  menstrual  epoch,  the  suffering 
being  so  unbearable  that  morphia  in  full  doses  had  to  be  admin- 
istered. 

On  two  separate  occasions  the  casts  were  secured  by  me  and 
subjected  to  microscopic  examination.  The  first  was  examined 
by  the  late  Dr.  Stallo,  who  reported  it  to  be  mucous  membrane^ 
the  glandular  structure,  and  the  small-celled  proliferation  in  the 
interglandular  tissue,  being  well  marked.  Total  absence  of  cho- 
rionic villi  left  no  doubt  as  to  its  character.  The  examination  of 
the  next  specimen  gave  precisely  the  same  results.  As  to  the 
diagnosis  there  could  be  no  doubt.  Conception  had  not  oc- 
curred since  that  which  resulted  in  the  abortion  above  noted. 

This  woman  was  subjected  to  the  following  treatment:  Five 
days  prior  to  the  date  when  the  next  menstruation  was  due,, 
the  bowels  having  been  evacuated  and  all  other  necessary  pre- 
parations made,  she  was  anesthetized  by  ether  and  the  uterus 
was  thoroughly  curetted,  first  with  a  Sims  sharp  curette,  then 
followed  by  a  dull  wire  curette  much  after  the  pattern  of 
Thomas'  blunt  wire  curette.  The  instrument  used,  however,  is 
not  flexible,  as  is  that  of  Thomas.  Flexibility  in  any  curette  is, 
to  my  mind,  objectionable,  as  it  renders  the  amount  of  pressure 
that  can  be  made  uncertain  and  the  work  done  correspondingly 
imperfect.  The  os  in  this  case  was  sufficiently  patulous  to  per- 
mit of  the  easy  introduction  of  the  curette.  No  previous  dila- 
tation was  therefore  necessary.  The  curettage  completed,  the 
cavity  was  cleaned  out  by  cotton  dampened  in  a  one-per-cent 
solution  of  carbolic  acid  and  carried  repeatedly  into  the  uterus 
by  means  of  a  slender,  curved  uterine  dressing  forceps  similar 
to  the  instrument  here  exhibited. 

The  manipulation  was  continued  until  the  cotton  wads,  on 
withdrawal,  were  but  little  discolored  with  blood.  Now  small 
wads  of  cotton,  saturated  with  a  two  and  a  half  per  cent  solution 
of  carbolic  acid  in  water,  were  carried  into  the  cavities  and  the 
walls  thoroughly  mopped.  At  least  twenty  applications  were  in 
this  way  made.  Care  was  taken  that  the  quantity  of  cotton  in 
the  forceps  should  be  small,  otherwise  the  acid  solution  would 
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be  squeezed  out  during  passage  through  the  cervical  canal.  A 
small  strip  of  iodoform  gauze  was  rolled  loosely  and  placed 
within  the  vagina,  and  the  patient  put  to  bed,  and  a  small  water 
bag,  cold,  placed  over  the  uterus. 

The  patient  was  kept  in  bed  for  nine  days.  Considerable 
blood  and  serum  was  -discharged  for  three  days  after  curettage. 
The  menstruation  which  was  due  was  missed. 

On  the  fourteenth  day  after  the  first  treatment  it  was  repeated, 
with  this  difference  :  only  the  dull  curette  was  used  and  the 
scraping  was  not  so  vigorous.  The  pieces  of  mucous  membrane 
removed  were  neither  so  large  nor  so  thick  as  those  obtained  at 
the  first  curettage,  this  being,  of  course,  due  to  the  fact  that,  not- 
withstanding the  rapidity  with  which  the  endometrium  is  repro- 
duced after  removal  by  the  curette,  it  had  not  in  this  case  had 
time  for  complete  development.  Certainly  it  had  not  attained 
to  the  abnormal  thickness  characteristic  of  the  structure  exfoli- 
ated during  a  membranous  menstruation.  Then  the  dull  curette, 
though  competent  for  removal  of  all  the  mucous  membrane  of 
the  uterus  except  the  deeper  part  of  the  glandular  structures 
which  dips  down  into  the  muscular  layer,  does  not  remove  it  in 
c]ean-cut  pieces,  as  does  the  sharp  curette. 

On  the  fifteenth  day  after  this  second  curettage  and  applica- 
tion of  carbolic  acid,  the  operation  was  the  third  time  done,  in 
precisely  the  same  manner  as  the  second.  At  the  expiration  of 
seventeen  days  the  operation  was  done  for  the  fourth  time.  Ko 
important  reaction  of  temperature  or  pulse  followed  either  of 
the  treatments. 

All  treatment  was  now  discontinued.  It  will  be  observed  that 
the  first  curetting  was  done  about  five  days  before  a  menstrual 
period ;  the  second,  about  four  days  after  it  should  liave  been 
over,  had  it  come  on ;  the  third  curetting  was  about  four  days 
before  the  next  menstruation  was  due.  This  menstruation  was 
also  missed.  The  fourth  and  last  curetting  was  done  about  five 
days  after  the  probable  close  of  this  menstruation,  had  it  oc- 
curred. 

At  the  third  menstrual  period  after  treatment  was  commenced 
the  discharge  appeared,  but  about  two  days  late,  lasting  but 
three  days.     Ko  membranes  discharged  ;  but  little  pain. 

At  the  next  period  she  menstruated  without  delay,  the  dis- 
charge, normal  in  character  and  quantity,  lasting  four  days.  Xo 
pain.     Conception  occurred  soon  after,  and  she  was  delivered  at 


102  KEAMY  :    MEMBRANOUS   DYSMENOERHEA. 

term  of  a  healthy  male  child.  This  lady  is  now  living  and  is 
the  mother  of  three  children.  There  was  no  return  of  the 
disease. 

Case  II. — Mrs.  "W.,  a  woman  of  highly  developed  nervous 
organization,  good  general  health,  of  superior  education  and 
refinement,  came  under  my  care  when  she  had  been  married 
thirteen  years  and  was  the  mother  of  one  child,  now  11 
years  of  age.  After  graduation  at  a  boarding  school  this  lady 
had  taught  for  two  years,  marrying  at  the  age  of  25  a  gentleman 
ten  years  her  senior,  who  was  a  widower  with  one  daughter 
by  a  former  wife.  This  marriage  brought  wealth  and  exalted 
social  position,  with  the  tax  upon  physical  and  moral  resources 
too  often  associated  with  social  dissipation. 

History. — Menstruation  had  been  established  at  the  age  of  15, 
but  during  school  life  the  function  had  been  somewhat  irregular. 
She  had,  on  two  or  three  occasions,  gone  two  consecutive  months 
without  menstruation.  Had  been  anemic.  Had  menstruated 
with  regularity,  but  with  much  pain,  for  past  two  years  before 
marriao-e;  also  suffered  from  uterine  catarrh. 

Menstruation  was  re-established  ten  months  after  the  birth  of 
her  child.  It  was  regular,  and  attended  with  but  little  suffering, 
for  eighteen  months.  She  now  missed  one  period  and  supposed 
herself  again  pregnant.  One  week  before  the  second  period  was 
due  a  scanty,  bloody  discharge  commenced,  continuing  tive  days 
and  attended  by  severe  pain.  JSTothing  was  expelled  during  this 
attack  to  confirm  the  suspicion  of  pregnancy  and  abortion. 
Menstruation  occurred  at  the  following  period,  continuing  six  to 
eight  days,  and  attended  with  great  suffering.  From  this  time 
on  to  the  time  when  she  came  under  my  care  menstruation  had 
been  painful,  and  for  the  past  two  years  shreds  of  membrane, 
and  in  some  instances  complete  casts,  had  been  discharged.  As 
on  several  occasions  menstruation  had  been  delayed  for  a  week 
or  more,  and  was  then  accompanied  by  the  masses  referred  to, 
she  felt  positive  that  she  had  had  frequent  abortions.  This  be- 
lief was  probably  the  more  firmly  established  in  her  mind  because 
of  her  ardent  desire  for  another  child. 

An  examination  of  the  membranous  casts  led  me  to  believe  it 
to  be  a  case  of  membranous  dysmenorrhea.  Microscopic  exami- 
nation of  the  casts  obtained  at  two  different  periods,  made  by 
Dr.  Kebler,  fully  confirmed  this  diagnosis. 

This  patient  was  placed  upon  treatment  in  every  particular, 
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both  as  to  time  and  methods,  similar  to  that  employed  in  Case  1. 
The  cervical  canal,  however,  had  to  be  dilated  by  an  Ellinger 
dilator  in  each  instance  before  the  curette  would  freely  pass. 
The  contraction,  whicli  also  occurred  under  the  stimulation  of 
mopping  out  with  the  carbolic  solution,  rendered  redilatation 
after  curetting  necessary  in  order  that  the  application  might  be 
made  sufficiently  thorough. 

Residts. — The  establishment  of  normal  menstrual  discharges, 
at  the  proper  dates,  and  not  attended  with  pain.  This  woman, 
whose  habit  was  rather  slight,  gained  twelve  pounds  in  weight. 
Pregnancy,  liowever,  did  not  again  occur.  Two  years  subse- 
quently she  had  a  relapse  of  the  old  symptoms,  but  the  quan- 
tity of  membrane  discharged  at  each  period  was  much  smaller, 
and  suffering  was  also  less  than  in  the  former  attacks.  She  was 
again  subjected  to  curettage  and  acid.  But  three  treatments 
were  administered.  Complete  relief  followed.  She  continued 
to  menstruate  normally  and  free  from  pain.  Has  now  reached 
the  menopause ;  is  in  the  enjoyment  of  robust  health,  and  is  a 
widow. 

Case  III. — Miss  W.,  a  daughter  of  the  lady  whose  case  has 
just  been  reported,  and  who  was  11  years  old  when  her  mother 
came  under  my  care,  was,  at  the  age  of  18,  placed  in  my  charge 
for  relief  of  dysmenorrhea.  She  first  menstruated  at  the  age  of 
li  years.  Had  suffered  more  or  less  from  the  first.  Now,  how- 
ever, she  thought  her  suffering  had  become  unbearable.  She  was 
of  slight  stature,  bright,  vivacious,  nervous;  quite  anemic.  No 
cough,  no  disease  of  lungs,  heart,  or  kidneys,  could  be  detected. 
Heart's  action  rapid  and  irritable,  anemic  bruits  well  marked. 
No  examination  of  the  pelvic  organs  was  made.  She  was  or- 
dered to  quit  school  and  study,  to  take  free  exercise  in  the  open 
air,  to  have  cold  sponge  baths  each  morning,  and  to  have  one  grain 
of  ferrum  redactum  with  one  and  a  half  grains  of  quinine  sul- 
phate in  capsule  three  times  daily.  Under  this  regime  general 
health  improved  some.  She  gained  ten  pounds  in  weight;  bet- 
ter complexion ;  heart's  action  slower.  Painful  menstruation, 
however,  continued.  She  now  went  abroad  for  more  than  a 
year ;  travelled  in  England  and  on  the  Continent  ;  studied  the 
French  and  German  Ian  a;  u  ages. 

On  her  return  her  menstrual  suffering  was  most  severe.  Mor- 
phia at  each  period  had  been  resorted  to.  The  periods  were 
now  sometimes   delayed  a  week.     Many  and  large  shreds  of 
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membrane  were  expelled  each  time.  Finally  a  complete  cast  of 
the  uterine  cavity  was  saved  for  my  inspection.  Its  macroscopic 
examination  left  in  my  mind  no  doubt. 

A  microscopic  examination  of  the  specimen,  made  for  me  by 
Dr.  J.  M.  French,  was  conclusive.  This  patient  was  placed  in 
my  private  hospital,  and,  after  due  preparation,  was  etherized, 
curetted  with  both  the  sharp  and  the  blunt  curette,  followed  by 
the  acid,  as  in  the  other  cases.  The  time  selected,  as  to  the  ex- 
pected menstruation,  for  the  first  curettage  was,  as  in  the  first 
case,  about  five  days  before  the  discharge  was  due.  Each  subse- 
quent treatment  was  also  at  dates  corresponding  to  the  first  case. 

In  this  patient  the  examination,  made  before  the  operation 
was  commenced,  showed  the  uterine  cervix  to  be  quite  small, 
slender,  and  conical.  Indeed,  it  was  an  approximation  to  the 
condition  found  in  the  so-called  infantile  uterus.  It  was  with 
considerable  difficulty  that  the  smallest-sized  Ball  uterine  dilator 
could  be  introduced  to  make  way  for  the  smaller-sized  Ellinger 
dilator.  It  required  at  least  a  half-hour  for  sufficient  dilatation 
to  permit  of  the  easy  introduction  of  the  curette.  It  is  impor- 
tant also  to  note  that  in  this  case  the  sound  measurement,  before 
curetting,  showed  depth  of  the  cavity  to  be  three  and  a  quarter 
inches. 

The  menstruation  due  after  the  first  curetting  was  missed,  a 
slight  bloody  discharge  being  continuous  from  the  day  follow- 
ing the  treatment  for  about  seven  days.  The  next  menstrua- 
tion, although  following  so  closely  upon  a  curetting,  appeared, 
lasting  four  days.  The  quantity  of  blood  lost,  however,  was 
slight.  The  third  menstruation  was  in  every  way  normal  and 
without  pain.  She  is  now  in  the  enjoyment  of  excellent  health, 
is  a  most  accomplished  equestrienne,  and  indulges  in.  the  sport 
most  freely. 

Tiiese  cases  have,  I  fear,  been  recited  with  too  much  detail 
and  commonplace  for  the  entertainment  of  a  society  of  the 
character  of  the  one  that  I  have  the  honor  to  address.  But  my 
excuse  may,  I  hope,  be  found  in  the  fact  that  the  results  of 
treatment  in  these  cases  are  rather  exceptional.  Relief  has  fol- 
lowed many  plans  of  treatment,  but  permanent  cures  are  by  all 
acknowledged  to  be  of  rare  occurrence.  It  was  therefore  deemed 
proper  that  such  details  should  be  given  as  would  enable  you  to 
judge  correctly  as  to  the  character  of  the  cases  and  the  relations 
of  treatment  to  cure. 
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Several  matters  of  detail  may  with  propriety  be  specially 
rioted.  First,  the  repetition  of  curetting  so  soon  as  the  mucous 
membrane  had  time  to  form  after  removal — indeed,  before  its 
full  regeneration  vras  complete.  This  I  regard  as  an  essential 
element  to  success.  Second,  the  absence  of  inflammatory  or 
infective  reaction,  notwithstanding  the  rapidity  with  which  one 
curettage  followed  another.  This,  of  course,  is  explained  solely 
on  the  ground  of  aseptic  methods  and  antiseptic  precautions,  in 
which  there  is  nothing  new  or  novel.  In  this  connection  it  can- 
not be  doubted  that  the  free  use  of  carbolic  acid  was  the  impor- 
tant and  chief  agent.  Its  use,  notwithstanding  the  weakness  of 
the  solution,  was  unquestionably  an  important  factor  also  in 
modifying  the  inflammatory  conditions  which  underlie  the  per- 
verted membrane  formation.  It  is  my  opinion  that  in  this  re- 
spect its  action,  if  employed  immediately  after  curettage,  is  far 
better  than  the  action  of  more  concentrated  solutions  of  this  or 
other  agents,  applied  at  the  time  or  subsequently  with  a  view  to 
caustic  action.  Such  practice  in  these  cases  I  consider  positively 
injurious. 

The  method  adopted  for  applying  the  acid  I  consider  in  such 
cases  better  than  by  injection. 

Mention  has  already  been  made  of  the  rapid  repetitions  of 
curettage.  In  my  opinion  herein  lies  the  chief  element  in  se- 
curing the  complete  results.  A  single  curettage,  or  repeated  at 
long  intervals,  no  matter  how  thoroughly  done,  fails  to  modify 
sufficiently  the  regenerative  process. 

This  paper  is  strictly  clinical  and  confined  to  treatment ;  I 
shall  tlierefore  not  discuss  causation.  It  will,  however,  be  in- 
ferred from  the  plans  of  treatment  adopted  that  I  accept  as  most 
probably  true  the  opinions  at  present  most  current  regarding  its 
inflammatory  character.  There  must  also  unquestionably  be  im- 
portant factors  referable  to  the  nervous  system  and  processes  of 
nutrition. 
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The  many  articles  written  and  published  within  the  past  few 
years  upon  the  various  methods  of  performing  hysterectomy 
for  uterine  fibroids,  indicate  that  the  profession  is  fast  awaking 
to  the  fact  that  these  growths  are  not  the  simple,  inoffensive, 
uncomplicated  neoplasms  that  we  were  taught  to  believe  in  our 
early  professional  life.  We  were  taught  that  they  were  com- 
paratively harmless  during  menstrual  life,  were  generally  ab- 
sorbed after  the  menopause ;  so  that  he  who  even  suggested 
any  surgical  interference,  especially  hysterectomy,  would  have 
been  severely  criticised  by  the  conservative,  judicious  members 
of  the  profession.  In  fact,  within  the  jDast  year  one  of  our 
ablest  medical  journals  has  indulged  in  a  most  sarcastic  editorial 
against  those  surgeons  and  gynecologists  who  have  been  most 
forward  in  urging  operations  for  removal  of  the  uterus  when  so 
affected.  Nevertheless  the  work  goes  on  and  the  "  world  moves." 
Hysterectomy  is  beiug  performed  every  day,  and  the  mortality 
is  not  any  greater  than  that  from  ovariotomy  ten  years  ago. 
The  "  conservative  "  man  may  say  that  this  is  far  too  large  for 
a  disease  that  is  attended  with  so  little  danger  to  life  as  the  one 
under  consideration.  In  reply  it  may  be  said  that  death  is  not 
the  only  phase  of  the  matter  to  be  considered.  Physical  suffer- 
ing and  chronic  invalidism  far  outweigh  the  other  factor.  This 
latter  condition  has  not,  in  my  opinion,  been  fully  appreciated 
by  the  profession  generally.  The  literature  is  very  meagre  on 
this  point,  and  the  observers  have  not  published  the  results  of 
their  observations. 

One  year  ago  I  read  a  short  paper  before  the  American  Medi- 
cal Association  (Section  on  Obstetrics  and  Diseases  of  Women), 
in  which  I  claimed  that  hysterectomy  for  uterine  fibroids  "  is 
the  only  proper  conservative  surgery,  and  that  it  can  be  made 
equally  safe  with  that  of  ovariotomy  at  the  present  day."     In 

'  Read  at  the  eighteenth  annual  meeting  of  the  American  Gynecological 

Society. 
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the  course  of  tlie  discussion  I  found  but  one  or  two  who  were 
favorable  to  this  presentation  of  the  case,  while  the  general  tenor 
of  the  arguments  was  that  only  in  a  comparatively  few  cases  were 
such  radical  measures  justifiable,  inasmuch  as  the  mortality  and 
suffering  were  so  very  insignificant  when  the  cases  are  left  to 
run  their  course. 

My  own  observations  up  to  that  time  had  shown  me  many 
cases  of  death  from  this  cause,  and  untold  suffering  added  to 
wretched,  useless  lives.  Within  the  past  year  I  have  more  care- 
fully kept  notes  and  records  of  the  cases  upon  which  I  have 
operated,  and  that  have  otherwise  consulted  me,  with  the  view 
of  presenting  the  prominent  features  of  the  worst  cases. 

The  great  aim  of  the  profession  should  be  to  give  the  great- 
est good  to  the  greatest  number,  and  I  submit  the  question 
whether  the  mortality  of  ten  or  even  fifteen  per  cent  should  de- 
ter us  from  operating  where  such  undoubted  good  results  are 
accomplished  as  in  hysterectomy — results  that  are  superior  to 
those  found  after  ovariotomy  and  oophorectomy,  and  for  obvi- 
ous reasons  :  viz.,  the  entire  genitalia  are  removed,  and  no  fur- 
ther trouble  is  expected,  as  happens  frequently  where  a  heavy, 
hyperplastic,  displaced  uterus  remains. 

I  fully  believe  if  it  were  the  rule  that  in  every  case  of  fibroid 
of  the  uterus  we  made  hysterectomy  before  the  patient  was  ex- 
hausted by  hemorrhages,  peritonitis,  salpingitis,  and  consequent 
invalidism — in  short,  if  we  operated  upon  all  cases  in  the  early 
stages,  as  we  all  advise  now  for  eystoma  of  the  ovary — that  our 
mortality  would  be  no  greater,  and  at  the  end  of  a  year  we 
would  have  a  much  greater  sum  of  human  happiness  and  relief 
to  physical  suffering.  "  It  is  not  all  of  life  to  live,  nor  all  of 
death  to  rZ/e,"  when  dying  ends  years  of  agony,  mental  and 
physical.  The  patient  and  friends  demand  relief  from  us,  and 
if  we  offer  that  which  in  a  very  large  percentage  of  cases  gives 
it,  they  are  willing  to  accept  the  risk  rather  than  bear  the  ''  ills 
they  have." 

The  most  conservative  in  the  profession  are  well  agreed  that 
we  should  make  hysterectomy,  in  rapidly  growing  fibroids  at  or 
near,  and  especially  after,  the  menopause,  for  excessive  bleed- 
ing that  cannot  be  controlled  by  ordinary  means,  for  repeated 
attacks  of  peritonitis  caused  by  pressure,  for  pyosalpinx  or  other 
severe  forms  of  salpingitis,  for  sarcomatous,  carcinomatous,  cal- 
careous, or  cystic  degenerations  of  the  fibroid.      These  same 
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^'  conservative  "  men  deplore  that  the  operation  could  not  have 
been  made  earlier,  knowing  that  the  chances  for  the  best  success 
have  been  lost  by  delay ;  and  yet  the  very  next  case  that  they 
see  in  which  no  complications  exist  they  very  gravely  advise 
waiting  till  they  do  exist.  The  "  jewel  of  consistency  "  does 
not  seem  very  brilliant,  to  my  limited  vision,  in  such  advice.  It 
certainly  is  not  "  for  this  we  are  doctors."  I  am  sure  that  if  the 
profession  can  become  well  satisfied  that  danger  lies  in  delay, 
that  there  are  a  sufficient  number  of  these  complications  to  off- 
set the  dangers  from  hysterectomy,  they  are  only  too  willing  to 
advise  that  which  offers,  on  the  whole,  the  greatest  good.  But, 
at  the  same  time,  I  insist  that  mortality  from  hysterectomy 
shall  not  be  tiie  only  element  to  be  considered  in  deciding  for 
or  against  an  operation.  Physical  suffering  is  a  large  factor 
with  the  patient,  and  I  repeat  that  she  is  more  than  ready  to 
take  her  part  of  the  risk  for  the  hope  that  lies  beyond.  When 
you  add  to  the  physical  suffering  the  mortality  of  fibroids  left 
to  their  natural  course,  I  think  we  have  a  large  preponderance 
of  testimony  in  favor  of  the  operation.  I  venture  the  assertion 
that  the  deaths  from  this  cause  will  fully  equal  that  from  ope- 
rating, provided  all  cases  are  operated  upon  as  early  as  I  advo- 
cate. We  have  left,  then,  in  favor  of  surgical  interference  the 
relief  and  cure  of  this  immense  factor — years  of  suffering  and 
invalidism. 

Among  the  cases  of  complication  that  I  have  observed  are 
the  following:  Prior  to  the  past  year  sarcomatous  degeneration 
of  a  large  fibroid,  apparently  commencing  in  the  centre  ;  this  I 
have  found  in  not  less  than  three  cases.  One  case  calcareous  de- 
generation ;  in  this  case  I  made  Hegar's  operation,  removing 
the  appendages  from  each  side,  w^hich  stopped  the  growth  ;  but, 
as  it  did  not  absorb,  at  the  end  of  two  years  it  was  so  painful 
through  the  pelvis  that  I  made  hysterectomy,  and  found  the 
whole  mass  so  completely  calcareous  that  I  was  obliged  to  use  a 
saw  to  make  a  section.  She  made  a  good  recovery  and  has 
since  been  a  healthy  woman,  while  for  at  least  ten  years  before 
she  had  been  entirely  unable  to  do  her  housework.  I  have 
seen  but  one  fibro-cyst  in  my  own  practice,  but  have  seen  two  or 
three  in  consultation.  A  recent  case  of  sarcomatous  degeneration 
of  a  fibroid  came  under  my  observation  at  the  Maine  General 
Hospital.  The  patient  died  after  operation,  from  the  destruction 
<jonsequent   upon  the  malignant  degeneration,  adhesions,   etc. 
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One  case  where  softening  occurred  in  an  enormous  fibroid, 
from  which  two  others  grew  verj  rapidly  ;  beneath  the  whole 
mass  was  an  intraligamentous  cyst  of  each  ovary.  The  suffer- 
ing was  so  great  that  I  attempted  operation,  but  she  died  from 
shock  and  hemorrhage  within  a  few  hours.  Dr.  Flomans  saw 
this  case  in  consultation  and  believed  operation  justifiable.  Had 
slie  been  operated  on  when  I  first  saw  her  five  years  before,  I 
have  no  doubt  as  to  the  result. 

Within  the  past  year  I  have  made  as  many  as  twenty  hyste- 
rectomies for  various  purposes,  mostly  fibroids.  F'our  cases 
have  died.  One  was  an  epileptic.  One  had  inalignant  sarcoma- 
tous degeneration.  A  third  had  suffered  from  repeated  attacksof 
peritonitis  and  terrible  floodings,  for  which  I  had  curetted  with 
only  temporary  relief ;  the  adhesions  were  very  extensive,  and 
the  whole  mass  made  up  of  a  large  number  of  very  hard,  nodu- 
lar fibroids.  Fourth  case,  interstitial  fibroid,  uterus  bound 
down  by  adhesions ;  had  severe  hemorrhage  from  vagina  soon 
after  operation,  and  died  three  days  after.  In  no  one  of  the 
cases  of  death  was  there  simple,  uncomplicated  fibroid.  A 
very  frequent  complication  was  cystic  ovaries,  and  in  quite  a 
large  percentage  I  found  pyosalpinx,  and  abscess  of  ovary  in 
several. 

In  nearly  every  one  of  the  twenty  cases  there  was  some  com- 
plication that  was  an  element  of  danger  to  life  or  delayed  ope- 
ration and  prolonged  recovery.  Had  operation  been  made  early 
all  this  could  have  been  saved.  All  of  these  women  had  been 
invalids  for  years,  and,  to  use  their  own  expression,  had  arrived 
at  that  point  where  "  life  is  a  burden." 

In  some  of  the  cases  the  tumors  began  a  rai)id  growth  after 
menopause.  One  case  in  particular  I  had  watched  for  several 
years,  had  curetted  twice  for  hemorrhages,  but  the  tumor  did 
not  increase  much  in  size  until  the  menopause  was  completely 
established.  Within  one  year  after,  the  tumor  increased  to  dou- 
ble its  size.  The  pain  and  discomfort  increased  and  siie  insisted 
upon  operation.     Her  recovery  was  complete. 

The  operation  that  I  make  is  a  simple  one,  mostly  by  suture 
with  catgut,  ligating  the  broad  ligament  beneath  the  Fallopian 
tube  close  to  the  uterus  with  silk,  then  with  a  strong  catgut  su- 
ture at  a  point  an  inch  outside,  cutting  and  sewing  over  and 
over  the  broad  ligament  down  each  side  until  tt  e  uterine  artery 
is   reached,   when  I  dissect  off   the   peritoneum    in    front   and 
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beliincl  until  I  enucleate  the  cervix.     I  then  close  the  peritoneal 
flaps.     ]^o  drainage. 

Conclusions. — 1.  Uterine  tibroids  are  always  more  or  less 
troublesome,  and  in  a  large  majority  of  cases  produce  a  state  of 
chronic  invalidism. 

2.  In  a  large  percentage  of  cases  they  are  complicated  with 
excessive  hemorrhages,  peritonitis,  salpingitis,  and  ovaritis,  with 
purulent  collections  and  adhesions,  producing  continual  suffer- 
ing. 

3.  Many  of  them  do  not  cease  growing  at  the  menopause,  but 
increase. 

4.  Many  undergo  degeneration,  either  calcareous,  cystic,  or 
malignant. 

5.  Hysterectomy  is  not  a  very  dangerous  operation  if  made  in 
the  early  history  of  the  case — no  more  so  than  ovariotomy. 

6.  In  addition  to  the  saving  of  life,  it  relieves  (in  nearly  all 
the  cases)  the  woman  from  a  life  of  invalidism. 

157  High  street. 
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FRANK  A.   STAHL,  M.D., 
Demonstrator  of  Obstetrics,  Rush  Medical  College,  Chicago. 


YocTE  attention  is  requested  for  a  few  moments  to  the  subject 
of  digital  curetting  of  the  puerperal  uterus,  with  especial  refe- 
rence to  the  treatment  of  incomj^lete  abortions  and  that  of  ad- 
herent secundines. 

So  much  has  been  written  abont  these  subjects  and  their 
treatment,  and  so  thoroughly  and  clearly  have  they  been  dwelt 
upon,  that  it  would  appear  there  is  nothing  further  to  add. 
IS^evertheless  I  am  indebted  to  several  members  of  this  Society 
for  the  opportunity  of  creating  this  article. 

Several  months  ago,  during  the  discussion  following  a  paper 
read  before  the  Chicago  Medical  Society  upon  some  obstetrical 
subject,  several  gentlemen,  well  and  widely  known  as  teachers 
of  obstetrics,  and  recognized  here  as  authorities,  expressed 
strongly  opposing  views  concerning  the  best  methods  of  remov- 
'  Read  before  the  Chicago  Gynecological  Society,  February  17th,  1893. 
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ing  adherent  secundines.  Some  did  not  liesitate  to  introduce 
the  finger  into  the  uterus,  and  with  the  tip  of  the  finger  armed 
with  the  nail  detach  and  rejnove  adherent  particles,  whether  of 
placental  or  membranal  origin,  following  this  digital  removing 
by  thorough  uterine  irrigation.  Others  were  surprised  to  hear 
of  such  a  procedure  being  advocated.  They  believed  that,  with 
the  conditions  noted,  an  instrument  only  should  be  used,  as  the 
danger  from  infection  was  greater  with  the  finger  than  with  the 
instrument.  The  principal  objection  brought  forward  was  that 
of  increasing  the  danger  of  infectiori  from  the  finger,  especially 
the  nail ;  tliough  it  was  suggested  that  by  the  liberal  use  of 
the  nail  cleaner  and  finger  brush  the  offending  member  might 
be  as  thoroughly  cleansed  and  asepticized  as  the  instrument  cu- 
rette. 

Here  we  have  presented  two  views  diametrically  opposite,  both 
advanced  by  teachers.  Which  shall  we  adopt?  Are  they 
equal,  or  has  the  one  any  advantage  over  the  other? 

To  those  wlio  will  say,  What  difference  does  it  make,  or,  mucli 
better.  Does  it  make  any  difference  whether  the  instrument  or 
the  finger  be  employed  to  curette,  so  long  as  the  uterus  be 
emptied  ?  let  me  make  answer,  it  does  make  a  difference,  and  in 
many  cases  a  great  and  serious  one. 

It  is  held  by  some  that  the  introduction  of  the  finger  exposes 
the  patient  to  more  danger  of  infection  than  the  instrument. 
From  my  experience  and  observations  I  have  no  hesitancy  in 
stating  that  I  do  not  agree  with  these  gentlemen,  and  believe 
that  just  the  reverse  holds  true — namely,  that  the  instrument 
exposes  to  the  greater  danger  because  of  the  greater  traumatism 
following  its  use,  the  fact  that  often  the  fragment  or  fragments 
are  not  found  or  touched  by  the  instrument,  and  because  the 
subsequent  danger  of  infection  is  thereby  increased.  These 
are  a  few  of  the  reasons  why  the  position  assumed  is  taken; 
others  will  be  presented  below. 

That  this  diversity  of  opinion  is  not  local  is  shown  in  the 
history  of  the  following  case  occurring  during  my  service  in 
the  polyclinic  abroad. 

Was  called  to  attend  a  woman  troubled  with  floodings.  Upon 
arrival  I  found  the  woman  in  bed  with  pale,  cold,  clammy  skin, 
anxious  countenance,  small,  weak  pulse,  respiration  at  lengthened 
intervals  of  a  deep,  sighing  cliaracter,  and  suffering  from  marked 
exhaustion.     Inquiry  brought  the  information  that  eight  days 
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before  she  liad  had  an  incomplete  abortion.  Much  blood  and 
many  clots  had  passed  away  ;  she  had  noticed  the  embryo,  but 
not  the  placenta.  A  midwife  had  been  caring  for  her,  but, 
hemorrhages  continuing,  she  reported  the  case  to  the  polyclinic. 

Most  probable  diagnosis,  adherent  placenta.  After  thorough 
irrigation  of  the  vagina  and  cleansing  of  the  hand,  introduced 
two  fingers  into  the  vagina.  Explored  the  vagina  to  assure 
myself  that  it  was  free  from  any  cause  producing  hemorrhage. 
Continuing  the  exploration,  found  the  cervix  soft  and  patulous. 
Introducing  the  tip  of  the  middle  finger,  which  1  always  prefer 
in  such  cases,  into  the  cervical  canal,  it  immediately  came  in 
contact  with  a  spongy,  fleshy  mass,  characteristic  of  placental 
tissue,  projecting  into  and  occluding  the  canal.  Introducing  the 
finger  further  up  and  through  the  cervical  canal  into  the  uterine 
cavity,  I  found  that  though  a  portion  of  the  placenta  had  been 
detached  and  forced  into  the  cervical  canal,  a  larger  part,  contin- 
uous with  the  already  detached  portion  of  the  placenta,  was 
still  adherent.  Without  further  delay  I  detached  and  removed 
the  secundinesby  means  of  the  finger  and  its  nail  used  as  curette. 
After  thus  detaching  and  removing  all  the  fragments,  I  gave 
a  uterine  douche,  completing  the  operation  by  massaging  the 
uterus,  thus  encouraging  uterine  contractions.  When  through 
noticed  that  the  continued  trickling  of  blood  had  ceased.  Did 
not  administer  ergot.  Called  but  once  thereafter,  as  patient  did 
well  and  soon  recovered. 

When  reporting  the  case  at  our  weekly  "  Referat-Stunde," 
exception  was  taken  by  the  privat-docent  to  my  introduction  of 
the  finger  and  digital  curetting ;  he  suggesting  that  it  would 
have  been  better  to  have  waited,  meanwhile  administering  ergot, 
that  where  curetting  was  indicated  it  was  better  to  have  recourse 
to  the  instrument.  Nevertheless  I  continued  in  the  belief  that 
the  method  of  treatment  adopted  in  this  particular  case  was  the 
better  one. 

While  in  "Vienna  another  case  bearing  directly  upon  this  sub- 
ject presented  itself,  whose  history  and  termination  materially 
strengthened  me  in  the  position  previously  taken.  Privat-Do- 
cent  Zehman,  in  making  a  post-mortem  upon  a  well-developed 
multipara,  removed  and  opened  the  enlarged  subinvoluted 
uterus,  and  found,  situated  high  up  in  the  posterior  superior 
part  of  the  arch,  what  was  at  first  thought  to  be  a  cystic  fibroid, 
of  about  the  size  of  half  a  globe  whose  diameter  would  be  about 
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one  inch  and  a  half,  and  which  a  microscopical  examination 
showed  to  be  placental  poljp. 

The  principal  points  in  the  case,  as  well   as  I  can  remember 

now,  are  as  follows:  Case,  multipara,  sent  from  ,  had  been 

confined  some  four  weeks  previously;  child  delivered  normally. 
I  think  Crede's  method  was  employed  for  the  delivery  of  the 
placenta.  The  first  week  after  labor  passed  without  anything 
of  moment.  Durino;  the  second  week,  noticinsj  that  the  lochia 
continued  excessively  bloody  and  profuse  in  character,  suspicion 
was  entertained  of  subinvolution  with  retained  secundines.  Va- 
ginal causes  being  ruled  out,  irrigation  of  the  uterus  with  in- 
strumental curetting  followed.  The  sanguineous  lochia  still 
continuing  into  the  third  and  fourth  weeks,  the  curetting  was  re- 
peated several  times,  but  without  checking  the  metrorrhagia. 
From  loss  of  blood,  exhaustion,  and  the  inflammations  which 
had  developed,  death  followed  at  the  end  of  the  fourth  week. 

This  case  seemed  to  me  of  special  value  and  of  peculiar 
interest.  I  could  not  help  but  ask,  Why  did  they — and  they 
were  certainly  very  technical  and  scientific  gentlemen — why  did 
they  not  simply  introduce  the  finger  into  the  uterus  and  explore  '( 
Even  with  little  skill  the  true  nature  of  the  difficulty  would 
readily  have  been  recognized.  As  it  was,  notwithstanding  the 
repeated  instrumental  curettings  by  intelligent  hands,  the  ad- 
herent placental  fragment,  rapidly  developing  into  a  placental 
polyp,  was  not  touched  by  the  curette,  nor  had  the  surface  of 
the  polyp  been  disturbed  by  the  curetting. 

Let  us  consider  what  happens  in  a  case  like  this  :  The  soft 
decidua  vera,  giving  the  sensation  somewhat  like  that  of  placen- 
tal tissue,  is  scraped  away  by  the  curette ;  the  curetting  being 
repeated,  the  deeper,  newly  develop)! ng  utricular  membrane  is 
disturbed,  and  next  the  superficial  uterine  layers  (muscular)  will 
be  exposed  to  the  action  of  the  instrument,  thus  lacerating  and 
tearing  open  the  previousl}'  closed  channels  of  the  blood  and 
lymph  vessels — just  the  condition  we  must  endeavor  to  prevent. 
Suppuration  with  infection  taking  place,  as  it  did  in  this  case, 
what  follows  ?  General  infection,  puerperal  septicemia,  possi- 
bly death,  due  in  the  main  to  the  artificially  produced  trauma- 
tisms following  the  non-diagnosis  and  instrumentation. 

How  easy  it  would  have  been  to  have  avoided  the  fatal  omis- 
sion, in  the  case  we  have  considered,  had  the  finger  been  used,  if 
only  for  purposes  of  diagnosis. 
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After  such  an  experience  I  felt  warranted  in  advocating  tlie 
introduction  of  the  linger  into  the  uterus,  and,  if  the  indications 
required  it,  the  use  of  its  tip,  armed  with  the  slightly  project- 
ing nail,  as  a  curette  in  all  cases  of  adherent  secundines. 

We  know  that  in  many  cases  the  finger  is  the  only  means 
we  have  of  clearing  away  any  and  all  such  doubt.  Should  any 
cause  be  ascertained  for  that  doubt,  why  not  clear  it  away  at  the 
same  time  and  with  the  same  means  ? 

The  various  tissues  with  which  the  finger  or  spoon  engages  in 
curetting  present  more  or  less  difficulty  of  interpretation.  It  is 
true  that  the  decidua  vera  may  be  easily  recognized,  but  equally 
true  that  the  decidua  serotina  is  diflicult  of  interpretation — not 
for  the  finger,  but  for  the  spoon,  as  its  area  is  raised,  presenting 
a  broken,  rough,  uneven  surface,  due  to  the  irregular  projection 
of  its  fleshy  masses  separated  by  sulci. 

Often  harm  is  done  in  thus  mistaking  a  part  of  the  serotina 
for  the  adherent  placenta.  Continued  effort  is  made  to  bring 
its  surface  on  a  plane  with  that  of  the  uterus  proper,  but  in  so 
doing  the  serotina  is  torn  away,  cut,  bruised,  and  lacerated,  a 
traumatism  is  created  because  of  the  inability  of  the  spoon  to 
accurately  differentiate.  The  faulty  particle,  situated  a  little 
higher  than  the  instrument  reaches,  yet  on  a  lower  plane  than 
the  highest  point  of  the  serotina,  perhaps  because  of  its  position, 
perhaps  of  its  size,  is  not  found  by  the  spoon  and  removed. 
What  takes  placed  A  traumatism  has  been  created;  above  it 
still  clings  a  piece  of  placenta.  If  not  removed  what  changes 
occur  in  this  fragment  ?  We  hope  expulsion  or  absorption, 
and  not  any  metamorphosis  which  may  be  productive  of  harm. 

A  few  weeks  ago  a  gentleman  mentioned  a  case  of  his,  an 
abortion,  remarking  that  he  had  already  curetted  (with  instru- 
ment) twice,  and  now  because  of  occasional  hemorrhages  was  not 
sure  that  he  had  brought  away  all  the  adherent  particles.  He  was 
about  to  curette  again,  and  requested  of  me  how  I  v^ould  ascer- 
tain the  condition  and  how  I  would  treat  such  a  case.  My  reply 
was,  to  introduce  the  finger  and  explore,  ascertain  the  true  con- 
dition, and,  if  retention  were  present,  remove  with  finger  nail. 
"  Why,"  he  replied,  "  I  am  afraid  I  would  not  be  able  to  differ- 
entiate the  various  tissues  or  recognize  any  secundines  if  pre- 
sent ;  therefore  I  use  the  curette." 

Alas!  he  is  not  the  only  one  of  this  opinion  ;  yet  his  frank- 
ness is  certainly  pleasing  and  not  without  instruction. 
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Introcliice  tlie  finger,  and  tliougli  at  first  you  may  not  be  able 
to  distinguish  the  tissues  individually,  the  difference  in  the  con- 
sistency between  the  placenta  and  its  membranes,  and  the  ease 
with  which  they  can  be  detached,  are  so  apparent  that  these 
will  soon  assist  in  differentiating  them  from  the  uterine  tissues. 
The  harm  that  may  be  done  by  the  intelligent  digital  curet- 
ting is  so  small,  as  compared  with  the  blind  instrumentation, 
that  we  are  justified  in  ceasing  to  think  of  it  as  at  all  dan- 
gerous. In  the  one  case  you  know  what  you  are  doing  and  have 
done ;  in  the  other  you  believe  you  know,  but  you  know  it  is 
only  a  belief,  as  is  shown  particularly  in  the  following  case. 

Some  months  ago  I  was  called  to  attend  a  former  patient,  a 
widow,  mother  of  five  children,  the  eldest  18  years  of  age,  the 
youngest  4  years  of  age.  About  a  year  ago  she  was  again  mar- 
ried. At  the  present  time  she  was  suffering  from  an  incomplete 
abortion  with  many  of  its  unfortunate  consequences. 

At  the  time  I  called  patient  was  in  a  semi-conscious  condition. 
Upon  inquiry  learned  that  the  woman  had  been  "  treated  "  by  a 
"  lady  physician  "  at  her  oflice. 

A  few  days  aftei',  while  at  home,  she  was  taken  with  severe 
pains  and  floodings.  This  woman  physician  was  called,  and  dur- 
ing her  attendance  of  some  eighteen  days  had  curetted  (with  in- 
strument) the  uterus  several  times.  The  patient  developing 
2)eritonitis  and  rapidly  growing  worse,  the  family  sent  for  me. 
Found  the  patient  in  bed,  feet  flexed  and  drawn  up,  skin  pale, 
covered  with  profuse  perspiration,  anxious,  pinched  counte- 
nance, with  marked  meteorismus — a  picture  of  septic  peritonitis. 
From  the  vagina  came  a  very  offensive  discharge. 

After  thorough  cleansing  of  hand  and  irrigation  of  vagina,  in- 
troduced the  four  fingers  of  the  right  hand  into  the  vagina. 
After  exploring  the  vagina,  introduced  the  middle  finger  into 
the  uterus.  The  uterus  was  markedly  subinvoluted,  very  soft, 
and  cervix  patulous.  Found  the  lower  two-thirds  of  the  uterus 
devoid  of  any  adherent  particles.  In  the  upper  third,  anteriorly, 
found  some  pieces  of  adherent  membrane,  easily  loosened  and 
removed,  but  of  no  consequence.  In  the  upper  third,  to  the 
right  posteriorly,  came  upon  the  serotina.  Exploring  it,  found 
the  lower  portion  of  its  surface  free  of  adherent  particles. 
There  may  have  been  some  attached  ;  if  so,  they  had  been 
removed.  In  the  upper  portion  of  the  raised  irregular  circle 
marking  the  serotina,  and  sloping  down  toward  the  plane  of  the 
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vera,  was  attached  a  portion  of  the  placenta,  seemingly  the  size 
of  a  quarter.  Here,  then,  was  some  placenta  the  spoon  had  not 
hit  npon,  though  curetting  had  been  repeated  several  times  by 
the  woman  physician,  who  claimed  considerable  skill.  Its  remo- 
val by  the  finger  was  a  very  easy  matter;  it  was  softened,  friable, 
dirty  black,  and  with  the  intensely  offensive  odor  characteristic 
of  putrefying  placental  tissue.  After  removing  all  adherent 
particles,  irrigated  with  a  five-per-cent  carbolic  acid  solution > 
Exploration  of  the  pelvis  showed  an  extensive  inflammatory 
exudate  into  all  pelvic  cellular  tissues,  with  parametritis  and  de- 
veloping peritonitis,  all  of  septic  nature.  Gave  a  fatal  progno- 
sis. The  patient  died  the  next  morning.  At  the  post-mortem 
I  was  able  to  verify  the  conditions  presumed  the  evening  before. 
The  finding  of  the  coroner's  jury  was  "  that  no  evidences  of 
a  criminal  nature  had  been  shown."  Consequently  the  woman 
physician  was  discharged. 

This  case  is  of  interest,  since  it  again  proves  that  it  is  not  an 
easy  matter  at  times  to  reach  an  adherent  portion  with  the  cu- 
rette, and,  where  it  is  not  reached,  the  danger  from  curetting 
the  Avrong  part  of  the  uterus  and  subsequent  absorption  is  in- 
creased thereby.  Since  this  is  true,  is  not  the  lesson  it  teaches 
very  plain  ? 

Let  me  cite  another  case  demonstrating  the  value  of  the  in- 
troduction of  the  finger  into  the  puerperal  uterus. 

A  German  woman  in  her  fifth  pregnancy  went  to  a  so-called 
midwife  to  procure  "  assistance."  Patient  claims  that  upon  the 
payment  of  five  dollars  the  midwife  passed  the  sound.  The 
same  evening  was  taken  with  uterine  pains,  intermittent  in  char- 
acter, accompanied  hy  slight  losses  of  blood.  This  condition 
continued  through  the  following  eight  days,  patient  remaining 
about  the  house  performing  her  usual  duties  during  that  time. 
Upon  the  ninth  day,  because  of  severe  bearing-down  pains,  she 
took  to  her  bed.  Toward  evening  passed  many  clots  and  much 
blood.  Could  not  distinguish  the  fetus  or  seeundines.  Be- 
coming alarmed,  the  patient  sent  for  another  midwife,  an  intel- 
ligent woman,  -who,  aware  of  the  nature  of  the  case,  advised 
rest  and  administered  hot  douches.  The  next  day,  the  hemor- 
rhages persisting,  patient  sent  for  me. 

As  in  all  such  cases,  introduced  my  finger  into  the  cavity 
of  the  uterus  and  found  as  follows :  Uterus  much  enlarged  and 
seemingly  retroverted,  cervix  soft  and  easily  passable.     Entering 
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tlie  uterine  cavity,  I  soon  became  aware  of  the  cause  of  the 
seeming  retroversion.  In  the  posterior  wall  of  the  uterus  an 
intramural  mvoma,  the  size  of  a  three  months'  old  baby's  fist, 
was  easily  outlined,  causing  a  rounded  projection  anteriorly  into 
the  cavity.  Upon  the  anterior  wall  the  decidua  serotina  was 
found,  with  a  piece  of  placenta  still  adherent  about  the  size  of  a 
half-dollar.  This  was  easily  detached,  together  with  some  por- 
tions of  membrane  fixed  above  the  site  of  the  myoma,  and  the 
aflfair  completed  by  irrigating  with  a  carbolic  douche.  Ad- 
ministered ergot  to  encourage  contractions,  not  because  of  the 
surfaces  laid  bare,  but  because  of  the  presence  of  the  myoma. 

Here  another  illustration  of  the  superior  value  of  the  finger 
is  shown,  it  not  only  ascertaining  without  any  doubt  the  pre- 
sence and  the  site  of  the  adherent  mass,  but  demonstrating  also  a 
point  of  vital  importance,  the  presence  of  the  fibroid  protube- 
rance. And  why  ?  The  diagnosis  of  adherent  secundines  being 
fixed,  had  I  immediately  introduced  the  instrument  without  first 
having  explored  the  cavity  with  the  finger,  and  commenced 
curetting,  what  w^ould  have  been  most  probable?  That  my 
spoon  would  have  first  appreciated  the  tumor  as  formed  by  the 
inward  projection  of  the  myoma  (unknown  to  me  under  those  cir- 
cumstances) and  I  would  have  believed  it  to  be  placental  in  nature, 
the  myoma  being  covered  by  the  soft  decidua  vera.  Having 
been  led  to  regard  this  as  placental  tissue,  what  then  \  I  would 
continue  the  curetting  until  the  surface  of  the  uterus  was  again 
plane  or  until  the  true  state  of  affairs  had  been  ascertained. 
And  what  would  the  curetting  have  accomplished  {  The  shaving 
down  of  the  elevation  as  formed  by  the  myoma,  with  serious 
consequences.  Probably  the  placenta  would  be  touched  upon ; 
if  it  were,  it  would  be  well ;  if  not,  suppuration  and  perhaps  in- 
fection taking  place,  again  observe  that  the  danger  of  infective 
absorption  would  be  increased,  in  the  main  due  to  the  ex])osed 
and  physiologically  weakened  condition  of  the  lacerated  and 
torn  surface  of  the  myoma,  not  to  mention  the  dangers  from 
that  source  itself,  as  secondary  hemorrhages,  etc. 

In  another  ease,  where  the  abortion  was  caused  by  the  woman 
herself,  a  physician  curetted  repeatedly,  nevertheless  the  adhe- 
rent placental  fragments  were  omitted — septicemia.  I  signed 
the  death  certificate. 

A  Yllpara  in  third  month  "assisted"  herself  bypassing  a 
catheter.      Again   the    same    old   story — incomplete    aboition, 
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hemorrhages,  etc.  Embryo  was  recognized,  but  not  the  placental 
membrane.  She  called  her  physician,  who,  in  the  course  of  his 
treatment,  curetted  with  instrument  several  times.  Meanwhile 
inflammatory  conditions  developed.  At  about  this  time — two 
weeks  after  the  abortion — her  physician  was  called  into  the 
country.  During  the  next  few  days  her  condition  still  growing 
worse,  and  her  physician  being  yet  absent,  I  was  requested  to 
attend. 

I  found  the  patient  suffering  from  puerperal  septicemia,  sep- 
tic peritonitis,  the  whole  pelvis  one  mass  of  inflammatory  action, 
with  uterus  firmly  fixed.  From  the  vagina  came  an  intensely 
offensive  discharge,  so  penetrating  as  to  be  immediately  per- 
ceived upon  stepping  into  the  room.  Irrigated  and  explored  the 
uterine  cavity  with  the  finger,  and  discovered  part  of  the  pla- 
cental membrane  (as  the  placenta  at  this  time  seems  one  thickly 
developed  membrane  covering  the  entire  internal  surface  of  the 
uterus)  attached  high  up  in  the  fundus,  in  that  part  where  the 
arch  joins  the  posterior  wall.  This  evidently  had  not  been 
reached  and  detached  by  the  curette,  and  was  now  in  a  putrefy- 
ing state.  With  my  finger  I  detached  the  fragment  and  then 
irrigated.  Gave  a  fatal  prognosis,  because  of  extensive  septic 
cellulitis,  septic  peritonitis,  exhaustion  from  loss  of  blood,  and 
general  septicemia.     The  case  lingered  another  week  and  died. 

Rich  material  for  instruction  is  not  lacking  in  this  case.  A 
physician,  supposed  to  possess  ordinary  skill,  curettes  the  uterus 
on  several  different  occasions,  and  yet  misses  the  offending  frag- 
ment whose  removal  was  of  such  intense  importance.  Had  the 
finger  been  introduced  but  once  and  careful  exploration  prac- 
tised, the  source  of  the  difficulty  would  soon  have  been  recog- 
nized and  without  trouble  removed.  Were  it  necessary  to  add 
to  the  force  of  the  argument,  I  might  readily  do  so  by  present- 
ing many  other  similar  instances.  In  the  cases  presented  above 
I  have  directly  compared  the  finger  with  the  instrument,  and 
believe  that  I  have  shown  the  superiority  and  the  greater  util- 
ity of  the  finger  over  the  instrument.  And  so  you  will  find 
should  you  adopt  the  plan.  In  all  my  cases  of  adherent  secun- 
dines,  whether  they  are  doubtful  or  evident,  I  use  the  finger, 
and  the  finger  only.  In  no  case  have  I  found  it  necessary  as 
yet  to  call  upon  the  instrument  for  assistance.  And  so  well 
satisfied  am  I  with  the  results  thus  obtained  that  I  do  not  hesi- 
tate to  recommend  the  practice  in  the  warmest  of  terms.     But 
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I  would  not  have  voii  iinderstanfl  me  as  advocating  the  indis- 
criminate introduction  of  the  lino-er  into  the  puerperal  uterus. 
On  the  contrary,  we  sliould  exercise  much  deliberation.  In 
cases  of  doubt  digital  exploration  is  the  only  means  we  possess 
of  removing  the  doubt,  and  we  must  never  hesitate.  I  advo- 
cate the  introduction  of  the  finger  only  in  those  cases  where  the 
indications  necessitate  establishing  a  correct  diagnosis  or  cu- 
retting. 

The  advantages  of  digital  curetting  are  many. 
The  finger  renders  knowledge  of  the  condition  present  accu- 
rate, reliable,  and  intelligent  at  every  step,  whether  of  explora- 
tion or  operation.     It  is  hardly  necessary  to  state  that  this  is 
not  true  of  the  instrument. 

Digital  curetting  requires  little  assistance — for  the  curetting, 
none  whatever,  neither  assistants  nor  instruments  ;  consequently 
this  saves  the  patient  much  sus])ense.  discomfort,  and  pain.  It 
is  onlv  when  irrigatino-  the  uterus  that  instruments  other  than 
the  uterine  catheter  are  used,  and  then  usually  but  the  speculum, 
though  this  is  not  always  necessary. 

In  instrumentation  it  is  quite  different;  there  the  armamenta- 
rium and  assistance  are  more  or  less  elaborate,  sometimes  very 
elaborate,  according  to  the  operator  and  his  ideas. 

With  the  instrument  alone  we  gain  no  knowledge  of  the 
anatomical  conditions  and  relations  of  the  uterus,  whether  they 
are  normal  or  abnormal.  To  gain  any  information  of  value  in 
instrumentation,  first  or  last,  the  finger  must  be  introduced  ; 
therefore  if  particles  of  secundines  have  to  be  removed,  why 
not  detach  and  remove  at  one  and  the  same  time  ( 

Digitation  shortens  the  operation,  it  is  more  efi^ective,  above 
all  is  decidedly  less  harmful,  and  beyond  a  doubt  may  be  per- 
formed as  aseptieally  as  with  the  instrument. 

Endometritis  and  metritis  seldom  occur  after  digital  curet- 
ting.    They  are  quite  the  rule  after  instrumental  curetting. 

In  the  introduction  of  the  finger  we  act  knowingly,  not 
blindly,  and  do  not  cause  traumatism,  as  the  force  used  is  only 
necessary  to  overcome  the  known  resistance  of  the  attached 
fragments.     In  instrumentation  this  knowledge  is  lacking. 

Acting  under  the  intelligent  guidance  of  the  finger  in  digi- 
tal curetting,  all  of  the  adherent  particles  are  recognized  and 
removed;  but  with  the  instrument,  blind  in  action,  this  result 
is  not  often  obtained. 
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lu  instrumental  curetting,  if  tlie  cervix  is  not  patulous,  either 
digital  or  instrumental  dilatation  is  resorted  to,  or  curette  gradu- 
ally insinuated  into  and  through  the  canal,  but  with  danger  of 
abrasions. 

In  digital  dilatation,  though  the  cervix  be  not  sufficiently  di- 
lated, the  tip  of  the  finger  is  slowly  insinuated  into  the  canal 
as  far  as  possible  without  too  much  violence.  This  causes  re- 
fiexly  a  contraction,  and  the  finger  experiences  a  tightening  or 
constriction  proportionate  to  the  strength  of  the  contraction. 
Holding  the  finger  thus  fixed  for  a  moment,  without  endeavor- 
ing to  immediately  advance  further,  it  will  be  noticed  that  the 
constriction  gradually  yields  as  the  uterus  soon  relaxes.  Usu- 
ally the  finger  can  now  be  carried  into  the  cavity  with  ease.  It 
happens  that  the  part  known  as  Bandl's  ring  contracts  as  the 
finger  approaches  it,  but  after  another  moment's  delay  this  will 
also  yield,  giving  the  finger  ready  access  to  the  uterine  cavity. 

So  much  accomplished,  how  easy  to  finish  the  operation 
through  loosening  and  removing  the  fragments,  and  without 
any  further  trouble  or  loss  of  time  ! 

In  instrumentation,  after  making  your  field  by  introducing 
your  speculum  into  the  vagina  to  fix  the  uterus  and  bring  it 
into  your  field  of  operation,  the  volsella  is  hooked  into  the 
uterine  lips  and  uterus  brought  down  and  so  fixed.  Unless 
wishing  to  precede  this  by  an  exploration  of  the  cavity,  now 
you  are  readj'  to  proceed  to  introduce  your  instrument  curette. 

In  digital  curetting  no  instruments  are  necessary.  The  four 
fingers  of  the  inferior  hand,  but  not  the  thumb,  are  introduced 
into  the  vagina,  the  index  finger  being  placed  outside  and  in 
front  of  the  anterior  lip  of  the  cervix  in  the  vault  of  the  va- 
gina, the  fourth  and  fifth  fingers  being  placed  outside  and  pos- 
terior to  the  posterior  lip  of  the  cervix  in  the  vagina.  These 
fix  and  guide  the  uterus  between  them  as  desired.  The  middle 
finger  alone  should  be  introduced  into  the  uterine  cavity,  and 
with  its  tip  particles  are  without  difficulty  or  traumatism  loosened 
and  pushed  out  of  the  uterine  cavity.  The  thumb  is  not  intro- 
duced into  the  vagina,  but  is  supported  against  the  symphysis 
pubis. 

The  other  hand  is  placed  anteriorly  upon  the  hypogastrium, 
making  pressure  upon  and  fixation  of  the  fundus,  as  found 
necessary,  by  the  middle  finger. 

With  the  finger  we  can  palpate  and  outline  every  portion  of 
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the  entire  internal  surface  of  the  uterus.  Xot  so  with  the  in- 
strument. Here  much  difficulty  is  experienced  toward  the  Fal- 
lopian tubes  and  above  in  the  fundus  ;  especially  is  this  true 
after  early  abortions. 

Digital  curetting  is  not  wholly  without  danger. 

Excessive  external  pressure  must  be  avoided,  as  the  uterus  may 
be  so  crowded  down  as  to  cause  internal  injuries.  The  same  is 
true  of  instrumentation,  if  too  great  downward  traction  be  made 
while  bringing  and  holding  the  uterus  in  the  field  of  operation. 

Another  point  must  be  borne  in  mind  when  assisting  exter- 
nally with  the  hand,  and  that  is,  to  avoid  producing  soreness 
in  the  hypogastrium  by  exercising  too  much  pressure. 

The  same  is  true  where  a  well-developed  panniculus  adiposus 
is  present.  Inflammation  from  too  great  pressure,  with  suppu- 
ration, may  follow,  but  it  usually  confines  itself  to  the  adipose 
tissues  and  points  externally. 
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lleeting  of  January  '^Oth,  1893, 
The  President^  Dr.  E.  J.  Doering,  in  the  Chaii\ 
Dr.  Franklin  H.  Martin  presented  a 

CARCINOMATOUS    UTERUS 

removed  from  Mrs.  F.,  age  31  years;  puberty  at  13;  menstru- 
ation regular,  lasting  usually  three  days,  some  pain,  so  that  she 
was  obliged  to  remain  in  bed  occasionally ;  married  ten  years, 
no  children;  one  miscarriage  six  years  ago  ;  had  some  leucnrrhea 
for  a  number  of  years.  Within  the  last  three  months  has  been 
growing  very  weak.  This  symptom  alone  called  the  attention 
of  Dr.  Guthrie,  of  Bloomington,  the  family  physician,  and  made 
him  suspicious  that  cancer  was  the  disease.  He  sent  her  to  me, 
and  before  removing  the  uterus  I  obtained  a  specimen  and  had 
it  examined  by  Dr.  Evans,  pathologist  of  the  College  of  Physi- 
cians and  Surgeons,  who  pronounced  it  carcinoma.  But  before 
the  examination  was  made  microscopically  almost  any  one  would 
pronounce  it  cancer  from  the  macroscopic  appearance. 

There  is  one  point  this  brings  up  which  is  not  exactly  in  the 
line  of  presentation  of  specimens,  but  one  that  I  would  like  to 
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see  adopted  bv  liysterectoraists  of  this  city  for  the  protection 
of  their  patients  and  themselves.  These  women  very  often  come 
to  the  city  and  go  to  a  doctor,  who  diagnoses  carcinoma.  He  will 
take  the  patient  to  a  hospital,  curette  her,  and  setid  the  specimen 
to  a  pathologist,  who  pronounces  it  carcinoma,  and  the  doctor  will 
set  the  day  for  operation  and  state  his  fee.  The  patient  will  by 
that  time  have  consnlted  with  all  of  her  friends  in  the  city,  and 
is  occasionally  switched  oft'  to  some  other  doctor,  who  receives 
the  patient ;  although  her  case  has  been  diagnosed  by  a  well- 
known  pathologist,  perhaps,  she  has  no  certificate  of  that  exami- 
nation. I  believe  that  when  we  have  microscopic  examinations 
made  of  specimens  from  the  nterus,  we  ought  to  put  them  into 
the  hands  of  a  pathologist  of  known  reputation,  and  he  should 
give  a  certificate,  and  that  certificate  should  be  given  to  the 
patient,  so  that  if  she  goes  to  another  doctor  she  will  have  some- 
thing to  show,  and  not  have  to  go  through  a  second  diagnostic 
operation.  Besides,  if  the  cancer  is  slight,  at  the  second  curet- 
ting it  may  not  be  found,  and  that,  of  course,  reflects  on  the  first 
physician. 

This  woman  was  operated  upon  two  and  a  half  weeks  ago  and 
has  not  had  a  bad  symptom.  One  point  in  this  case,  as  in  many 
vaginal  hysterectomies,  was  the  fact  that  this  woman  after  tlie 
operation  had  no  symptoms  of  shock  or  indication  that  she  had 
passed  through  a  severe  operation  like  abdominal  section,  prov- 
ing, or  at  least  hinting,  that  it  is  not  necessarily  the  amount  of 
tissue  removed  that  produces  the  severe  shock  that  we  often  see 
following  laparatoraies,  but  that  it  must  be  some  other  cause. 
That  is,  it  is  not  the  removal  of  tissue  and  a  large  amount  of 
nerve  distribution,  but  probably  something  in  regard  to  the 
exposure  of  the  contents  of  the  abdomen  when  abdominal  section 
is  performed. 

This  specimen  is  a 

FIBROID    TCMOR 

removed  a  week  ago  at  the  Woman's  Hospital.  Mrs.  A.,  age 
43;  puberty  at  12  years;  has  been  irregular,  flows  six  or  eight 
days,  pain  so  that  she  remains  in  bed  occasionally;  had  a  severe 
wetting,  as  she  expresses  it,  when  13  years  old,  followed  by  a 
severe  attack  of  abdominal  inflammation  ;  no  children  ;  three 
miscarriages  at  six  weeks,  the  last  fourteen  years  ago  ;  has  been 
ill  nine  years  ;  first  noticed  an  enlargement  in  the  left  side  when 
ill  with  cellulitis,  so-called,  which  disease  she  had  three  times. 
She  had  peritonitis  once.  Three  years  ago  this  patient  was  re- 
ferred to  me  by  the  late  Dr.  Byford  for  electricity.  At  that 
time  the  tumor  was  somewhat  smaller  than  it  is  at  present,  was 
firmly  fixed  in  the  pelvis  and  lower  abdomen.  I  inquired  very 
carefully  into  the  history  of  what  she  called  peritonitis,  and  I  have 
every  reason  to  believe,  from  her  description  of  that  illness,  that 
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slie  really  had  attacks  of  localized  peritonitis  on  two  or  three  sepa- 
rate occasions.  When  I  examined  her  1  found  the  tumor  was  a 
large,  subperitoneal  mass  rising  apparently  from  the  fundus  of 
the  uterus,  and  the  operation  proved  this  to  be  the  case. 

The  uterus  grew  from  the  fundus,  the  tubes  passing  off  below 
the  tumor,  the  canal  of  tlie  uterus  having  a  depth  of  two  and 
a  half  inches,  so  that  it  was  not  suitable  for  electricity — that  is,, 
with  any  idea  of  permanent  or  radical  results.  Dr.  Byford  was 
acquainted  with  my  views  on  this  subject  at  the  time.  She  was  in 
bed  at  the  time  and  was  very  sick  apparently;  had  not  been  up 
for  several  months.  T  began  treatment  by  using  a  vaginal  elec- 
trode of  fifty  to  one  hundred  and  fifty  milamperes.  The  elec- 
tricity acted  as  a  powerful  tonic,  and  the  woman  got  up  and  has 
been  going  about  for  several  years,  and  was  reasonably  com- 
fortable while  she  was  taking  electricity  ;  but  if  she  stopped  the 
electricity  for  a  month  she  was  obliged  to  go  to  bed  again. 
During  all  the  time  this  treatment  was  going  on  the  tumor  grew, 
and  at  last  she  decided  to  have  it  removed,  especially  as  I  found 
the  tumor  had  become  much  more  movable,  there  were  fewer 
attachments,  and  I  could  promise  good  results.  The  tumor  was 
removed  a  week  ago  and  the  patient  had  no  bad  symptoms.  In 
this  operation  I  began  with  the  idea  of  putting  the  stump  in  the 
vagina  according  to  the  Byford  method.  Not  realizing,  however, 
that  so  much  of  the  uterus  was  below  the  tumor,  I  got  my  rub- 
ber tube  on  too  high,  and  when  I  was  ready  to  invert  the  stump 
into  the  vagina  I  found  that  it  was  two  and  a  half  instead  of  one 
and  a  half  inches  in  length,  thereby  preventing  vaginal  fixation 
without  further  shortening.  Fortunately  the  length  of  the 
stump  made  it  easy  to  fix  in  the  lower  angle  of  the  wound,  and  the 
case  was  treated  in  that  way.  This  case  is  another  illustration 
of  the  fact  that  large,  subperitoneal  fibroids  cannot  be  treated 
successfully  by  electricity. 

Dk.  J.  n.  Etheridge. — Why  would  not  that  have  been  a  good 
case  for  enucleation?  You  would  have  had  a  good  field  for 
taking  care  of  your  capsule,  turning  it  over  and  sewing  it  in,  and 
bringing  it  into  the  peritoneum. 

Dii.  J.  A.  Lyons. — I  would  like  to  emphasize  the  remark  of 
Dr.  Martin  in  regard  to  giving  a  certificate  to  each  of  these 
cases  having  malignant  disease.  I  have  seen  a  great  many  cases 
where  half  an  inch  has  been  taken  off  from  the  cervix,  causing 
a  great  deal  of  pain  and  trouble  to  the  patient ;  and  many  oth- 
ers where  repeated  curetting  has  been  done  without  any  ap- 
parent good  resulting  therefrom,  either  to  the  patient  who 
suffered,  or  to  the  doctor  who  spent  time,  money,  and  patience, 
which  are  always  required  to  make  proper  sections  of  these  clip- 
pings or  curettings.  besides  the  diligent  searjching  to  make  a 
proper  diagnosis  from  the  sections  microscopically.  Had  a 
certificate  been  given  some  good  might  have  been  done,  at  least 
to  the  patient.     I  think  the  point  well  made. 


124  TRANSACTIONS    OF    THE 

Dr.  Franklin  H.  Martin. — I  expect  enucleation  could  have 
been  performed  in  this  case,  but  I  should  not  advise  the  opera- 
tion in  any  case  where  it  was  jDOSsible  to  remove  the  uterns. 
It  is  not  considered  s^ood  surgery  to  leave  a  large  libro-myoma- 
tous  or  muscular  stump  to  bleed  (which  it  almost  invariably 
does)  in  the  abdominal  cavity.  The  enormous  mortality  from 
the  enucleation  of  fibroids  is,  I  believe,  recognized  to  be  caused 
by  the  great  amount  of  hemorrhage  that  is  likely  to  follow  the 
operation.  Enucleation  in  a  woman  43  years  of  age  could 
have  had  no  advantages  for  the  patient  over  extirpation,  even 
if  such  a  procedure  had  preserved  the  appendages,  and  it  would 
have  possessed  the  great  danger  of  submitting  the  woman  to  an 
obsolete  and  unsurgical  operation. 

Dr.  Fred  Byron  Robinson  presented  specimens  of 

tubo-ovarian  abscess  and  partially  recovered  pyosalpinx. 

These  specimens  were  given  to  me  for  examination  by  Dr. 
Franklin  H.  Martin.  One  represents  a  tubo-ovarian  abscess. 
The  pus  could  be  squeezed  from  the  tube  into  the  ovary,  and 
from  the  ovary  into  the  tube,  so  that  there  was  a  direct  passage 
from  ovary  to  tube.  The  mucous  membrane  was  almost  wholly 
destroyed.  The  tubal  plicse  were  flattened  out,  and  the  whole 
mucous  membrane  had  lost  its  velvety,  luxuriant,  normal  appear- 
ance. The  few  remaining  projecting  plicae  were  swollen,  edema- 
tous, friable,  and  the  villi  showed  a  clubbed  appearance  at  the 
end.  At  the  fimbriated  end,  out  of  which  proceeded  the  infec- 
tion process  into  the  ovaiw,  one  could  easily  see  that  the  fimbriae 
had  not  collected  together  and  closed  in  the  usual  way,  but  had 
been  caught  in  the  inflammatory  process  while  grasping  the 
ovary,  as  one's  hand  grasps  a  ball.  Hence  the  fimbriae  in  this 
specimen  were  mainly  fixed  over  the  ovary  like  a  funnel.  The 
usual  way  is  that  during  the  closure  of  the  fimbriated  end  of  the 
tube  the  peritoneum  gradually  contracts,  and  the  fimbiia?  will 
often  be  found  neatly  folded  like  the  petals  of  a  flower,  while  it 
is  really  the  peritoneum  that  closes  the  tubal  end.  The  whole 
process  of  such  ostial  closure  may  be  noted  in  a  number  of  cases, 
for  one  can  find  a  few  straggling  fimbriag  which  were  caught  in 
the  process  of  tubal  closure  and  left  out  of  the  neatly  folded 
ones.  Tiie  muscular  wall  of  the  tube  was  very  thick  with  hard, 
white  connective  tissue.  The  thickest,  and  hence  the  oldest, 
was  in  the  isthmus.  The  peritoneum  covering  the  tube  was 
thickened  and  covered  with  some  old  infiammatory  products. 
The  ovary  was  simply  a  meshwork  of  connected  pus  cysts — di- 
lated Graafian  follicles — which  contained  about  a  tablespoonful 
and  a  half  of  thick,  jelly-like  pus  of  a  yellow  color.  It  was 
three  and  one-half  inches  long  and  two  inches  thick,  and  had 
developed  between  the  broad  ligament  until  it  had  stolen  away 
all  of  the  mesosalpinx,  so  that  the  tube  simply  lay  stretching  itself 


GYNECOLOGICAL    SOCIETY    OF    CHICAGO. 


125 


circnlarly  around  the  ovary,  between  it  and  the  peritoneum. 
The  cause  of  the  disease  in  this  specimen  is  some  slow,  progres- 
sive infective  process. 

The  other  tube  and  ovary  represent  anotlier  stage  of  the  same 
process — i.e.^  tlie  same  slow  but  continuously  progressive  infec- 
tion. The  tube  shows  a  partially  recovered  pyosalpinx.  ]Sothing 
but  dried  debris  was  found  in  the  tubal  lumen.  Curiously 
enough,  the  fimbriated  end  of  the  tube  was  entirely  free  from 
the  free  ovary.  The  fimbriated  end  of  the  tube  was  in  this  case 
entirely  closed  by  peritoneal  adhesions,  while  the  fimbriae  lay 
folded  up  inside  the  tubal  lumen.  The  mucous  membrane  of 
the  tube,  like  its  fellow,  was  almost  wholly  destroyed  down  to 
the  solid,  hard,  white  connective  tissue.  This  connective  tissue 
was  one-quarter  of  an  inch  thick  at  the  isthmus.  The  ])erito- 
neum  covering  the  tube  was  thickened  and  covered  with  the 
flaky,  shreddy  lymph,  the  product  of  a  recent  perisalpingitis. 
Three  thin  pedicled  hydatids  of  Morgagni  hung  from  its  fimbri- 
ated end.  This  tube,  I  think,  shows  that  a  pyosalpinx  may 
recover,  and  that  it  is  the  real  forerunner  of  a  hydrosalpinx. 
The  pus  is  absorbed  or  becomes  inspissated,  and  the  tubal  mu- 
cous membrane  is  left  in  a  catarrhal  condition  to  secrete  fluids. 
The  ovar}'  was  found  cystically  degenerated  and  its  cysts  filled 
with  a  white,  friable,  cheesy  material.  After  this  cheesy  matter 
was  scooped  out  of  its  beds,  one  could  observe  the  Graafian  fol- 
licles, about  the  size  of  large  peas,  strung  all  around  the  circum- 
ference of  the  ovary,  just  under  the  germinal  epithelium,  like 
sections  of  solid  spheres  lying  on  the  ovary.  This  shows  that 
the  infection  came  from  the  tubes.  Now,  when  the  gonococciis 
arrives  at  the  ovary  by  way  of  the  tube,  it  attacks  the  germinal 
epithelium  and  then  advances  to  other  epithelium  (glandular), 
which  it  quickly  finds  in  the  membrana  granulosa,  which  is  both 
cylindrical  aud  glandular.  Hence  infectious  processes  distend 
the  Graafian  follicles  and  cystically  degenerate  the  ovary.  I 
know  of  no  other  infectious  process  than  gonorrhea  that  will 
cause  such  continuous,  progressive,  and  profoundly  extensive 
disease  in  the  tubes.  It  is  destructive  from  beginning  to  end. 
Gonorrhea  is  the  only  progressive,  infectious,  continual  process 
in  the  mucous  canal  of  the  female  genitals.  The  gonorrheal 
process  stops  when  it  meets  the  peritoneum,  because  it  does  not 
thrive  on  the  epithelium  of  the  peritoneum,  and  also  because  its 
presence  so  irritates  tlie  peritoneum  that  it  effectually  checks  its 
further  progress  by  extensive  barriers  of  exudate.  Such  tubes 
and  ovaries  should  always  be  removed,  as  they  are  worse  than 
useless,  continually  menacing  the  life  of  the  woman  and  keeping 
up  her  suffering. 

Dk.  Robinson  also  presented  a  specimen  which  illustrated 

SPIRALLY    TWISTED,    ANGULAR   TUBES. 

Such  women  are  frequently  afflicted  with  premenstrual  pain 
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and  sterility.     Dr.  Eeiiben  Peterson,  of  Grand  llapids,  Micli,, 
sent  me  a  tube  and  ovary  removed  from  a  girl  who  was  ill  thir- 
teen months.     She  had  pain  in  suprapubic  region,  right  groin, 
and  thigh.     The  ovary  was  prolapsed  and  the  broad  ligament 
deeply    congested.     She    was   incapacitated    for   work.      The 
tube  presented  a  convoluted,  contorted  condition.     It  had  short, 
spiral,  angular  bendings,  and  the  jjeritoneum  covering  the  tube 
did  not  dip  down  into  the  tubal  depressions,  but  simply  stretched 
from  one  spiral  angle  to  the  other.     The  uterine  end  of  the  tube 
resembled  a  corkscrew  in  its  course ;    some  of  the  angles  were 
very  sharp  and  often  partially  occluded  its  lumen.     The  peri- 
salpinx  was  quite  normal.     The  muscular  wall  was  irregular  in 
its  thickness,  as  the  lumen  showed  irregular  sacculation.     At  the 
kinks  of  the  spiral  contortions  the  tubal  lumen  wascontracted,  and 
the  tubal  lumen  between  the  angles  was  dilated,  so  that  the  tube 
really  presented  strictures  and  dilatations,  therefore  the  mus- 
cular wall  was  irregular  in  its  thickness.     It  appeared  that  the 
tubal  wall  showed  at  its  constrictions  connective-tissue  thicken- 
ing, as  if  it  were  of  inflammatory  origin.     To  the  naked  eye  the 
tubal  mucous  membrane  was  normal.     Three  years  ago  I  pre- 
sented some  views  that  such  spirally  contorted  and  angularly 
twisted  tubes  were  of  two  kinds.     One  kind  of  spirally  twisted 
tube  was  simply  congenital,  as  the  tube  in  all  animals  which  I 
have  examined  (horse,  pig,  dog,  sheep,  and  man)  are  spirally 
coiled  up  in  the  fetus.     The  second  kind  of  spirally  twisted  tube 
is  of  acquired  origin.     It  is  simply  subinvolution  of  the  longi- 
tudinal muscular  layers  of  the  tube.     The  circular  muscles  of 
the  tube  do  not  hypertrophy  so  much,  and  therefore  cannot  have 
so  much   subinvolution  and  distortion.     The  spirally  contorted 
tube  is  the  tube  pre-eminently  of  premenstrual  pain.     It  has 
difficulty  in  dri^dng  the  fluid  around  the  angles  and  through  the 
partial  strictures,  and  in  this  manner  repeated  monthly  tubal 
peristalsis  dilates  more  and  more  the  sacculations  lying  between 
the  angular  contortions.     Such  women  never  recover  from  the 
premenstrual  pain  or  tubal  colic,  except   by  removal  or  meno- 
pause.   They  generally  get  worse,  as  the  tubal  obstruction  iri'itates 
the  automatic  menstrual  ganglia  at  the  site  of  the  constriction 
and  aggravates  the  trouble.     Also,  each  repeated  menstruation 
multiplies  the  reflexes  which  pass  to  the  abdominal  brain,  and, 
being  reorganized  there,  flash  off  to  every  viscus,  destroj'ing  its 
rhythm.     Hence  follow  in  logical  sequence  the  following  patho- 
logical stages: 

1.  Irritation,  which  starts  in  the  tubes. 

2.  Indigestion,    which    originates    from    disturbed    visceral 
rhythm. 

3.  Malnutrition  soon  follows  continued  indigestion. 

4.  Anemia  logically  follows  malnutrition. 

5.  Neuroses  follow  the  anemia. 

A  very  interesting  point  in  this  specimen  is  the   secondary 
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infection  or  disease  wliicli  the  tube  conducted  to  the  ovarj  and 
broad  ligament.  Tiie  ovary  is  cysticallv  degenerated.  The 
infection  also  penetrated  one  of  Kobelt's  tube?,  and  a  cyst  was 
formed.  It  is  a  broad-ligament  cyst,  I  know,  l)ecause  it  can  be 
enucleated  entire  from  tlie  broad  ligament  without  tearing  the 
peritoneum.  Cysts  in  the  parovarium  exist  in  over  sixty  per 
cent  of  specimens  which  I  have  examined,  it  is  a  curious  matter 
to  observe  that  it  requires  so  long  for  the  ovary  to  become  cysti- 
cally  degenerated  fi'om  infection  from  the  tube.  A  whole  year 
(or  maybe  two)  will  occasionally  elapse  before  the  ovarian  cystic 
degeneration  progresses  very  far.  It  may  be  on  account  of  the 
loss  of  vitality  of  the  infection — it  may  be  attenuated.  I  wish 
to  add  here  that  one  can  easily  ol)serve  that  girls  who  start  with 
painful  menstruation  and  continue  a  few  years  with  painful  men- 
struation are  sterile  in  a  large  majority  of  cases.  I  offer  the 
following  explanation  :  When  a  girl  has  much  premenstrual  pain 
she  has  often  a  spirally  convoluted,  contorted  tube.  It  has  short, 
angular  bends  in  it.  Now,  these  bends,  angles,  and  contortions 
obstruct  the  transmission  of  an  ovum.  When  the  automatic 
menstrual  ganglia  are  at  the  maximum  of  activity  the  tubal 
mucous  membrane  secretes  the  lumen  of  the  tube  full  of  fluid. 
The  fluid  in  the  tube  is  solely  for  the  purpose  of  floating  an 
egg  down  to  the  uterus.  The  cilia,  by  their  action  toward  the 
uterus,  keep  up  a  fluid  current,  and  so  the  egg  floats  into  the 
uterus.  Now,  if  angles,  kinks,  bends,  and  contortions  occur  in 
a  tube  they  will  tend  to  obstruct  the  passage.  The  monthly 
tubal  peristalsis  causes  the  stricture  to  become  worse. 

Dr.  J.  A.  Lyons  presented  a  specimen  of 

MAMMARY   CARCINOMA, 

interesting  because  of  the  rapidity  of  its  growth.  About  four 
months  ago  the  patient  asked  me  to  look  at  her  breast,  which 
was  giving  her  some  pain.  I  discovered  a  very  small  tumor, 
probably  the  size  of  a  hazelnut.  Three  weeks  ago  she  came  to 
my  oflice,  and  the  tumor  then  measured  four  and  a  half  inches 
in  its  long  diameter,  and  at  its  base  three  and  a  half  inches. 
Fourteen  days  ago  I  removed  the  breast  with  the  auxiliary 
glands  with  good  results,  union  being  primary. 

Also, 

A   FIBROID   OF   A   UTERUS 

removed  by  Dr.  A.  L.  Cory,  of  this  city,  and  in  which  I  as- 
sisted three  days  ago,  and  it  is  presented  because  of  the  peculiar 
history  of  that  patient.  This  woman  had  had  twelve  children 
and  five  miscarriages.  Before  the  birth  of  her  last  child,  which 
she  carried  to  full  term,  one  of  our  gynecologists  diagnosed  a 
tumor  which  he  thought  was  ovarian  in  character ;  but,  as  she  was 
then  pregnant,  he  did  not  feel  like  doing  anything  in  the  matter. 
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At  the  birth  of  the  child  she  had  very  severe  pain,  so  severe  that 
the  doctor  in  attendance  thought  there  must  be  surely  some- 
thing wrong,  and  she  told  him  of  this  diagnosis  of  a  tumor ;  but 
he  thought  there  was  probably  nothing  but  the  child,  or,  as  he 
put  it,  the  physiological  tumor.  It  has  proven,  however,  that 
the  gynecclogist  was  correct  in  his  diagnosis  of  a  tumor,  although 
mistaken  in  its  character,  which  was  a  fibroid  in  the  left  horn  of 
the  uterus.  I  will  state  that  in  operating  the  doctor  expected 
to  remove  a  dermoid  cyst,  but,  finding  this  uterine  fibroid,  he  did 
an  abdominal  hysterectomy.  Theoperation  was  doneneatly,  and 
the  pedicle  turned  into  the  vagina,  as  advised  by  Dr.  Byford. 
The  patient  is  doing  well,  excej^t  that  she  has  vomited  inces- 
santly, but  there  is  no  elevation  of  temperature.  About  two 
hours  after  the  operation  the  temperature  rose  to  100°,  but  has 
since  been  normal.' 

Dr.  Fred  Byeon  Bobinson  presented  a 

DRAINAGE   TUBE   MADE    OF   ALUMINUM. 

It  was  liglit,  not  in  danger  of  being  broken  like  glass,  and  very 
durable. 

Dr.  Robinson  also  read  a  paper  on 

THE   ABDOMINAL    BRAIN    IN    GYNECOLOGY.^ 

Dr.  Joseph  B.  Bacon. — I  have  listened  to  Dr.  Robinson's 
explanation  of  the  sympathetic  nervous  system  and  its  reflexes 
with  much  interest.  And  from  ideas  expressed  by  him  to-night 
I  am  inclined  to  think  many  of  the  disturbances  of  the  uterus 
may  be  due  to  motor  reflexes,  as  shown  by  muscular  spasm,  not- 
ably^ the  flexures  of  the  uterus.  I  think  a  great  number  of 
uterine  flexures  may  be  due  to  reflex  disturbances  originating 
from  diseases  in  the  rectum.  We  find  this  condition  of  the 
uterus  very  frequently  in  young  females  who  have  no  other 
disease  of  the  genitals  ;  not  a  pathological  condition  can  be  found 
in  any  of  the  pelvic  organs  except  the  flexure  and  the  rectal  dis- 
ease. This  class  of  cases  almost  always  has  a  history  of  chronic 
constipation,  impaction  of  feces,  hemorrhoids,  proctitis,  or  some 
form  of  rectal  disease  sufficient  to  cause  reflex  disturbances. 

Cripps,  in  explaining  the  part  the  levator  ani  muscle  plays  in 
forming  the  worst  form  of  rectal  stricture,  has  stated  as  a  patho- 
logical fact  that  when  a  nerve  of  a  muscle  is  irritated  for  an 
undue  time,  that  muscle  takes  on  a  chronic  spasm  and  its  fibres 

'  I  saw  the  patient  with  Dr.  Cory  on  the  tenth  day,  and  he  reported  vomit- 
ing had  stopped  on  the  third  night,  after  the  administration  of  ten  grains  of 
calomel.  Temperature  has  since  remained  between  normal  and  100^.  Not 
one  bad  symptom  has  occurred.  Stitches  removed  on  eighth  day,  and  wound 
united.  Has  had  a  quarter  of  a  grain  of  morphine  three  times  since  the  ope- 
ration— once  before  coming  out  of  ether,  the  second  to  stop  drastic  action  of 
the  calomel,  and  the  third  time  for  nervousness,  not  pain. 

■^  See  original  article,  p.  93. 
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underjjjo  a  librous  degeneration  with  permanent  contraction. 
This  law  always  holds  good  with  true  spinal  nerves.  Why  may 
it  not  act  with  the  motor  part  of  the  sympathetic  i 

The  rectum  is  principally  supplied  by  sympathetic  nerves.  A 
chronic  irritation  of  these  would  he  transmitted  through  the 
hypogastric  plexus  to  the  abdominal  brain,  there  reorganized,  and 
most  likely  be  sent  out  where  there  is  least  resistance ;  the  nu- 
merous nerves  running  fj-om  this  centre  to  the  uterus  afford  the 
channels  of  least  resistance,  and  the  whole  force  of  the  reflex 
may  be  expended  upon  one  set  of  muscles,  causing  a  chronic 
spasm,  linal  fibrinous  degeneration  and  contraction — the  condi- 
tions always  present  in  chronic  uterine  flexures. 

Fox  states  that  a  vaso-motor  spasm  of  the  blood  vessels  may- 
be reflexly  produced  and  the  spasm  indefinitely  maintained. 
This  fact  would  explain  how  a  reflex  originating  in  the  rectum, 
sent  to  the  abdominal  brain,  there  reorganized  and  sent  out  to 
the  blood  vessels  of  the  uterus,  causing  a  vaso-motor  constriction, 
might,  if  long  continued,  produce  trophic  disturbances  in  one  set 
of  muscles,  allowing  the  opposing  to  cause  the  flexure.  I  think, 
at  least,  that  the  gynecologists  should  make  careful  rectal  exami- 
nations in  all  those  cases  where  flexure  of  the  uterus  is  present 
and  no  cause  is  found  in  the  sexual  organs. 

Dr.  II.  B.  Stehmax  read 

AN    ABRIDGED    REPORT    OF    NINETEEN    SUCCESSIVE    CASES    O  F 
ABDOMINAL    SECTION. 

Case  I.— Single,  ballet  girl,  set.  33.  H'isto/y.—^Ye\l-a.uthen- 
ticated  history  of  repeated  attacks  of  vaginitis.  Three  distinct 
seizures  of  pelvic  peritonitis,  lasting  from  two  weeks  to  several 
months.  Yery  hysterical,  and  even  maniacal  at  times.  In  these 
fits  of  intense  excitement  she  would  moan,  cry,  laugh,  strike  her 
head  against  the  bed,  tear  off  her  clothing,  roll  over  on  the 
floor  from  the  bed,  and  remain  all  night  under  the  bed,  if  al- 
lowed, making  violent  objection  to  any  effort  to  replace  her  in 
bed.  These  attacks  would  last  for  weeks,  during  which  time 
she  refrained  from  taking  food,  remaining  for  the  greater  part 
of  the  time,  especially  at  "night,  in  a  semi-unconscious  state. 

Pressure  over  the  lower  part  of  the  abdomen  caused  intense 
pain,  vagina  very  sensitive  and  painful,  uterus  anchylosed.  In 
fact,  all  the  pelvic  viscera  seemed  buried  beneath  an  extensive 
exudate.  Bladder  very  irritable,  vesical  tenesmus  being  her 
most  distressing  symptom. 

Operation. — Extirpation  of  ovaries  and  tubes,  which  were  em- 
bedded beneath  large  and  extensive  adhesions.  The  exudate  was 
80  extensive  that  the  relation  of  the  parts  was  scarcely  recog- 
nizable. The  adhesions  bled  very  freely.  The  tubes  and  ova- 
ries were  matted  together  so  that  it  was  even  difficult,  after 
their  removal,  to  identify  the  one  from  the  other  without  care- 
y 
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ful  dissection.  The  tubes  contained  an  abundance  of  thick,  pu- 
rulent fluid  ;  the  walls  were  thickened  and  the  calibre  greatly 
increased.  She  suffered  no  serious  shock  from  the  operation, 
and  her  convalescence  was  uneventful.  It  was  interesting  to 
note,  however,  that  as  soon  as  the  immediate  effects  of  the  ope- 
ration were  over  she  began  to  manifest  interest  in  things  about 
her,  the  childish  symptoms  gradually  wore  away,  the  mania 
never  returned,  so  that  ultimately  she  entirely  recovered  and  has 
remained  well. 

Case  II. — Married,  three  children,  set.  28,  History. — Com- 
plained of  pain  in  left  side  of  pelvis,  with  darting  pains  shoot- 
ing down  the  left  leg;  has  existed  for  three  months.  Suffers 
much  from  dizziness.  Per  vaginam  a  fluctuating  cyst  can  be 
felt  in  the  cul-de-sac  a  little  to  the  left  of  the  median  line.  Ute- 
rus freely  moval)le,  but  somewhat  enlarged.  Menstruation  ab- 
sent for  six  weeks. 

Operation. — Removal  of  cyst  of  left  ovary,  which  was  en- 
tirely free  from  adhesions  and  about  the  size  of  a  fetal  head. 
Fundus  of  uterus  enlarged,  soft,  and  boggy.  Eight  ovary 
sound.  No  appreciable  disturbance  from  the  operation.  Pa- 
tient made  a  rapid  recovery  and  went  home  in  less  than  three 
weeks.  Seven  and  one-half  months  later  she  gave  birth  to  a 
child. 

Case  III. — Widow,  seamstress,  set.  49;  had  two  children. 
^History. — Has  complained  for  years  of  a  dragging  pelvic  dis- 
tress and  weight,  with  a  worrying  rectal  tenderness  that  seems 
never  to  be  absent.  Fairly  nourished,  general  health  medium, 
and  extremely  nervous.  Uas  had  operation  for  lacerated  cer- 
vix and  perineum,  with  dilatation  of  anal  sphincter,  with  no  re- 
lief. The  weight  and  dragging,  bearing-down  feeling  in  the 
rectum  still  continue. 

Upon  examination  found  a  fluctuating  tumor,  size  of  a  goose 
Qg^^  in  cul-de-sac,  somewhat  to  the  left,  pressing  upon  the  rec- 
tum. Extremely  painful,  especially  if  examined  per  rectum,  the 
slightest  touch  producing  sharp,  intense,  lancinating  pain. 

Operation. — Ovariotomy.  The  tumor  was  a  simple  cyst  of 
the  left  ovary,  with  a  thick  wall,  and  not  adherent.  Removal 
without  rupture.  jS^o  shock  from  operation.  Convalescence 
uneventful.  After  the  immediate  effects  of  the  operation  the 
patient  was  entirely  relieved  from  pain  and  tenesmus,  her  gene- 
ral health  gradually  improved,  and  with  it  came  relief  from  her 
nervous  symptoms. 

Case  IV. — Single,  servant,  set.  23.  History. — Six  months 
previous  had  acute  vaginitis.  Dating  from  this  attack  she  com- 
menced having  severe  pain  in  the  left  side,  low  down  in  the  pel- 
vis, which  was  greatly  aggravated  upon  standing  or  walking, 
and  relieved  by  flexing  the  leg  while  in  the  recumbent  position. 
The  vaginitis  was  treated  by  astringents ;  fomentations  were 
applied  for  weeks  externally,  with  hot  douches  by  vagina,  relief 
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beiug  onlj  palliative.  Obliged  to  remain  constantly  in  bed. 
Examination  showed  a  fluctuating  tube  on  the  left  side,  dis- 
tended to  the  size  of  a  hen's  egg,  tender  to  the  touch;  right  side 
normal. 

Operation. — Removal  of  left  ovary  and  tube,  which  were 
bound  down  by  numerous  soft  adhesions.  The  tube  was  greatly 
distended,  containing  a  clear  fluid,  walls  thin,  lining  membrane 
thickened  and  rough.  Ovary  cystic  and  contained  small  hema- 
toma. No  shock  from  operation  ;  easy  recovery.  Convalescence 
gradual  and  tedious ;  patient  able  to  work  in  two  months. 

Case  V. — Widow,  aet.  35,  one  child.  History. — Suffered 
from  pelvic  troubles  for  nine  years.  Easily  fatigued  ;  standing, 
walking,  or  lifting  produces  sickening  pelvic  pain.  Tenderness 
on  both  sides,  and  external  pressure  over  lower  part  of  abdomen 
causes  soreness  and  distress.  Tilting  the  cervix  from  side  to 
side  causes  pain  upon  the  side  of  tension ;  moving  upward  or 
forward  and  backward  produces  pain  simultaneously  on  both 
sides.  Pressure,  even  slight,  upon  either  broad  ligament,  but  es- 
pecially the  right,  drives  patient  almost  into  paroxysms.  Thick- 
•ened  masses  felt  on  either  side  of  the  uterus  along  the  tubes. 
Uterus  partially  fixed.  Has  had  local  treatment  with  slight  in- 
termission during  past  nine  years,  with  but  temporary  and  pass- 
ing relief.  One  month  previous  to  operation  she  received  a  daily 
vaginal  douche  for  one  hour  after  the  following  method :  She 
was  placed  astride  the  bed,  on  a  Kelly  ring,  and  an  Etheridge 
fenestrated  speculum,  to  inner  surface  of  lower  blade  of  which 
was  secured  a  douche  point  admitting  of  an  exceeding  fine 
stream,  was  introduced  into  the  vagina  and  secured  by  distend- 
ing it  with  as  large  a  quantity  of  absorbent  cotton  as  the  patient 
could  tolerate.  The  irrigating  tube  was  attached  to  a  rubber 
hose  of  a  douche  pail  placed  on  the  table  by  the  bedside.  The 
water  was  much  hotter  than  a  hand  could  bear,  though  not  dis- 
tressing to  the  j^atient.  The  result  of  this  treatment  was  to 
relieve  pehdc  soreness  and  acute  pain,  localizing  the  trouble  to 
the  respective  tubes,  which  were  also  greatly  relieved  ;  but  the 
patient,  fearing  a  relapse  upon  the  slightest  exposure  to  cold, 
desired  a  radical  cure.  In  favor  of  the  above  method  of  irrigat- 
ing, the  following  are  some  of  the  advantages: 

Only  a  small  quantity  of  water  is  needed  ;  it  can  be  used 
much  better  than  Ijy  the  usual  way  ;  the  heat  is  applied  to  a 
larger  surface  ;  the  pressure  is  beneficial ;  after  introducing  the 
speculum,  packing  the  vagina,  and  starting  the  stream,  the  patient 
requires  no  attention  except  an  occasional  supply  of  hot  water. 
If  the  tampons  have  strings  attached,  any  one  can  remove  the 
speculum,  etc. 

Operation. — Doable  oophorectomy.  The  right  ovary  was 
prolapsed  and  encysted,  buried  beneath  adhesions  which,  in  con- 
sequence of  the  local  douche,  were  quite  friable  ;  tube  distended. 
Left  ovary  shrivelled  ;  tube  enlarged,  covered  with  plastic  exu- 
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date.  They  contained  a  glairj  mucus,  the  lining  membrane 
velvety  and  granular,  bearing  the  marks  of  a  chronic  catarrhal 
inflammation.  The  omentum  was  adherent  to  the  fundus  uteri, 
causing  quite  an  elevation  at  this  point,  which,  six  months  pre- 
vious, was  diagnosed  to  be  a  subserous  flbroid.  Patient  rallied 
from  operation  very  well.  After-treatment  as  usual,  convales- 
cence gradual.  Patient  has  wholly  recovered,  being  entirely 
free  from  ache  or  pain,  with  her  former  vigor  restored. 

Case  VI. — Married,  set.  35,  never  pregnant,  Ilisiory. — In- 
tense ovarian  neuralgia,  with  dysmenorrhea,  for  five  years. 
Circulation  feeble,  coldness  of  extremities,  general  health  much 
impaired.  Headache,  epigastric  pain,  constipation.  Local  treat- 
ment persisted  in  for  the  greater  part  of  the  time,  with  only  partial 
results;  upon  the  omission  of  the  treatment, symptoms  returned. 
Both  ovaries  are  enlarged  and  painful,  more  especially  the  left,, 
which  is  prolapsed. 

Operation. — Double  oophorectomy.  Ovaries  cystic,  left  pro- 
lapsed and  covered  with  friable  adhesions.  She  rallied  from 
the  operation  without  any  special  symptoms  out  of  the  usual, 
convalescing  rapidly,  making  an  excellent  recovery,  gaining  in 
strength,  and  free  from  nervous  symptoms. 

Cask  VII,  History. — Married,  set.  30,  had  three  children  ; 
miscarriage  three  years  ago,  since  which  time  she  has  never  been 
free  from  pain  in  left  side.  General  health  much  impaired ; 
easily  fatigued,  irritable,  and  very  nervous.  In  right  iliac  region 
one  can  feel  a  fluctuating  tumor  size  of  a  fetal  head  ;  same  can 
be  felt  very  distinctly  per  vaginam.  On  the  left  side  the  tube 
can  be  traced,  which  seems  much  distended  and  quite  tense, 
faint  fluctuation. 

Operation. — Broad-ligament  cyst  on  the  right  side  extensively 
adherent  on  its  free  surface,  and  hydrosalpinx  on  the  left,  with 
chronic  inflammatory  adhesions  covering  intestines  and  perito- 
neum. Enucleation  of  cyst, with  ligation  of  the  ligamentous  walls. 
Removal  of  left  tube  and  ovary,  which  was  buried  beneath  a 
mass  of  adherent  intestines.  Patient  suffered  little  shock,  mak- 
ing an  uninterrupted  convalescence,  free  from  pain,  and  entirely 
well  by  the  end  of  five  weeks. 

Case  VI [I.  History. — Married,  set.  32,  two  children.  Acute 
attack  of  pelvic  peritonitis  following  exposure  during  menstru- 
ation six  months  previous.  Symptoms  of  localized  peritonitis, 
tenderness,  pain  on  pressure  or  upon  motion,  pulse  increased, 
with  rise  of  temperature,  etc.  Local  treatment  for  five  months, 
with  partial  improvement ;  for  one  month  after  admission  to  the 
hospital  the  above-described  douche  was  continued,  with  further 
relief  of  the  acute  symptoms.  Upon  examination  the  uterus  was 
found  fixed,  wath  a  mass  of  exudate  covering  its  adnexa.  The 
tubes  were  outlined  as  greatly  distended ;  ovaries  could  not  be 
felt. 

Operation. — Removal  of  both  tubes  and  ovaries.    Upon  open- 
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ing  the  abdominal  cavity  the  relation  of  the  respective  parts 
was  found  to  be  masked  by  extensive,  firm  adhesions,  which  by 
their  general  attachment  cov^ered  the  pelvic  viscera.  These  were 
broken  up  and  the  tubes  and  ovaries  removed.  The  hemor- 
rhage, though  at  first  significant,  ceased  after  ligation  of  the 
ovarian  vessels.  Though  considerable  surface  of  the  pelvic 
brim  and  floor  was  disturbed  in  breaking  up  adhesions,  the  pa- 
tient suffered  little  shock  and  made  a  gratifying  convalescence. 
She  rapidly  regained  her  usual  strength  and  vigor,  and  is  now 
perfectly  well. 

CaseIX.  History. — Widow,  no  children,  set.  55.  One  year 
previous  noticed  tumor  in  left  iliac  space,  which  grew  rapidly 
larger  and  then  discharged  serous  fluid  into  the  vagina ;  the  dis- 
charge continued  for  months,  the  aperture  closed  spontaneously, 
and  the  abdominal  cavity  was  filled  with  ascitic  fiuid.  Both 
externally  and  per  vaginam  a  nodular  mass  could  be  outlined  in 
the  region  of  left  ovary.  By  digital  touch  a  fluctuating  cyst  was 
likewise  recognizable  on  the  same  side,  pressing  well  into  the 
vagina.  Patient  emaciated,  failure  of  general  health  gradual, 
easily  exhausted,  inability  to  rest  in  recumbent  position,  dyspnea. 

Operation. — Exploratory  laparatomy.  The  abdomen  tilled 
with  ascites,  cyst  of  broad  ligament  size  of  an  orange,  carci- 
noma of  ovary  with  nodules  scattered  throughout  the  abdominal 
cavity.  Wound  closed,  abdomen  undisturbed.  Patient  was 
much  more  comfortable  after  pressure  symptoms  were  relieved, 
and  was  up  in  two  weeks.  About  ten  days  later  she  began  to 
show  cerebral  disturbance,  which  in  a  short  time  was  followed 
by  profound  coma  (cholemia)  and  lasted  for  several  days  pre- 
vious to  death.     No  albuminuria. 

Case  X.  History. — Single,  set.  25.  Always  suffered  from 
dysmenorrhea  more  or  less,  but  more  especially  during  the  past 
five  years.  During  this  same  period  she  noticed  that  she  was 
gradually  growing  more  nervous;  at  times  she  was  unable  to 
control  herself,  giving  way  to  violent  hysterical  paroxysms,  at 
other  times  swooning  away  and  remaining  ?ofor  periods  varying 
fro'.n  a  few  hours  to  several  weeks.  Sometimes  the  attacks  came 
rapidly  in  succession  ;  at  other  times  she  would  be  comparatively 
free  for  a  week  or  two,  but  was  sure  to  have  them  during  the 
premenstrual  week.  At  the  time  of  her  protracted  spells,  while 
she  responded  at  intervals  to  any  question  or  request,  neverthe- 
less the  time  was  a  perfect  blank  to  her. 

During  these  years  she  received  local  treatment  by  tampons, 
dauches,  dilatation  of  cervix  with  curetting,  with  internal  admin- 
istration of  antispasmodics,  tonics,  etc.,  but  with  only  tem- 
porary relief,  to  be  followed  by  a  succession  of  more  violent 
attacks.  The  uterus  was  quite  oval,  the  left  ovary  was  prolapsed 
and  excessively  tender,  the  right  one  perched  on  the  ligament 
and  enlarged. 

Operation. — Double  oophorectomy.     Both  ovaries  had  under- 
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gone  extensive  cystic  degeneration.  Convalescence  rapid.  By 
the  end  of  the  first  week  it  was  evident  that  her  mental  condition^ 
which  previonsly  had  been  dull  and  lethargic,  was  becoming 
much  brighter,  and  she  herself  expressed  the  same  idea  in  the 
following  words,  "  1  feel  tliat  a  great  weight  has  been  taken 
from  me,"  and  in  a  recent  letter  she  writes,  "  I  am  feeling  just 
splendid." 

Case  XL  History. — Married  five  years,  never  pregnant.  For 
several  years  has  suifered  severe  pains  in  right  side,  in  region  of 
ovary  and  tube,  pain  starting  down  the  leg,  so  severe  as  to  con- 
fine lier  to  bed  for  much  of  tlie  time.  Tube  much  thickened  ; 
ovary  nearly  the  size  of  an  egg. 

Operation. — Kemoval  of  right  tube  and  ovary.  The  fimbria? 
were  agglutinated ;  the  tube  thickened  and  tilled  with  a  light, 
glairy  fluid ;  the  ovary  contained  a  cyst  the  size  of  a  pigeon's 
egg,  and  was  bound  down  by  extensive  adhesions.  Conva- 
lescence was  uninterrupted,  the  operation  relieved  her  of  the 
source  of  her  pain,  and  our  only  trouble  was  to  restrain  her 
from  overexertion. 

Case  XII.  History. — Married,  ffit.  41,  two  children.  Always 
enjoyed  good  health  until  three  years  ago.  Menstruation  pre- 
ceded by  mental  forebodings,  great  pelvic  distress,  violent  intia- 
uterine  pain,  wdth  tearing  and  drawing  sensations  extending  to 
both  ovaries.  Mental  disturbances  becoming  more  pronounced  \ 
both  the  patient  and  her  friends  are  quite  distressed  about  it. 
Uterus  much  enlarged  and  tender,  ovaries  very  sensitive  upon 
pressure.     Has  had  local  treatment  for  several  years. 

Operation  — Double  oophorectomy.  Both  ovaries  cystic  and 
bound  down  by  soft,  friable,  plastic  adhesions.  During  convales- 
cence her  mental  disturbances  rapidly  disappeared,  so  that  by 
the  time  she  w^as  able  to  be  about  they  had  entirely  left  her. 
In  following  up  the  case  I  find  that  there  has  been  no  return; 
patient  bright  and  hopeful. 

Case  XIII.  History. — Married,  set.  43,  two  children.  Has 
been  failing  in  health  during  past  year.  Principal  symptom  is 
abdominarsoreness.  Has  lost  some  flesh,  but  still  has  an  abun- 
dance of  fat.  Waist  measurement  fifty-tliree  inches.  Encysted 
mass  distinctly  outlined  on  right  side  of  al)domen,  in  addition  to 
free  fluid  in  abdomen.  Nodular  mass  felt,  covering  left  broad 
ligament  and  ovary. 

Operation. — Exploi-atory  laparatomy.  The  omentum  was  en- 
tirely covered  w'ith  cancerous  nodules,  which  involved  the 
greater  portion  of  the  peritoneum  wdth  the  uterine  appendages. 
The  encysted  mass  on  the  right  side  w^as  the  result  of  the  attach- 
ment of  the  omentum  to  the  parietal  peritoneum  in  such  a  man- 
ner as  to  form  a  closed  sac.  The  abdominal  cavity  was  washed 
out  wdth  sterilized  w^ater  and  the  wound  closed.  The  walls  were 
fully  four  inches  in  thickness.  The  operation  gave  her  imme- 
■diate  relief  from  pressure  symptoms,  and  while  under  our  care 
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slie  was  free  from  acute  abdominal  pain,  though  of  course  this 
benefit  was  only  temporary. 

Case  XI Y.  ^History. — Married,  set.  28,  two  children.  Prac- 
tically a  confirmed  invalid  in  consequence  of  persistent  ovarian 
neuralgia  which  has  existed  for  several  years.  In  bed  three- 
fourths  of  her  time,  and  when  up  can  scarcely  walk.  Her  mo- 
ther is  and  has  been  in  a  similar  condition  for  years.  Patient 
has  had  the  benefit  of  local  treatment  for  two  years  or  more. 
Both  ovaries  are  much  enlarged  and  exquisitely  tender  upon 
pressure. 

Operation. — Double  oophorectomy.  Ovaries  cystic,  covered 
with  general  adhesions. 

Convalescence  uneventful;  marked  improvement  both  men- 
tally and  physically,  within  a  few^  weeks. 

Case  XY.  History. — Married,  set.  47,  no  children.  Has  had 
typhoid  fever,  acute  articular  rheumatism,  pneumonia,  and,  ten 
months  ago,  the  influenza.  Since  her  last  illness  her  health  has 
been  onh'fair  ;  easily  fatigued;  abdominal  tenderness,  especially 
in  the  uinbilical  region.  She  began  menstruation  at  14,  has  never 
been  pregnant,  and  suffered  little  or  nothing  of  uterine  trouble 
until  five  years  ago,  w^hen  the  tumor  first  appeared.  Since 
having  la  grippe  all  the  uterine  symptoms  have  been  exagge- 
rated— pain  in  walking,  excruciating  pain  upon  making  a  mis- 
step, obstinate  constipation,  and  heavy,  dragging  pelvic  distress. 
Menorrhagia  almost  continual,  which  was  greatly  increased  on 
the  slightest  exercise.  Examination  :  Globular  tumor  to  the  left 
of  the  median  line,  extending  above  the  umbilicus;  palpation 
revealed  distinct  pulsation  both  externally  and  per  vaginam,  and 
on  auscultation  a  pronounced  bruit  was  distinctly  heard. 

The  mass  was  fixed,  filling  entire  pelvic  cavity  ;  uterine  canal 
normal  in  length,  but  diverted  very  markedly  to  left  side. 
Bowels  constipated.  Pulse  90  to  100,  temperature  99°  to  101.5°, 
the  evening  rise  being  about  one  degree. 

Operation. — Upon  opening  the  abdomen  the  tumor  was  found 
universally  adherent ;  spread  over  the  omentum,  intestines,  pa- 
rietal peritoneum,  broad  ligaments,  and  tubes  were  numerous 
miliary  deposits,  with  secondary  inflammatory  bands  of  adhe- 
sions. Upon  reflecting  the  attached  omentum  and  intestines 
the  tumor  was  fully  exposed.  In  addition  to  the  uterine  wall 
the  capsule  contained  large  veins  in  luxurious  abundance,  the 
varicosity  extending  to  the  broad  ligaments  on  the  same  side. 
The  left  tube  was  greatly  distended  and  shared  in  the  inflam- 
matory process  ;  this  with  the  ovary  was  removed.  The  right 
broad  ligament  with  its  tube  and  ovary,  owing  to  the  distended 
and  ancliylosed  condition  of  the  uterus,  was  buried  out  of  sight 
and  was  left  undisturbed. 

After  removing  the  fibroid  the  sac  bled  profusely ;  the 
hemorrhage  could   only  be  controlled    by   an    elastic  ligature 
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firmly  encircling  the  mass,  wliicli  was  secured  by  two  of  Tait's 
pins.  The  parietal  peritoneum  was  attached  to  the  peritoneum 
of  the  sac,  and  the  latter  was  anchored  to  the  abdominal  wall 
by  an  inferior  and  superior  suture.  The  stump  measured  three 
and  one-half  inches  in  diameter  and  was  dressed  with  iodoform 
and  tannic  acid.  Drainage  by  a  Mikulicz.  Patient  put  to  bed 
with  pulse  of  112,  which  reached  118  at  10  p.m.;  highest  tem- 
perature, 8  P.M.,  101.4°  per  rectum.  During  first  forty-eight 
hours  pulse  remained  at  140  and  temperature  did  not  exceed 
99°.  Within  first  twenty-four  hours  slie  complained  of  intense 
thirst,  whicii  was  indeed  the  most  distressing  symptom.  She 
received  whiskey  and  digitalis  by  mouth  and  strychnia  hypoder- 
mically.  The  beginning  of  the  second  day  she  sufl^ered  consid- 
erably from  eructations  of  gas,  though  complained  of  nothing 
more  serious. 

There  being  very  little  drainage,  the  gauze  was  removed  at 
the  end  of  forty-eight  hours  and  the  abdomen  closed  by  a  tem- 
porary suture. 

The  exsiccated  stump  was  trimmed  to  the  soft  parts,  and 
again  dressed  with  iodoform  and  tannic  acid.  On  the  fourth 
and  sixth  days  the  local  treatment  was  repeated,  and  by  this 
time  the  mass  above  the  pins  was  entirely  removed,  so  that  the 
latter  could  be  simply  lifted  off,  allowing  the  stump  to  retract. 

After  this  the  stump  was  dressed  daily  with  peroxide  of  hy- 
drogen, followed  with  either  boric  acid  or  iodoform.  By  the 
tenth  day  the  rubber  tube  came  away.  On  the  fourteenth  day 
I  removed  the  catgut  suture  which  secured  the  peritoneal  sur- 
faces, and  also  the  upper  and  lower  anchor  sutures.  The  latter 
were  of  silk,  but  the  former  was  chromicized  previous  to  use 
and  was  as  firm  as  when  first  introduced. 

The  necrotic  tissue  was  then  removed  as  freely  as  possible, 
and  the  surface  treated  daily  with  a  solution  of  pepsin  and  hy- 
drochloric acid. 

By  the  twenty-fourth  day  the  entire  pedicle  was  removed. 
The  base  of  the  wound,  which  was  of  uterine  tissue,  and  the 
sides,  presented  a  healthy  granulating  surface.  The  ligatures 
applied  to  left  broad  ligament  were  also  removed. 

The  patient  was  anesthetized  and  silver  sutures  wei-e  used  to 
approximate  the  abdominal  wall,  care  being  taken  to  bring  the 
surfaces  easily  together,  allowing  space  for  drainage,  especially 
at  the  lower  edge  of  the  wound.  After  this  secondary  procedure 
the  wound  was  treated  with  balsam  of  Peru  and  closed  very 
rapidly.  The  advantages  of  this  secondary  suturing  are  two- 
fold :  the  abdominal  opening  is  closed  very  much  more  rapidly, 
but  of  still  greater  importance  is  the  fact  that  the  cicatrix  is 
made  much  stronger  and  the  possibility  of  ventral  hernia  very 
much  lessened. 

It  was  noticeable  that  as  the  case  progressed  the  abdominal 
symptoms   gradually  subsided.     The  temperature  vai:ied  from 
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D9.5°  to  101°,  but  this  too  showed  evidence  of  defervescence,  so 
that  by  the  sixth  week  the  temperature  had  reached  the  normal 
point  and  remained  so.  It  is  also  interesting  to  note  that  the 
symptom  of  thirst,  which  at  first  was  so  distressing,  though 
gradually  subsiding,  did  not  entirely  disappear  until  the  tem- 
perature reached  and  remained  normal. 

As  soon  as  she  had  recovered  sufficiently  from  the  effects  of 
the  operation  she  was  given  guaiacol  dissolved  in  alcohol,  to 
which  was  added  the  syrup  of  hypophosphite  of  iron.  This 
•combination,  in  cases  w^here  antitiibercular  treatment  is  indi- 
cated, has  given  me  most  gratifying  results. 

Intestinal  disturbances  were  treated  with  an  occasional  mer- 
curial cathartic  followed  by  antiseptics.  Her  condition  after 
the  operation  is  expressed  in  a  letter  written  the  day  before 
Thanksgiving,  in  which  she  says,  "I  am  in  perfect  health,  with- 
out an  ache  or  a  pain."  The  source  of  her  tubercular  infection 
was  undoubtedly  through  the  tubes,  as  in  the  contents  of  the 
one  removed  Dr.  Slaymaker  found  tubercular  bacilli. 

Case  XVI.  History. — Married,  ?et.  41,  several  children ; 
•confirmed  invalid  for  three  years.  General  pelvic  pains,  more 
especially  in  right  ovary,  which  was  much  enlarged  ;  uterus 
hypertrophied  ;  rectum  tender  from  pressure. 

Operation. — Double  oophorectomy  ;  right  ovary  cystic,  with 
myoma  of  uterus.  Left  broad  ligament  was  removed  to  cut  off 
uterine  nutrition. 

Surgically  her  convalescence  was  all  that  could  be  asked  for. 
The  pehac  distress  was  to  a  great  degree  relieved,  but  the  hab- 
its of  three  years'  invalidism  were  so  pronounced  that  rapid 
progress  could  hardly  be  expected. 

Case  XYII.  History. — Married  three  years,  ?et.  23,  never 
pregnant.  Since  her  marriage  has  had  three  distinct  attacks  of 
peritonitis  and  history  of  acute  vaginitis.  Fifteen  months  ago 
had  pelvic  abscess  on  left  side,  which  was  evacuated  per  vagi- 
iiam.  Relief  for  three  months,  pain  throughout  pelvis  as  pre- 
viously. Fluctuating  tumor,  size  of  an  orange,  distinctly  felt 
on  same  side.  When  the  bladder  was  distended  a  marked  prom- 
inence could  be  seen  and  felt  at  the  right  of  the  median  line. 
•Patient  confined  to  bed.  Temperature  ranged  li°  above  nor- 
mal.    General  condition  only  fair. 

Operation. — Removal  of  ovarian  tumor  from  the  left  side,  and 
ovary  with  much-dilated  pus  tube  on  the  right  side.  Intes- 
tines agglutinated  by  plastic  inflammation,  obscuring  pelvic  vis- 
cera from  view.  It  was  only  by  breaking  up  the  intestinal  adhe- 
sions that  the  viscera  could  be  reached.  One  loop  of  small 
intestine  was  firmly  fixed  between  the  uterus  and  bladder,  ad- 
herent upon  its  under  surface  and  sides  throughout,  and  only  by 
its  reflection  could  the  cyst  of  the  left  ovary  be  exposed.  The 
right  tube  and  ovary  were  reached  with  less  difficulty.  The 
patient  suffered  serious  shock,  but  after  forty-eight  hours  pro- 


138  TRANSACTIONS   OF   THE 

gressed  very  nicely.  At  the  end  of  the  third  week  there  was  a 
slight  rise  of  temperature,  with  redness  and  pain  in  lower  angle 
of  abdominal  wound.  Three  days  later  a  small  quantity  of  pus 
escaped,  with  a  few  bubbles  of  gas.  The  discharge  is  growing 
less  and  the  gas  less  frequent.  Fecal  matter  does  not  escape 
from  the  fistula.  There  still  remains  general  peritoneal  sore- 
ness, resulting,  no  doubt,  from  the  chronic  peritonitis,  and  this 
more  than  the  fistula  keeps  the  patient  from  progressing  more 
rapidly. 

Case  XVIII.  History. — Xot  married.  Get.  28.  Dysmenor- 
rhea of  eleven  years'  standing,  ovarian  neuralgia,  anemic,  ema- 
ciated, prolapsed  uterus,  tender  cervix,  bedridden  for  the  most 
part,  quite  hysterical. 

Operation. — Double  oophorectomy ;  ventrofixation  of  ute- 
rus. Convalescence  nsual,  patient  quite  encouraged.  Mental 
condition  much  improved,  with  absence  of  hysteria. 

Case  XIX.  History. — Married,  ?et.  25,  one  child,  one  miscar- 
riage. Had  fall  six  years  ago.  Tender  left  ovary  ever  since.- 
Pain  in  ovary  remained  almost  during  the  entire  pregnancy.  At 
times  it  became  so  severe  that  it  was  impossible  for  her  to  walk. 
For  the  past  two  years  she  has  been  confined  to  bed  almost  con- 
stantly. Circulation  poor,  feet  and  hands  clammy  and  cold, 
with  excessive  perspiration.  Left  ovary  enlarged  and  pro- 
lapsed; right  ovary  size  of  a  small  e^g^  and  fluctuates.  Local 
treatment  received  a  fair  trial,  with  partial  relief. 

Operation. — Removal  of  both  tubes  and  ovaries.  The  left 
ovary  was  filled  with  numerous  small  cysts ;  the  right  contained 
a  cyst  holding  about  one  and  a  half  drachms  of  fluid.  The  pa- 
tient suffered  greatly  from  constipation,  and  so,  after  the  abdomi- 
nal toilet  was  finished,  the  sphincter  ani  was  dilated,  which  we 
found  quite  helpful  in  relieving  the  distress  from  gas  which  is 
so  annoying  to  patients  under  similar  conditions. 

Convalescence  goes  on  well.  The  patient  is  brighter  and 
cheerful  and  entu-ely  free  from  the  original  pain. 


Meeting  of  February  i~t/i,  1893. 
The  President,  Dr.  E.  J.  Doering,  in  the  Chair. 
Dr.  Frank  A.  Stahl  read  a  paper  on 

DIGITAL    CURETTING    OF    THE    PUERPERAL   UTERUS.' 

Dr.  T.  J.  Watkins. — In  my  experience  it  has  been  impossi- 
ble, in  many  cases,  to  thoroughly  curette  the  uterus  with  the 
finger  without  the  introduction  of  the  whole  hand  into  the  va- 
gina. Indeed,  I  now  seldom  perform  digital  curettement  with- 
out introducing  my  whole  hand  into  the  vagina.     I  believe  it 

'  See  original  article,  p.  110. 
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impossible  to  ascertain  the  real  condition  of  the  cavity  of  the 
puerperal  uterus  without  digital  exploration.  This,  however, 
should  not  be  djue  unless  detinite  indications  exist.  To  cor- 
roborate this  statement  cases  might  be  reported  of  the  entire 
placenta  (during  the  early  months  of  gestation)  remaining  in 
sitn  after  curettement  had  been  performed.  The  placental  for- 
ceps is  often  an  aid  to  the  linger  in  curetting  the  uterus.  Small 
pieces  of  placental  tissue  in  the  uterus  may  be  located  by  the 
linger  which  can  be  only  readily  removed  with  forceps.  Like 
Dr.  Jaggard,  I  am  decidedly  opposed  to  the  use  of  frequent  in- 
tra-uterine  irrigations  after  curettement  of  the  puerperal  uterus. 
I  prefer  to  cleanse  and  dry  its  cavity  with  absorbent  cotton 
or  gauze,  and  to  introduce  an  iodoform-gauze  packiug.  If  the 
cavity  is  septic  it  should  be  swabbed  ^\\\\\  carbolic  acid  or  io- 
dine before  the  gauze  is  introduced.  The  gauze  may  be  left  in 
the  uterus  for  live  or  six  days,  unless  the  discharge  be  profuse 
or  l)adly  septic.  The  vagina  should  be  kept  packed  with  iodo- 
form gauze,  it  being  changed  every  twenty-four  hours. 

Dr.  Fked  Byron  Robinson. — I  am  sorry  that  it  has  got  to 
a  point  wliere  a  young  man  thinks  that  curetting  the  uterus  is  a 
simple  thing.  I  meet,  every  little  while,  some  young  fellow,  just 
out  of  college,  who  has  heard  a  professor  say  that  curetting  the 
uterus  is  the  thing  to  do,  and  he  does  it  immediately.  In  one  of 
the  hospitals  in  London  live  hundred  and  forty-eight  deliveries 
were  made,  with  live  deaths.  Post-mortems  made  on  four  of 
these  women  showed  that  they  died  from  rupture  of  pathologi- 
cal cysts  outside  of  the  uterus  !  They  did  not  know  what  the 
one  died  of  on  whom  a  post-mortem  was  not  made,  but  they 
called  it  puerperal  fever.  I  am  sure  that,  with  the  advance  of 
the  present  time,  curetting  the  uterus  is  not  as  much  needed  as 
is  supposed,  and  one  must  be  on  his  guard  that  the  whole  process 
called  " puerperal  fever"  is  not  due  to  rupture  of  pathogenic 
cysts  entirely  outside  of  the  uterus.  The  formation  of  these 
extra-uterine  cysts  (pathogenic)  is  due  to  previous  invasions  of 
infection  possibly  years  before. 

Dr.  Chas.  Warrington  Earle. — I  cannot  say  very  much 
directly  on  Dr.  Stahl's  paper,  but  inasmuch  as  the  general  sub- 
ject of  curetting  the  uterus  after  abortion  or  at  full  term  is  before 
US,  I  desire  to  make  a  few  remarks. 

I  am  extremely  happy  to  hear  what  has  been  said  in  regard  to 
the  magnitude  and  importance  of  this  operation,  for  I  believe 
that  curetting  a  uterus  after  delivery  at  full  term  involves  more 
responsibility  tlian  an  ordinary  and  uncomplicated  laparatomy. 
Believing,  as  I  do,  that  it  requires  more  care,  and  that  there  is 
more  danger  to  the  patient  and  more  responsibility  to  the  opera- 
tor, than  in  an  ordinary  laparatomy,  I  think,  as  a  society,  we 
should  discountenance  the  operation  of  curetting  and  exploring 
the  uterus  for  little  pieces  of  debris  in  the  way  it  is  done  by  a 
very  large  number  of  practitioners  who  have  no  experience  in 
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the  operation.  It  is  a  common  thing  to  go  into  the  lying-in 
chamber  from  time  to  time  and  find  "that  the  uterus  has  been 
irrigated  and  possibly  curetted — irrigated  with  the  common 
catheter  or  ordinary  dirty  syringe — and  it  has  come  to  pass  that 
everybody  thinks  he  can  do  tliis  operation  as  easily  and  safely 
as  he  can  make  an  ordinarj-  topical  application  to  the  os  uteri. 
It  is  a  question,  in  my  mind  not  yet  decided,  whether,  when  we 
are  in  company  with  a  large  number  of  junior  members  of  the 
profession,  we  should  mention  some  of  these  operations  which 
we  are  called  upon  to  do  rarely,  because  if  we  do  the  junior  men 
frequently  go  and  suggest  procedures  not  absolutely  necessary. 

Some  years  ago,  when  I  was  lecturing  upon  protection  of  the 
perineum  in  ordinary  labors,  I  mentioned  the  usual  methods,  and 
finally,  as  the  very  last  thing,  spoke  very  briefly  and  described 
the  operation  known  as  episiotomj;,  not  supposing  that  any  of 
the  class  would  think  of  resorting  to  that  operation  once  in  a 
hundred  cases,  and  possibly  in  a  lifetime.  Imagine  m}-  surprise, 
when  in  my  next  quiz  I  asked  the  question  how  would  they  pro- 
tect the  perineum  in  ordinary  cases  of  labor,  half  a  dozen  men 
cried  out,  Episiotomy  I  The  impression  then  which  I  had  left  on 
that  class  of  young  men,  after  speaking  as  thoroughly  and  care- 
fully as  I  could  of  the  ordinary  methods  of  protecting  the  peri- 
neum, was  episiotomy.  They  had  forgotten  all  the  ordinary 
methods  and  remembered  only  the  operation.  It  is  just  the 
same  with  curetting  and  cleaning  the  cavity  of  the  uterus.  If 
we  direct  attention  rather  forcibly  to  this  manner  of  treating  the 
interior  of  the  womb,  some  of  our  students  and  some  practitioners 
will  forget  douching  the  v,agina,  treating  diphtheritic  deposits 
with  iodine,  and  possibly  introducing  an  iodoform  or  boric  acid 
bacillus  just  within  the  cervical  canal,  and  will  proceed  to  scrape 
out  the  organ,  forgetful  of  all  its  possible  dangers. 

I  agree  with  Dr.  Stahl  partly,  and  partly  I  believe  he  is  advo- 
cating not  only  an  erroneous  but  a  dangerous  doctrine.  A  great 
many  cases  of  neglected  abortion,  if  left  alone  for  a  time,  care- 
fully watching  in  the  meantime  for  some  indication,  will  correct 
themselves.  Even  if  a  small  amount  of  debris  or  membrane  or 
a  bit  of  placenta  is  left,  it  is  not  necessary,  unless  there  is  some 
indication,  even  with  the  smallest  forceps,  or  finger,  or  curette, 
or  anything  else,  to  proceed  immediately  to  clear  out  the  uterus. 
If  there  is  no  infection  the  case  will  go  on  to  a  speedy  recovery. 
There  are  other  cases  where  the  debris  is  in  the  mouth  of  the 
womb,  which  can  be  taken  out  easily  with  a  very  small  pair  of 
bulldog  forceps  without  producing  a  particle  of  traumatism.  If 
now  the  cervical  canal  is  wiped  out  with  the  tincture  of  iodine  or 
some  other  antiseptic,  all  has  been  done  that  is  necessary. 

We  have,  however,  a  third  class  of  cases  wliere  it  is  necessary 
for  us  to  do  something.  The  temperature  is  rising,  there  is  a 
bad  odor,  and  we  begin  to  fear  sepsis.  Then  we  have  to  choose 
whether  we  shall  use  the  finder  or  some  blunt  instrument.     I 
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believe  even  in  many  of  these  cases  the  blunt  instrument  can  be 
used  without  trouble  and  to  better  advantage  than  the  finger. 
This  involves  the  operation  for  curetting  the  uterus,  and  has  been 
so  frequently  given  to  this  Society  that  it  will  not  be  necessary 
for  me  to  even  mention  it. 

In  regard  to  the  point  raised  by  the  essayist  as  to  pressure  on 
the  fundus  and  back  of  the  symphysis  pubis  in  order  to  bring 
the  womb  within  touch,  I  believe  that  wliile  that  does  not  pro- 
duce suppuration, 'yet  it  does  produce  ecchymosis  in  some  cases 
on  tlie  outside,  and  I  presume  some  slight  injury  on  the  inside. 
Whether  the  operation  suggested  by  Dr.  Stahl  is  done,  or  by 
whatever  process  we  clear  out  the  uterine  cavity,  I  think  we 
should  follow  it  by  swabbing  out  the  uterus.  Some  prefer 
carbolic  acid  ;  I  prefer  tincture  of  iodine,  then  insert  the  iodoform 
bacilhis. 

The  question  raised  by  Dr.  Jaggard,  whether,  in  every  case 
where  a  small  particle  of  membrane  or  a  small  piece  of  pla- 
centa is  left,  it  is  always  best  to  go  into  the  uterus  with  the 
linger  or  something  else  and  clear  it  out,  I  believe  not.  It  is 
pretty  safe  in  the  majority  of  cases,  if  no  hemorrhage  is  present 
and  everybody  concerned  has  been  careful,  to  leave  very  small 
particles  rather  than  to  subject  the  woman  to  another  danger  of 
infection  by  introducing  the  hand.  I  remember  once  taking 
away  some  membranes,  perhaps  four  or  five  inches  in  length, 
days  after  confinement,  that  were  perfectly  white  and  absolutely 
without  odor.  I  believe  that  if  a  careless  obstetrician  had  intro- 
duced his  finger  or  an  instrument  into  tlie  uterine  cavity  for 
these  membranes  he  might  have  infected  that  woman. 

Dr.  a.  H.  Foster. — In  regard  to  the  removal  of  any  frag- 
ments that  may  remain  in  the  uterus  in  early  abortion,  especially 
in  cases  of  hemorrhage,  in  my  experience  with  some  cases  of 
alarming  hemorrhage  that  tamponing  very  thoroughly  would 
not  check,  it  was  not  necessary  to  introduce  the  finger  into  the 
uterus  to  relieve  the  woman  perfectly.  Under  aseptic  precau- 
tions, with  a  speculum  and  a  pair  of  small  forceps,  the  os  being 
patulous,  the  fragments  could  be  reached  and  removed,  and  the 
uterus  would  mimediately  contract,  the  hemorrhage  stop,  and 
everything  go  on  properly.  Under  my  care  it  occurred  in  the 
same  individual  three  ditferent  times,  and  the  fourth  time  I  was 
called  out  of  town  to  see  and  assure  her  that  her  attending  phy- 
sician understood  her  case  perfectly.  I  have  since  learned  that 
the  same  simple  treatment  relieved  her  entirely  when  the  liem- 
orrhage  was  alarming  and  dangerous ;  no  finger  was  used,  no 
traumatism  occurred,  there  was  no  sepsis,  no  fever,  and  nothing 
abnormal  followed.  Tliis  particular  case  is  mentioned  because 
it  represents  others  in  my  limited  experience.  It  is  not  often 
necessary  to  introduce  tlie  finger  into  the  uterus,  and  I  believe 
with  Dr.  Jaggard  that  it  is  with  brains  we  must  act  rather  than 
with  fingers  or  instruments  alone,  and  we  must  select  and  use 
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•either  according  to  the  case,  and  not  believe  in  all  lingers  or  in 
all  instruments  withont  regard  to  the  conditions  of  each  indi- 
vidual case. 

Dr.  J.  H.  Etheridge  reported  a  case  of 

AN    ENORMOUS    ABDOMINAL    HEMATOMA  ;    OPERATION  ;    REMOVAL  ; 

CURE. 

Mrs.  M.  B.,  age  31.  While  at  stool  on  November  2d,  1892, 
she  was  seized  with  a  most  violent  pain  in  the  hypogastrium. 
The  patient  was  gotten  into  bed,  and  the  only  thing  that  was 
done  for  her  was  to  use  hot  fomentations  and  anodynes.  From 
that  day  to  this  she  has  not  been  out  of  bed.  This  pain  did 
not  occur  at  the  time  of  her  menses.  Her  menstruations  up 
to  this  time  had  been  regular  and  normal.  The  abdomen  began 
to  swell,  and  progressively  increased  until,  upon  reaching  Chi- 
cago on  the  4th  of  January,  after  riding  on  the  sleeping  car  forty 
hours,  it  resembled  an  abdomen  containing  a  pregnancy  of  seven 
months'  advancement. 

During  the  month  of  December  there  was  an  attempt  at  the 
■menstrual  flow,  the  discharge  being  black  and  thin.  The  patient 
was  permitted  to  rest  for  a  period  of  three  days  before  the  ab- 
domen was  opened.  Her  temperature  was  then  103°  and  her 
pulse  120.  Upon  cutting  into  the  peritoneum  black  fluid  flowed 
out  in  great  quantities,  containing  clots  varying  in  size  from  a 
Lima  bean  to  a  hen's  egg.  Fully  eight  pints  of  this  liquid  and 
clots  were  discharged,  when  the  hand  was  put  into  the  abdomen, 
entering  a  cavity  shut  ofl:  from  the  peritoneal  cavity,  no  intes- 
tines being  felt.  This  .wall  was  housed  in  by  a  roof  of  connec- 
tive tissue,  which  pushed  the  intestines  up  in  front  of  it,  so  that 
in  reality  during  this  entire  operation  the  peritoneal  cavitj  was 
not  at  all  opened.  Filling  the  pelvis  was  a  mass,  weighing  at 
least  six  pounds,  w^hich  appeared  to  be  two-thirds  as  large  as  a 
medium-sized  fetus.  Friable  adhesions  existed  all  about  it  to 
the  pelvic  wall.  It  was  posterior  to  the  uterus,  pushing  it 
strongly  forward  and  up  against  the  pubis.  With  great  care  it 
was  dislodged  from  the  floor  of  the  pelvis  and  delivered  through 
the  abdominal  opening,  after  enlarging  the  latter  well  down  to 
the  pubis.  This  left  a  large  cavity  in  the  bottom  of  the  pelvis, 
which  did  not  bleed.  It  was  carefully  flushed  out  and  packed 
with  an  enormous  Mikulicz  drainage.  In  enlarging  the  abdo- 
minal incision  downward  the  fundus  of  the  l)ladder  was  nicked, 
and  immediately  a  stream  of  urine  poured  out  into  the  wound. 
It  was  at  once  closed  with  fine  silk.  The  abdominal  opening 
was  closed  in  the  usual  manner  and  the  patient  put  to  bed  in  a 
fairly  good  condition.  A  self-retaining  catheter  was  adjusted. 
At  the  end  of  a  week  it  was  removed  and  the  patient  voided 
her  urine  in  a  satisfactory  manner.  In  four  or  five  days  after- 
ward the  dressings  presented  a  strong  urinous  odor.     At  once 
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the  catheter  was  readjusted  and  remained  in  place  for  about 
sixteen  days. 

At  the  time  of  the  operation  the  patient  was  very  anemic  and 
extremely  weak.  Granulation  has  gradually  progressed  up  to  the 
present  time  in  a  most  satisfactory  manner.  The  capacity  of 
the  opening  at  present  does  not  exceed  an  ounce.  The  capa- 
■city  of  the  cavity  at  the  time  of  the  operation  could  not  have 
been  less  than  one  hundred  and  twenty  ounces.  The  patient 
now  presents  a  normal  temperature  and  pulse,  her  anemia  is 
disappearing,  her  strength  and  spirits  are  returning,  and  there 
is  every  reason  to  expect  a  complete  recovery  within  thirty 
■days. 

As  to  the  source  of  the  hemorrhage  nausjht  definite  can  be 
stated.  No  evidence  existed  that  it  was  an  extra-uterine  preg- 
nancy. It  is  my  opinion  that  it  came  from  the  pampiniform 
plexus  of  the  left  side. 

Dr.  H,  p.  Newmax. — I  was  a  witness  of  this  operation,  and 
was  very  much  pleased  and  gratified  at  the  readiness  with 
which  Dr.  Etheridge  opened  up  the  tumor  and  his  fortunate 
disposition  of  it.  It  was  a  very  easy  thing  to  enter  this  blood 
cavity,  but  it  was  a  fearful  thing,  nevertheless,  this  immense 
amount  of  blood  of  unknown  origin.  I  was  particularly  inte- 
rested to  know  where  it  came  from,  and  was  in  hopes  the  doc- 
tor would  be  able  to  throw  some  light  on  that.  It  was  a 
remarkable  case  in  many  respects,  the  tumor  being  entirely 
outside  of  the  peritoneal  cavity,  and  its  removal  effected  so  ex- 
peditiously. Had  it  not  been  for  the  injury  to  the  bladder  it 
probably  would  not  have  consumed  more  than  ten  or  fifteen 
minutes'  time.  It  is  interesting  to  note  to  what  extent  there 
niay  be  extravasation  of  blood  into  the  abdominal  cavity,  and 
the  length  of  time  large  clots  may  exist,  without  producing 
fatal  results.  The  hemorrhage  in  this  case  would  have  been 
sufficient  to  cause  death  if  it  had  occurred  suddenly,  but  since 
it  took  place  gradually  life  was  preserved  and  probably  complete 
recovery  will  result.  I  presume  the  doctor's  explanation  of  its 
origin  is  correct.  I  do  not  see  how  it  could  be  otherwise  when 
excluding  the  existence  of  tubal  or  extra-uterine  pregnancy. 

Dr.  Fred  Byrox  Robinsox. — We  ought  to  have  a  distinction 
between  hematocele  and  hematoma.  The  oi'dinary  definition  of 
hematoma  is  that  it  is  outside  of  the  serous  cavity  ;  hematomata 
of  the  pelvis  are  generally  in  the  broad  ligament.  This  must 
have  been  a  hematocele,  as  the  doctor  said  he  opened  the  peri- 
toneal cavity  ;  that  certainly  would  be  hematocele.  The  doctor 
is  to  be  congratulated  on  the  recovery  of  the  patient,  because 
those  cases  do  not  always  recover.  There  is  a  point  I  wish  some 
laparatomist  would  take  observations  on.  and  that  is  the  fre- 
quency of  hematocele  after  laparatomy.  My  attention  was  par- 
ticularly called  to  this  when  I  was  living  with  Mr.  Tait :  during 
the  six  months  I  was  with  him  I  believe  that  fourteen  or  fifteen 
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per  cent  of  his  laparatomies  had  hematocele.  The  difficulty  in 
these  cases  is  to  know  what  makes  the  temperature ;  it  would  go 
up  to  101°,  102°,  or  even  103"",  and  yet  the  patient  would  recover, 
would  get  well  by  absorption.  Dr.  Martin  saw  a  case  with  me 
the  other  day  that  I  considered  hematocele,  occurring  in  a  young 
girl  after  I  performed  laparatomy.  So  I  think  we  should  make 
a  distinction  between  hematoma  and  hematocele.  Hematocele  is 
entirely  inside  the  peritoneal  cavity  and  hematoma  is  entirely 
outside ;  in  hematocele  there  is  a  good  chance  of  bleeding  to 
death,  in  hematoma  there  is  scarcely  ever  a  chance  because  the 
pressure  will  stop  the  bleeding.  It  is  difficult  to  see  the  relation 
of  the  ovary  and  Fallopian  tube  to  this  tumor;  then  how  is  it 
that  it  became  shut  off — how  could  those  eight  pints  become  shut 
off  in  the  peritoneal  cavity  ?  I  have  shot  a  good  many  dogs  to 
see  how  the  peritoneum  would  surround  the  blood,  and  out  of 
two  hundred  and  thirty  dogs  I  never  saw  the  peritoneum  sur- 
round a  lot  of  blood  like  that.  This  may  have  been  a  hematoma, 
therefore  outside  of  the  peritoneal  cavity,  and  have  raised  up  the 
broad  ligament ;  but  whether  it  was  an  ectopic  pregnancy  or  not 
no  man  can  tell  now,  because  the  tube  breaks  where  it  has  the 
least  resistance,  and  that  is  where  it  is  not  covered  with  perito- 
neum. There  was  enormous  hemorrhage  and  the  fetus  may 
have  been  carried  away.  Very  few  of  these  women  die  whose 
ectopic  pregnancy  bursts  into  the  broad  ligament. 

Dk.  Edward  B.  "Weston  read  a  paper  on 

KNOTS    IN    THE    ILMBILICAL   CORD. 

Yery  little  is  said  in  the  textbooks  about  knots  of  the  umbili- 
cal cord.  There  is  little  to  be  said.  They  occur  rarely,  and  few 
of  them  are  dra-^Ti  tightly  enough  to  arrest  the  circulation. 
They  are  obstetrical  curiosities.  Nothing  can  be  done  to  pre- 
vent their  formation  ;  and  if  we  knew  one  had  formed,  of  course 
our  knowledge  would  be  of  slight  value  to  the  patient. 

I  have  two  fatal  cases  to  report.  Each  occurred  in  the  last 
month  of  a  first  pregnancy.  In  the  first  case  the  woman  stooped 
to  lift  some  heavy  object,  and,  as  she  lifted,  felt  an  unusual  com- 
motion in  her  abdomen,  but  no  movements  of  the  child  after- 
ward. Until  this  day  the  movements  had  been  as  in  a  normal 
pregnancy.  When  the  child  was  born,  about  two  weeks  later, 
there  was  a  single,  tightly  drawn  knot  in  the  cord  which  com- 
pletely arrested  the  umbilical  circulation.  The  condition  of  the 
child  indicated  it  had  been  dead  two  or  three  weeks. 

In  the  second  case  the  woman  became  -sick  at  the  stomach 
while  in  bed  at  night.  Her  husband  gave  her  a  bowl,  and,  sit- 
ting up,  she  leaned  forward  and  vomited.  She  said  something 
felt  as  if  it  turned  around  in  her,  and  gradually  all  fetal  move- 
ments, which  had  been  unusually  strong,  ceased.  When  labor 
began  I  was  sent  for,  and.  after  examining  the  patient,  told  the 


GYNECOLOGICAL    SOCIETY    OF    CHICAGO.  145 

husband  that  I  believed  his  wife  was  pregnant  with  twins  and 
that  thej  were  dead.  The  diagnosis  proved  correct.  One  child 
had  passed  through  a  loop  in  its  cord  and  tied  a  single  knot 
80  tightly  around  the  other  cord  that  circulation  was  interrupted 
and  both  children  killed.  Delivery  in  this  case  took  place  at 
about  the  expected  time,  and  the  condition  of  the  children  indi- 
cated that  they  had  been  dead  two  or  three  weeks. 

Dr.  Weston,  m  closing  the  discussion,  said  :  If  I  were  to  make 
any  reply  to  Dr.  Jaggard's  criticism  it  would  be  hardly  more 
than  to  re-read  the  report  of  the  cases.  There  was  no  other 
discoverable  cause  for  the  death  of  the  children,  and  the  one 
given  was  perfectly  sufficient.  The  mothers  and  fathers  were 
healthy,  the  children  of  average  size,  and  pregnancy  had  in  each 
case  been  a  normal  one  up  to  the  time  of  the  accident,  which, 
without  doubt,  was  the  cause  of  death. 

Dk.  Fkanklin  H.  Martin  showed  a  specimen  of 

FIBROID    TUMOR    ARISING    FROM    THE    FUNDUS    OF    THE    UTERUS. 

The  woman  is  28  years  old,  has  been  married  two  years,  had  a 
child  ten  months  ago.  The  tumor  was  discovered  by  her  attend- 
ing pliysician  and  she  was  sent  to  me. 

1  operated  upon  lier  about  three  weeks  ago,  and  upon  open- 
ing the  abdomen  this  mass  presented,  and  I  must  confess  that  at 
first  sight  of  it  I  was  very  much  startled,  fearing  that  I  had  cut 
down  upon  a  pregnant  uterus,  because  it  was  so  soft  and  smooth, 
and  because  of  its  perfect  uniformity,  without  a  peritoneal  pro- 
jection. The  operation  was  done  by  Byford's  method  of  secur- 
ing the  pedicle,  and  one  point  which  was  brought  out  in  the  case 
was  the  beauty  of  the  Trendelenburg  position  for  Byford's 
method  of  securing  the  stump.  After  this  tumor  was  delivered 
she  was  put  in  the  Trendelenburg  position,  and  one  could  easily 
observe  where  the  peritoneum  is  deflected  to  the  broad  ligament 
from  the  cul-de-sac  of  Douglas ;  so  that  instead  of  having  to  do 
the  ligating  entirely  in  the  dark,  the  broad  ligament  was  pulled 
well  up  and  it  was  the  simplest  matter  in  the  world  to  ligate  it. 
Then  in  making  the  vaginal  fixation  the  vagina  was  drawn  high 
in  the  pelvis  and  the  abdominal  wall  was  depressed,  so  that  the 
incision  was  a  very  simple  matter,  also  the  delivery  of  the  stump 
through  that  incision.    This  patient  recovered  without  symptoms. 

The  next  specimen  illustrates  the  hopelessness  of  electricity  in 
such  a  case.  Here  we  have  multiple  fibroids  of  every  size  and 
kind  possible.  It  was  impossible  to  deliver  this  tumor  at  first, 
because  of  its  being  buried  in  the  broad  ligament.  It  was  nec- 
essary, before  any  progress  could  be  made,  to  split  down  the 
broad  ligaments  in  the  centre  to  the  pelvic  wall  and  enucleate 
each  one,  tying  the  broad  ligament  on  either  side  after  splitting 
it,  until  1  got  down  below  the  projecting  mass,  when  the  broad 
10 
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ligament  was  ligated  in  the  ordinary  way.  Tlie  stump  was  se- 
cured by  a  rubber  ligature  and  afterward  delivered  through 
the  vaginal  wall  and  secured  by  By  ford's  method.  I  began 
operating  on  this  case  at  2:30  yesterday  afternoon  and  finished 
at  7  o'clock  in  the  evening.  However,  the  patient  did  not 
lose  an  ounce  of  blood,  and  when  I  finished  the  operation  her 
pulse  was  only  84,  and  to-day  her  temperature  has  been  about 
100°  and  pulse  70  ;  and  barring  sepsis,  which  of  course  may  occur 
in  the  best-regulated  hospitals,  she  will  get  well.  (Tlie  patient 
recovered.) 

The  case  illustrates  a  subperitoneal,  multiple  fibroid  which  it 
would  be  useless  to  treat  hj  electricity;  such  cases  should  be 
operated  upon.  This  also  demonstrates,  that  no  matter  how 
difficult  a  case  may  be,  it  does  not  preclude  the  possibility  of 
fixing  the  stump  in  the  vagina  and  making  what  seems  an  almost 
perfect  operation. 

Dr.  Franklin  H.  Martin,  in  closing  the  discussion,  said  :  In 
answer  to  Dr.  Etheridge  I  would  say  that  the  tumor  is  a  sub- 
peritoneal fibroid  with  uterus  entirely  below  the  development. 
A  subperitoneal  fibroid  will  not  yield  to  electricity,  although 
you  may  cure  the  hemorrhage  of  the  uterus  temporarily. 

Dr.  Fred  Byron  Robinson  presented  a  specimen  of  tubes  and 
ovaries  removed -from  a  married  woman  21  years  old,  ilhistrat- 
ing  two  years'  progress  of  gonorrhea.  Both  tubes  and  ovaries 
were  similar,  except  that  tlie  right  tube  was  a  pyosalpinx  con- 
taining about  a  drachm  of  pus.  The  patient  from  whom  lie  re- 
moved these  specimens  was  infected  by  her  husband  two  years 
ago.  She  has  been  sick  for  two  years,  but  unable  to  do  any 
Avork  for  a  year.     The  husband  confessed  he  had  gonorrhea. 

The  broad  ligament  on  both  sides  is  edematous.  The  right 
tube  and  left  tube  show  that  they  were  both  closed  by  a  similar 
inflammatory  process.  But,  in  closing,  the  fimbriae  were  caught 
and  strangled  in  the  process,  and  the  strangled  fimbriae  with 
their  exposed  infected  mucous  membrane  soon  infected  the  ova- 
ries. Both  ovaries  were  simply  a  mass  of  degenerated  cysts. 
One  ovary  was  the  size  of  an  orange  and  the  other  was  the  size 
of  an  ea-cr  and  both  tubes  and  ovaries  were  bound  down  bv 
numerous  and  strong  adhesions.  Tlie  normal  appearance  o 
mucous  membrane  of  both  tubes  had  disappeared,  and  in  the 
right,  where  the  pus  was  collected,  it  was  about  destroyed.  The 
two  methods  of  closing  the  tubes  from  gonorrheal  processes  were 
apparent  here.  One  method  is  l)y  the  fimbrire  entirely  retract- 
ing into  the  tubal  lumen  like  the  petals  of  a  flower,  when  the 
fimbriae  will  lie  neatlv  coiled  up.  while  the  closure  at  the  fimbri- 
ated end  of  the  tube  is  accomplished  by  the  contraction  of  the 
peritoneum. 

The  other  method  of  tubal  closure  is  where  the  peritoneum 
at  the  tubal  end  contracts  from  inflammatory  effects,  and  during 
the  closure  catches  some  of  the  fimbria  before  they  all  fall  into 
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tlie  tnijal  lumen.  The  process  of  ovarian  infection  is  seen  to 
perfection  in  this  specimen.  The  tubes  carried  the  infection  to 
the  ovaries,  and  hence  the  ovarian  disease  is  secondary  to  the 
tubal  disease. 

This  is  a  typical  specimen  to  show  the  slow  but  steady  infec- 
tious process  of  gonorrhea.  It  recpiired  two  years  for  this 
gonorrheal  infection  to  make  pyosalpinx  and  cystically  degene- 
rated ovaries.  This  woman  suffered  very  severely  at  menstrua- 
tion and  was  incapacitated  for  labor.  The  patient  from  whom 
I  removed  these  specimens  is  up  and  walking  around. 

(To  be  continued^ 


TRANSACTIONS    OP    THE    EIGHTEENTH 

ANNUAL      MEETING      OF     THE      AMERICAN 
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Held  in  Philadelphia,  May  16th,  17th,  and  18th,  1893. 


{Concluded  from  jKige  892.) 


The  President,  Dr.  Theophilus  Parvin,  in  the  Chair. 
Dr.  Chas.  M.  Green,  of  Boston,  read  a  paper  on 

PUERPERAL    eclampsia.' 

Dr.  a.  F.  a.  King,  of  Washington. — I  have  listened  with 
great  interest  to  the  paper,  but  am  quite  unprepared  to  discuss 
it.  I  may  mention  that  in  one  case  of  puerperal  convulsions  I 
used  fluid  extract  of  veratrum  hypodermicall}',  and  while  it  con- 
trolled the  convulsions,  yet  the  woman  died.  The  different 
methods  which  the  author  has  practised  are  those  which  we  all 
know  to  be  absolutely  correct. 

Dr.  M.  D.  Mann,  of  Buffalo. — I  have  used  veratrum,  and  be- 
lieve that  my  attention  was  tirst  directed  to  it  by  a  paper  of  Dr. 
King's,  and  I  must  say  that  I  am  exceedingly  satisfied  with  the 
results.  While  my  statistics  are  not  at  hand,  yet  I  have  em- 
ployed it  in  a  number  of  cases  and  the  results  have  been  better 
than  by  any  other  means.  I  would  limit  its  use  to  those  cases 
in  which  the  pulse  is  rapid  and  the  tension  comparatively  high — 
a  class  of  symptoms  which  we  commonly  meet  with.  J  always 
use  it  hypodermically. 

'  See  original  article,  p.  18. 
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Dr.  Samuel  C.  Busey,  of  Washington. — I  have  not  any  criti- 
cisms to  offer  on  the  paper  of  Dr.  Green.  I  think  it  is  the 
expression  of  treatment  practised  by  most  obstetricians.  I  was 
surprised,  however,  at  the  average  mortality  being  as  high  as 
twenty  per  cent.  That  is  higher  than  it  should  be  in  private 
practice,  but  it  might  be  accounted  for  by  the  fact  that  only 
severe  cases  entered  the  hospital. 

1  have  reached  the  conclusion  that  there  ought  to  be  little 
or  no  mortality  from  puerperal  eclampsia  in  private  practice 
where  the  woman  has  been  in  charge  of  the  doctor  from  the 
beginning  of  pregnancy.  Certainly  by  earl}'  prophylaxis  the 
doctor  ought  to  be  able  to  prevent  the  occurrence  of  convul- 
sions, at  least  in  great  severity.  During  my  later  practice  in 
obstetrics  1  have  seen  no  eclampsia  where  the  patient  has  been 
under  my  care  from  the  early  months  until  term.  My  own  ex- 
perience is  that  the  first  symptom  in  the  majority  of  cases  is 
renal  insufhciency  ;  and  if  patients  are  instructed  to  observe  the 
color  and  measure  the  amount  of  urine,  1  will  not  say  everyday, 
but  certainly  once  a  week,  and  call  the  physician's  attention  to 
the  first  deficiency,  and  also  to  report  to  him  any  symptoms,  like 
headache,  which  may  be  premonitory  of  eclampsia,  I  feel  sure 
that  he  will  be  able  to  ward  off  the  attacks. 

The  author  rather  sneered  at  the  value  of  venesection  in  the 
treatment  of  eclampsia.  AVhile  it  is  of  limited  use,  yet  I  think 
that  it  should  not  be  discarded  altogether.  While  I  have  not 
employed  it  for  a  number  of  years,  yet  I  must  say  that  when  in 
early  life  I  did  use  it  none  of  the  cases  proved  fatal.  The  gene- 
ral treatment  described  by  Dr.  Green  meets  with  my  entire  ap- 
proval. 

Dr.  Reynolds,  of  Boston. — One  of  the  most  interesting  points 
in  the  paper  is  the  allusion  to  the  fact  that  prognosis  for  both 
mother  and  child  rests  more  on  the  severity  of  the  convulsion 
and  its  frequency  than  on  any  other  factor.  It  certainly  has 
been  my  experience  that  after  a  single  convulsion  and  observa- 
tion of  the  patient  the  next  tifteen  or  twenty  minutes,  I  have 
been  able  to  give  a  prognosis  in  which  1  have  been  seldom  mis- 
taken. 

I  certainly  cannot  agree  with  Dr.  Busey  that  puerperal 
eclampsia  can  be  wholly  avoided  in  private  practice,  or  at  least 
never  prove  fatal.  I  have  seen  two  or  three  cases  which  seem 
to  me  to  controvert  that  position.  A  woman  seven  months  preg- 
nant was  under  the  care  of  a  most  careful  obstetrician,  one  of 
the  staff  of  the  Lying-in  Hospital  in  Boston,  and  her  urine  was 
examined  by  him  as  a  matter  of  routine,  although  she  was  in 
perfect  health.  One  morning  she  awoke  her  husband  early  in  a 
convulsion.  They  lived  within  a  few  doors  of  the  doctor's  office, 
and  he  saw  her  within  ten  minutes,  while  I  saw  her  in  consulta- 
tion five  minutes  later.  The  convulsion  was  extremely  severe. 
The  woman  had  stertorous  breathing  and  was  in  deep  coma. 
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We  delivered  her  at  once  and  subjected  her,  in  the  course  of  the 
next  eight  or  ten  hours,  to  every  form  of  treatment  known  to 
either  of  us,  including  venesection,  but  she  died  before  night. 
I  do  not  see  how  in  that  case  any  prophylactic  measure  could 
have  been  instituted  in  the  absence  of  all  symptoms. 

It  lias  been  my  experience  that  post-partum  eclampsia  is  mild, 
antepartum  extremely  dangerous,  interpartum  taking  an  inter- 
mediate position  in  severity,  and  I  think  that  was  true  in  the 
cases  reported  in  the  paper. 

Dr.  Edward  P.  Davis,  of  Philadelphia. — I  have  been  greatly 
interested  in  Dr.  Green's  paper,  and  also  in  the  method  of  treat- 
ment pursued  by  him.  As  an  index  to  the  probable  danger  of 
eclampsia,  I  have,  for  some  time,  given  attention  to  the  per- 
centage of  urea  contained  in  the  urine.  In  a  series  of  over 
thirty  cases  the  examination  of  the  urine  has  been  conducted 
c.irefully  in  regard  to  this  point,  and  where  the  percentage  of 
urea  has  dropped  below  two  and  a  half  I  have  felt  it  important 
to  give  especial  attention  to  prophylaxis.  As  to  the  question  of 
treatment,  not  only  what  has  been  given  so  well  by  Dr.  Green 
has  proven  of  use,  but  the  administration  of  atropia,  w^hen  the 
pulmonary  edema  was  becoming  a  threatening  factor,  has  been 
of  decided  advantage.  Further,  where  all  other  forms  of  elimi- 
native  treatment  seemed  unavailing,  the  use  of  calomel  as  a 
diuretic,  in  one  case  especially  which  I  now  call  to  mind,  was  of 
positive  value,  the  patient  secreting  urine  freely,  apparently  be- 
cause of  the  use  of  the  calomel  when  other  means  had  failed. 
She  recovered. 

As  to  the  case  reported  by  Dr.  Green  in  which  the  child  sur- 
vived after  the  mother  had  had  a  number  of  severe  convulsions, 
it  would  interest  me  to  know  what  was  the  condition  of  the 
placenta.  According  to  my  observation  the  condition  of  the 
placenta  has  been  of  great  importance  to  the  fetus.  Cases  of 
abortion  during  eclampsia  have  occurred,  in  my  ol)servation, 
most  frequently  where  there  have  been  pathological  changes  in 
the  placenta.  This  also  is  a  ground  for  terminating  the  preg- 
nancy in  the  interest  of  the  fetus  as  well  as  of  the  mother.  A 
most  remarkable  contribution  to  this  subject  before  Dr.  Green's 
is  the  interesting  work  of  Diihrssen.  He  puts  his  patient  under 
the  complete  influence  of  ether,  and  proceeds  to  deliver  her  on 
the  principle  of  a  surgical  operation — if  dilatation  is  slow,  mak- 
ing multiple  incisions,  using  forceps,  and  effecting  prompt  deliv- 
ery. It  is  interesting  to  know  that  his  results  as  to  mortality 
compare  favorably  with  those  of  Dr.  Green. 

Dr.  Green,  in  closing  the  discussion,  said  :  With  regard  to 
veratrum  viride,  I  am  not  aware  it  was  tried  in  my  ease.  The 
feeling  was  quite  general  among  the  doctors  that  it  was  not  a 
druo:  which  promised  well  under  those  conditions. 

"With  regard  to  what  Dr.  Rusey  said,  I  do  not  wish  to  uphold 
the  results  at  all.     I  brought  the  facts  here  simply  to  show  what 
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had  been  done  under  the  circumstances.  I  am  ready  to  admit 
that  the  results  would  have  been  better,  as  they  usually  are,  in 
private  practice.  It  is  to  be  remembered,  however,  that  many 
of  the  cases  were  extremely  bad;  that  all  the  antepartum  cases 
w^ere  brought  to  the  hospital  in  deep  coma,  having  had  a  good- 
many  convulsions,  some  having  been  in  convulsions  a  day  or 
two  before  admission. 

I  was  interested  in  what  Dr.  Busey  said  in  regard  to  prophy- 
laxis. I  have  never  had  a  case  of  eclampsia  in  my  own  private 
practice,  but  that  is  not  said  as  proof  that  the  accident  can  always 
be  prevented,  for  I  agree  with  Dr.  Reynolds  that  there  are  cases 
of  eclampsia  which  will  occur  in  spite  of  prophylaxis,  and  which 
will  die  in  spite  of  treatment.  But  in  quite  a  large  number  of  cases 
seen  by  me  in  consultation  there  have  been  but  two  deaths.  One 
was  in  a  patient  past  her  fortieth  year,  in  her  first  confinement. 
She  was  suffering  from  chronic  kidney  trouble,  but  continued 
to  live  after  the  first  convulsion  for  two  or  three  weeks,  and  died, 
as  was  believed,  chiefiy  of  cerebral  effusion.  The  other  was 
seen  this  year,  in  a  patient  whom  we  endeavored  to  carry  to  the 
period  of  viability,  she  then  being  in  her  fourth  month,  but  her 
symptoms  became  aggravated  and  she  finally  died  of  edema  of 
the  lungs. 

I  certainly  do  believe,  with  Dr.  Busey  and  others,  that  by 
careful  prophylactic  measures  we  should  be  able  to  avert  symp- 
toms which  are  likely  to  culminate  in  eclampsia  if  left  untreated. 
It  is  very  certain  that  there  are  many  cases  which  do  culmi- 
nate in  eclampsia  which  might  have  been  prevented  by  prophy- 
laxis. It  is  my  custom  to  give  patients  some  advice  as  to  their 
urine,  in  such  a  way  as  to  avoid  causing  them  any  undue  alarm. 
They  are  instructed  to  nse  the  chamber  at  least  once  in  twenty- 
four  hours,  so  that  any  unusual  acidity  or  change  in  quantity 
may  be  noted.  I  believe  that  a  long-continued  irritation  from 
a  highly  acid  urine  is  strongly  prejudicial  to  the  health  of  the 
patient  and  may  lead  to  eclampsia.  All  know,  too,  that  under 
the  same  conditions  one  patient  who  has  a  highly  nervous  and 
irritable  tetnperament  will  be  far  more  likely  to  have  eclampsia 
than  one  who  has  a  quiet  and  even  temper. 

Dr.  Matthew  D.  Mann,  of  Buffalo,  read  a  paper  on 

THE    OPERATIVE    TREATMENT    OF    FIBROIDS    OF   THE    UTERUS. 

Up  to  the  time  of  the  reading  of  the  papers  by  Drs.  Polk 
and  Baer  last  year,  the  common  method  of  dealing  with  the 
pedicle  in  operating  for  fibroids  of  the  uterus  in  this  country 
had  been  by  clamp.  Since  then  there  had  been  a  tendency  to 
give  up  the  clamp  and  try  intraperitoneal  methods.  The  object 
of  the  paper  was  to  give  the  author's  own  experience  and  to 
bring  out  discussion.  It  did  not  include  operations  performed 
through  the  vagina,  but  only  those  where  celiotomy  had  been 
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done.  The  total  iminber  of  cases  had  been  sixty-four,  as  fol- 
lows :  Oophorectomy,  nine,  with  one  death ;  myotomy,  seven- 
teen, with  one  death ;  supravaginal  hysterectomy  (clamp),  twenty- 
one,  with  two  deaths  ;  abdominal  hysterectomy  (Polk's),  fifteen, 
with  one  death  ;  supravaginal  hysterectomy  without  ligature  of 
the  cervix  (Baer's),  two,  with  two  deaths. 

Commenting  upon  some  of  these  cases,  the  author  said  that 
the  first  oophorectomy  he  had  ever  performed  was  of  this  na- 
ture, and  proved  fatal  from  total  suppression  of  urine,  the  kid- 
neys being  found  at  autopsy  badly  diseased.  He  did  not  believe 
this  method  of  operating — removal  of  the  appendages — was  by 
any  means  certain  of  success.  Two  of  the  cases  in  which  he 
had  performed  it  were  apparently  exceedingly  favorable,  the 
tubes  and  ovaries  were  entirely  removed,  menstruation  ceased, 
yet  the  fibroid  continued  to  grow.  In  another  case  the  patient 
died  within  a  few  months.  It  seemed  to  him,  therefore,  that 
while  the  operation  had  a  field,  it  was  a  limited  one.  He  would 
restrict  it  to  those  cases  where  a  small  fibroid  was  associated 
with  diseased  tubes  and  ovaries. 

In  myotomy  the  plan  of  sewing  up  the  pedicle,  if  not  too 
large,  was  certainly  the  best.  A  ligature  placed  around  the 
whole  mass  after  the  stitches  had  been  put  in  place  might  give 
additional  security.  Of  course  the  number  of  cases  to  which 
this  plan  was  adapted  was  decidedly  liirited,  but  very  large  tu- 
mors were  sometimes  found  attached  in  this  way,  and  in  such 
cases  there  seemed  to  be  no  necessity  for  removing  the  uterus. 

His  results  with  supravaginal  hysterectomy  by  clamp  opera- 
tion had  been  in  the  main  satisfactory.  Of  the  two  deaths  but 
one  could  be  attributed  in  any  direct  way  to  the  operation. 
But  even  though  the  results  had  been  good,  to  his  mind  it  had 
many  objections.  They  were,  the  difficulty  in  some  cases  of 
making  a  good  pedicle,  the  difliculty  of  managing  the  perito- 
neum around  the  stump,  the  great  prolongation  of  convalescence, 
sloughing  of  the  pedicle,  danger  of  abscess  in  the  abdominal 
walls,  danger  of  hernia. 

He  had  done  abdominal  hysterectomy  for  fibroids  fifteen  times, 
for  cancer  three,  one  death.  The  operation  seemed  to  leave  little 
to  be  desired.  Certainly  the  ease  with  which  it  could  be  per- 
formed was  a  revelation  to  those  who  saw  it  for  the  first  time. 
The  rapid  convalescence  was  something  remarkable.  The  case 
which  he  had  lost  was  one  of  large  sloughing  fibroid  weighing 
twenty  pounds,  which  must  have  infected  the  abdominal  cavity, 
as  the  patient  died  of  peritonitis.  Thinking  over  the  case,  he 
thought  that  in  all  probability  the  cause  of  the  sepsis  had  been 
accumulation  of  blood  and  fiuid  within  the  abdomen,  which  had 
thus  formed  a  good  culture  medium  for  the  septic  germs  after 
inoculation  from  the  sloughing  tumor,  and,  acting  on  this,  he 
used  the  drainage  tube  in  all  subsequent  cases,  although  in  other 
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operations  he  seldom  drained.  He  had  never  liked  the  opera- 
tion of  removal  of  the  uterus  by  the  vagina. 

Dr.  Mann  was  unable  to  account  for  the  death  in  the  two 
cases  in  which  he  had  operated  by  the  Baer  method,  but  the 
manner  in  which  he  had  carried  out  the  procedure  may  not  have 
been  perfect.  lie  thought  he  ought  to  have  put  in  a  glass 
drainage  tube,  as  he  believed  it  was  a  mistake  to  rely  on  vaginal 
drainage  in  any  abdominal  section.  He  passed  gauze  through 
the  cervix,  but  there  was  no  drainage,  and  a  fatal  issue  took 
place.  Baer's  operation,  however,  had  the  advantage  of  being 
quicker  and  easier  to  perform  than  abdominal  hysterectomy, 
and  the  fact  of  leaving  the  vault  of  the  vagina  intact  was  also 
an  advantage. 

One  of  the  most  marked  effects  of  improved  methods  and 
consequent  improvement  in  results  had  been  the  extension  of 
the  indications  for  the  operation.  He  thought  that  where  the 
fibroid,  no  matter  what  its  size,  was,  through  pain,  etc.,  wearing 
the  patient's  life  out,  the  operation  should  be  done.  Also,  in 
cases  of  sloughing  intra-uterine  fibroids  where  septicemia  al- 
ready existed,  and  where  enucleation  would  only  add  to  the 
dangers  by  affording  new  avenues  of  absorption,  he  would  do 
hysterectomy.  He  thought  the  time  would  arrive  when  we 
should  remove  uterine  fibroids  with  almost  as  great  certainty  of 
success  as  in  ovarian  tumors,  but  the  question  of  submitting  to 
an  operation  should  be  left  to  the  patient,  and  the  doctor  should 
act  according  to  her  wishes. 

Dk.  S.  C.  Gordon,  of  Portland,  Me.,  read  a  paper  entitled 

THE   DANGERS  AND   COMPLICATIONS   OF   UTERINE   FIBROIDS.' 

Discussion  on  the  Papers  on  Fibroid  Tumors  of  the   Uterus. 

Dr.  Paul  F.  Munde.  of  New  York,  disagreed  in  a  most  posi- 
tive manner  with  Dr.  Gordon  in  regard  to  removing  the  ute- 
rus for  all  cases  of  fibroid.  In  his  own  practice  he  did  not  find 
more  than  ten  per  cent  of  cases  in  which  hysterectomy  was  con- 
sidered advisable.  It  seemed  to  him  that  it  would  be  most 
reckless  surgery  to  remove  the  entire  organ  simply  because  it 
might  contain  a  fibroid,  no  matter  how  small,  even  the  size  of  a 
hazelnut,  as  he  understood  Dr.  Gordon  to  advise.  All  knew 
that  in  many  instances  no  symptoms  whatever  were  ever  caused 
by  fibroids  of  the  uterus. 

Dr.  William  M.  Polk,  of  New  York,  said  he  fully  agreed 
with  Dr.  Munde  that  it  was  not  necessary  to  remove  the  uterus 
in  all  cases  of  fibroids,  especially  when  they  were  of  small  size. 
But,  on  the  other  hand,  where  such  fibroids,  large  or  small,  pro- 
duce symptoms  which  lead  the  patient  to  seek  relief,  he  thought 
that  she  was  entitled  to  the  operation. 

'  See  original  article,  p.  106. 
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Where  it  was  decided  to  perform  hysterectomy,  complete  or 
incomplete,  he  was  decidedly  of  the  opinion  that  the  complete 
operation  was  the  one  which  ought  to  l)e  done.  It  had  been  as- 
serted that  by  leaving  the  cervix  the  operation  required  less  time 
and  possessed  the  further  advantage  of  leaving  the  floor  of  the 
pelvis  intact  ;  but,  as  a  matter  of  fact,  both  ways  of  operating 
should  be  carried  out  equally  quick,  and  there  Avas  a  disadvan- 
tage in  leaving  a  portion  of  the  cervical  tissue,  as  it  was  liable 
to  become  degenerated  subsequently  or  to  block  up  purulent 
material.  Inasmuch,  then,  as  the  incomplete  operation  had  no- 
thing in  its  favor  which  could  not  be  justly  claimed  for  the  other, 
he  thought  it  could  not  compare  with  it  as  a  method  of  treat- 
ing these  cases. 

Dr.  Florian  Krug,  of  Xew  York,  said  he  would  indoi'se 
what  Dr.  Polk  had  asserted,  that  it  was  not  the  size  of  the  fib- 
roid, nor  should  it  be  our  inclination  to  operate,  that  should 
have  anything  to  do  with  the  matter.  We  should  rather  be 
guided  by  the  woman's  complaint.  There  might  be  a  large- 
sized  fibroid  which  did  not  give  rise  to  any  symptoms  what- 
ever ;  and  there  might  be  a  very  small  fibroid  which  made  the 
patient  a  chronic  invalid  and  rendered  her  life  miserable,  and 
led  her  to  come  to  the  doctor  begging  that  an  operation  might 
be  done.  He  thought  that  we  ought  not  to  deny  the  patient 
the  benefit  of  our  surgical  experience  when  she  demanded  it. 

As  to  the  method  of  operating,  he  was  on  record  as  being  in 
favor  of  total  extirpation. 

Dr.  J.  Taber  Johnson,  of  Washington,  preferred  to  operate  by 
treating  the  stump  extraperitoneally,  and  said  that  the  wire  serre- 
neud  would  control  hemorrhage  perfectly.  He  had  operated  upon 
twenty  or  thirty  cases  in  this  manner,  and  had  found  the  time 
consumed  a  great  deal  less  than  he  had  required  to  perform  Baer's 
in  one  case.  Dr.  Baer,  he  understood,  required  only  thirty  or 
thirty-five  minutes,  but  in  the  single  instance  in  whicli  he  had 
■operated  l)y  that  method  it  had  required  an  hour  and  a  half.  Al- 
together he  had  only  lost  three  cases  after  hysterectomy  for 
fibroids.  He  quite  agreed  with  Dr.  Polk  that  where  a  small 
fibroid  existed  and  could  be  removed  by  enucleation  it  would 
"be  quite  improper  to  remove  the  entire  organ. 

Dr  a.  W.  Johxstone,  of  Cincinnati,  said  his  experience  with 
hysterectomy  for  fibroids  had  been  limited — fifteen  or  twenty 
in  number — but  he  had  not  lost  any  patients. 

Dr.  Joseph  Price,  of  Philadelphia,  said  his  experience  with 
hysterectomy  in  these  cases  had  been  rather  large  and  varied.  In 
past  years  he  had  exchanged  some  rather  hard  blows  during  dis- 
cussions upon  this  subject,  but  it  seemed  to-day  there  was  rather 
a  uniform  consensus  of  opinion  as  to  the  importance  of  surgery, 
both  early  and  late.  With  regard  to  retrograde  changes  in  these 
growths,  referred  to  by  Dr.  Gordon,  he  had  had  considerable 
and  painful  experience  in  this  line.     It  was  common  in  medi- 
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cal  societies  to  hear  certain  practitioners  say  that  they  had  had 
a  large  experience  with  these  cases,  that  tliey  liad  seen  as  many 
as  six,  ten,  or  twenty,  and  that  in  their  opinion  surgical  interfer- 
ence was  not  called  for.  Dr.  Price  took  pleasure  in  asking  such 
gentlemen  M^hat  had  become  of  their  patients.  He  knew  some- 
thing about  a  part  of  them.  They  had  gone  to  this,  that,  or  the 
other  gynecologist  to  be  rescued  from  the  grave  at  a  time  when 
it  required  the  combined  efforts  of  surgery  and  a  miracle  to  save 
them.  Early  in  his  experience  he  had  met  with  a  number  of 
cases  of  fibroid  wiiich  had  gone  on  to  malignant  change,  and  he 
cited  at  least  two  in  which  a  fatal  result  had  followed  operation. 

As  to  multinodular  small  fibroids,  he  had  found  removal  of 
the  appendages  a  valuable  means  of  checking  their  growth  and 
relieving  the  symptoms  due  to  their  presence. 

As  to  the  importance  of  drainage,  he  would  simply  have  to 
give  up  his  work  if  it  were  not  for  abundant  drainage.  He  val- 
ued it  above  all  other  means  in  saving  life.  It  was  true,  how- 
ever, he  had  very  few  cases  of  simple  operations.  He  operated 
constantly  for  advanced  disease,  yet  his  mortality  would  fall  be- 
low five  per  cent,  and  he  attributed  it  largely  to  the  uniform 
practice  of  drainage. 

Dr.  William  E.  Ford,  of  Utica,  said  that  he  lived  in  a  town 
of  about  fifty  thousand  inhabitants,  and  cases  operated  upon 
were  not  likely  to  be  lost  sight  of,  and  if  they  did  not  get  well 
it  was  likely  to  be  widely  known  and  injure  the  surgeon's  repu- 
tation. Under  such  circumstances  they  certainly  would  not  be 
justified  or  upheld  in  operating  on  all  cases  of  fibroids  of  the 
uterus,  especially  where  the  tumors  were  small  or  gave  rise  to 
but  few  symptoms.  Therefore  he  had  made  use  of  electricity 
and  other  means  which  would  tend  to  relieve  the  symptoms,  and 
operated  only  after  it  became  quite  necessary.  lie  most  thor- 
oughly indorsed  the  position  of  Dr.  Munde  that  it  would  be 
wrong  to  extirpate  every  uterus  which  might  contain  a  fibroid, 
no  matter  how  small  it  might  be  or  how  free  the  w^oman  might 
be  from  symptoms. 

Dr.  W.  Gill  Wylie,  of  'New  York,  said  that  his  first  hyste- 
rectomy for  fibroids  was  performed  in  Bellevue  ten  years  ago, 
and  since  then  his  experience  had  been  considerable.  He  could 
say  that  any  other  measures  excepting  surgical  offered  very  lit- 
tle hope.  In  answer  to  the  last  speaker,  he  said  that  although 
the  surgeons  in  the  city  might  lose  sight  of  their  cases  not  long 
after  the  operation,  they  also  saw  now  and  then  one  which  had 
been  treated  by  other  means  than  surgical,  from  the  country^ 
with  such  results  that  even  hysterectomy  was  much  less  promis- 
ing than  it  would  have  been  at  an  earlier  date.  For  instance, 
he  had  seen  two  of  Dr.  Ford's  cases  treated  by  electricity,  and 
in  both  there  was  local  peritonitis,  hematoma,  in  one  a  large 
double  hematoma.  Both  patients  recovered  after  hysterectomy. 
With    regard  to  methods   of  operating  and   of   treatment,  he 
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always  took  into  first  consideration  the  saving  of  the  patient's 
life,  and  then  that  of  effecting  a  cure  of  the  symptoms.  He 
did  not  believe  at  all  in  removing  the  uterus  in  all  cases  of 
fibroids,  for  in  some  he  had  curetted  and  resorted  to  such  treatment 
as  seemed  indicated  short  of  laparatomy,  and  the  patients  had 
subsequently  become  pregnant.  Then  there  were  some  cases  in 
which  a  symptomatic  cure  could  be  effected  by  removal  of  the 
appendages.    Dr.  Wylie  expressed  no  sympathy  with  electricity. 

Dr.  MoGrONEGAL,  of  San  Francisco,  by  invitation,  expressed 
his  interest  in  the  discussion  and  the  varied  opinions  which  it 
had  elicited.  He  thought  we  were  doing  a  great  many  more 
operations  than  we  used  to,  and  he  thought  they  were  in  the 
main  justifiable.  Of  course  Dr.  Gordon  had  gone  a  long  way 
in  saying  that  all  uteri  which  contained  fibroids  ought  to  be  re- 
moved. He  did  not  think  that  fast  rules  in  regard  to  operating 
should  be  laid  down.  He  had  performed  the  method  by  fixing 
the  stump  in  the  abdominal  wall  in  one  instance,  and  was  much 
pleased  M'itli  it.  Dr.  Baer's  metliod  struck  him  as  being  very 
simple ;  and  he  had  seen  that  of  Drs.  Goffe  and  Dudley  per- 
formed four  times,  and  had  also  been  pleased  with  that ;  yet  he 
believed  that  if  he  were  to  do  the  intraperitoneal  operation  he 
would  use  the  method  of  Polk,  preferring  to  leave  no  portion 
of  the  womb. 

Dr.  a.  Palmer  Dudley,  of  Xew  York,  advocated,  as  he  had 
done  on  former  occasions,  the  intraperitoneal  method,  but  leav- 
ing the  cervix  as  a  stump  outside  the  peritoneum — the  method 
which  had  been  referred  to  during  the  discussion  as  that  of 
Goffe  and  Dudley.  Kimball,  he  said,  was  not  the  first  to  per- 
form hysterectomy  for  fibroid,  that  gentleman  having  stated 
that  he  was  present  at  the  first  operation,  which  was  performed 
by  Dr.  Burnham,  of  Louisville. 

Dr.  Wathex,  of  Louisville,  thought  the  discussion  had  been 
an  interesting  one,  and  showed  the  rapid  progress  we  had  been 
making  in  the  treatment  of  fibroid  tumors.  He  was  inclined  to 
the  opinion  that  no  one  method  would  ever  be  universally 
adopted.  The  only  one  which  he  iiad  practised  had  been  fast- 
ening the  stump  in  the  abdominal  wound,  but  he  was  inclined 
to  think  that  some  of  the  intraperitoneal  methods  would  be  pre- 
ferable in  certain  cases. 

Dr.  Xoble,  of  Philadelphia,  had  removed  the  appendages 
for  fibroids  in  about  sixteen  cases,  and  in  all  there  had  been  a 
systematic  cure  except  one.  He  called  attention  to  the  fact 
that  it  was  not  proper  to  speak  of  the  methods  of  treating  the 
stump  practised  by  Dudley,  Goffe,  and  Baer  as  intraperitoneal. 
The  stump  was  quite  extraperitoneal,  and  to  confound  the  meth- 
od with  the  intraperitoneal  would  prejudice  many  men  against 
it.  He  did  not  believe  that  drainage  was  necessaiw,  unless  in 
very  exceptional  cases,  and  in  the  only  one  in  which  he  had 
employed  it  a  sinus  had  formed,  due,  no  doubt,  to  the  use  of  the 
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drainage  tube.  Drainage  was  called  for  onlj  when  there  was 
septic  matter  in  the  pelvis. 

The  readers  of  the  papers  were  called  upon  in  turn  to  make 
some  closing  remarks.  Dk.  Goedon  said  that  it  was  not  his 
intention  to  convey  the  idea  that  the  uterus  should  be  removed 
in  every  case  of  fibroid.  When  these  were  very  small  and  no 
symptoms  resulted  the  patient  was  not  likely  to  consult  the 
doctor.  But  where  there  were  sufficient  symptoms  to  cause 
the  patient  to  seek  relief  he  would  do  hysterectomy. 

Dr.  Goffe  said  that  the  method  which  he  had  described  was 
not  intraperitoneal,  but  intrapelvic  and  extraperitoneal. 

Dk.  Mann  replied  to  the  arguments  in  favor  of  leaving  the 
cervix,  and  expressed  the  opinion  that  the  advantages  were 
fanciful.  It  was  better  to  leave  no  part  of  the  uterus  for  sub- 
sequent degeneration  of  any  form.  He  had  spoken  to  several 
gentlemen  who  had  performed  Dr.  Polk's  operation,  and  had 
thus  collected  sixty-eight  cases  with  five  deaths,  which  he  re- 
garded as  a  good  showing.  With  regard  to  drainage,  and  the 
statement  that  it  was  unnecessary  as  there  was  no  sepsis  in  the 
pelvis,  Dr,  Mann  claimed  that  the  vagina  could  not  be  opened 
in  total  extirpation  or  partial  extirpation,  leaving  only  the  cer- 
vix, without  danger  of  inoculating  the  pelvis  with  septic  germs. 

Dk.  a.  J.  C.  Skene,  of  Brooklyn,  read  an  essay  entitled 

PATHOLOGY    AND    TREATMENT    OF    IN.TURIES    OF    THE    PELVIC 

FLOOR. 

Considered  as  a  mechanical  structure,  the  pelvic  floor  re- 
sembles a  diaphragm  composed  of  muscles  and  fascia  which 
close  the  pelvic  outlet,  its  borders  being  attached  to  the  bony 
walls,  and  being  held  at  the  proper  elevation  by  the  levator  ani 
muscles.  Its  mechanism  is  based  upon  the  principle  of  the  sus- 
pension bridge,  the  anchorage  being  represented  by  the  pelvic 
bones,  the  floor  representing  the  bridge,  and  the  levator  ani 
muscles  corresponding  to  the  sustaining  cables. 

All  injuries  sustained  by  the  pelvic  floor  may  be  divided  into 
two  classes,  as  follows:  first,  those  that  occur  in  the  median  line 
in  a  direction  corresponding  to  the  axis  of  the  pelvis ;  second, 
those  injuries  which  occur  above  the  floor  itself — transverse  in- 
ternal lacerations. 

Lacerations  in  the  median  line  occur  in  various  forms  and 
degrees:  first,  a  solution  of  continuity  of  all  the  tissues  extend- 
ing from  the  posterior  commissure  to  the  sphincter  ani ;  second, 
the  same  injury  plus  laceration  of  the  sphincter.  To  these  va- 
rieties, which  have  been  recognized  in  all  ages,  the  author  added 
another — subcutaneous  laceration  of  the  muscles  and  fascia  in  the 
median  line,  usually  limited  to  the  transverse  perinei  muscle  and 
fascia,  but  in  rare  cases  involving  the  sphincter  ani,  three  cases 
or  more  having  come  under  the  author's  observation. 

The  second  class  of  injuries  are  transverse,  and  liave  been 
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described  as  internal  lacerations,  consisting  in  laceration  of  the 
anterior  fibres  of  tlie  levator  aoi  muscle  and  fascia,  usually  at- 
tended with  separation  of  the  muscular  layer  of  the  vaginal 
wall  from  the  pelvic  fioor.  As  a  rule,  if  there  is  laceration  of 
the  levator  ani  it  is  subcutaneous,  not  attended  with  laceration 
of  the  mucous  membrane  of  the  vaginal  wall.  Lacerations  are 
most  easily  detected  by  grasping  the  pelvic  floor  in  the  median 
line  between  the  thumb  and  finger. 

Dr.  Skene  is  fully  convinced  that,  although  rectocele  is  said 
to  follow  transverse  lacerations,  it  can  do  so  only  in  rare  in- 
stances;  that  the  usual  so-called  rectocele  is  not  a  rectocele  at 
all,  but  a  prolapsus  of  the  vaginal  wall  with  a  varicose  condition 
of  the  veins.  This  form  of  injury,  when  it  involves  the  levator 
ani,  is  attended  by  more  distressing  symptoms  and  secondary 
pathological  changes  than  any  other.  AVhen  it  has  lasted  for 
years  atrophy  of  the  levator  ani,  etc.,  takes  place,  and  no  opera- 
tive procedure  can  then  bring  about  a  cure.  The  thinning  of 
the  tissues  might  mislead  one  to  suppose  there  had  been  subcuta- 
neous laceration.  With  slight  modifications  he  accepted  the 
treatment,  and  fully  the  pathology,  of  complete  laceration  in- 
volving the  sphincter  ani,  as  presented  by  Dr.  Thomas  Addis 
Emmet. 

The  author  expressed  some  surprise  that  there  still  existed  so 
little  agrc3ement  among  gynecologists  as  to  the  best  manner  of 
repairing  injuries  to  the  pelvic  floor,  but  thought  it  was  due  to 
imperfect  understanding  of  the  pathology. 

In  median-line  injuries  he  operated  by  simply  removing  the 
scar  tissue,  refreshing  the  ends  of  the  muscles  and  fascia  which 
have  been  divided.  The  vaginal  wall,  which  had  been  attached 
to  the  lower  angle  of  the  laceration,  is  liberated  and  raised  so  as 
to  form  the  inner  surface  of  the  pelvic  floor.  In  complete  lace- 
rations involving  the  sphincter  ani  he  follows  closely  the  prin- 
ciples laid  down  by  Emmet,  varying  from  him  in  the  steps  of 
the  operation  only  in  unimportant  particulars.  In  subcutaneous 
laceration  in  the  median  line  involving  the  fascia  and  transverse 
perinei  alone,  he  makes  the  laceration  complete  by  dividing  the 
integument  from  the  posterior  commissure  down  to  the  upper 
border  of  the  sphincter  ani,  trims  away  superfluous  tissue,  and 
closes  the  wound  substantially  as  in  recent  lacerations.  In  the 
treatment  of  transverse  or  internal  lacerations  he  has  found 
that  Emmet's  method  fulfils  every  indication  where  the  pelvic 
floor  itself  is  in  perfect  condition,  but  it  is  necessary  to  do  some- 
thing more  where  the  pelvic  Hoor  has  sustained  a  subcutaneous 
laceration  or  when  atrophy  has  occurred  in  the  median  line 
from  stretching.  He  has  also  obtained  better  results  by  treating 
the  so-called  rectocele  somewhat  differently,  causing  by  incision 
a  complete  median  laceration,  bringing  together  the  edges  of 
the  vagina  down  to  the  muscular  tissue  of  the  pelvic  floor,  then 
closing  from  below  upward    muscle,  fascia,   and   integument, 
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crowding  the  enlarged  vessels  and  cellular  tissue  back,  and  unit- 
ing the  vaginal  wall  to  the  floor  of  the  pelvis  with  sutures  which 
bring  together  the  lateral  edges  of  the  pelvic  floor. 


The  following  officers  were  elected  for  the  ensuing  year : 
President  :^  Dr.  Wni.  T.  Lusk,  of  New  York. 
Vice- Presidents  :  Dr.  Samuel  C.  Busey,  of  Washington,  and 
Dr.  Bache  McE.  Emmet,  of  New  York. 
Secretary :  Dr.  H.  C.  Coe,  of  New  York. 
Treasui^er :  Dr.  M.  D.  Mann,  of  BufiFalo. 
The  next  meeting  will  be  held  in  Washington  in  May,  1694. 
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1.  At  a  meeting  of  the  Medical  Board  of  the  New  York 
Foundling  Hospital,  held  January  2d,  1893,  the  following  pre- 
amble and  resolutions  were  adopted  : 

The  Medical  Board  of  the  i^o.^^  York  Foundling  Hospital 
with  sorrowful  feelings  deplores  the  loss  of  one  of  its  members 
in  the  person  of  the  late  Dr.  Charles  Carroll  Lee,  an  attend- 
ing physician  at  the  hospital  from  nearly  its  inception  a  quarter 
of  a  century  ago. 

A  man  of  courtly  manners,  he  was  at  the  same  time  most  sim- 
ple and  kind-hearted. 

In  the  early  years  of  his  professional  life  he  answered  the 
trump  of  his  country's  call  and  served  with  the  army  as  assistant 
surgeon  until  the  close  of  the  war. 

His  knowledge  of  his  profession  was  varied,  sound,  and  ex- 
tensive, and  he  coupled  with  this  a  wonderful  grace  and  tact 
that  made  him  a  most  pleasant  man  to  meet. 

As  a  citizen,  relative,  and  friend  he  was  rich  in  the  possession 
of  a  superabundance  of  civic  and  domestic  virtues,  and  all  these 
eminent  attainments,  added  to  the  excellence  of  a  spotless  pri- 
vate character,  were  appreciated  not  only  by  his  immediate  col- 
leagues but  by  the  profession  at  large.  It  can  safel}'  be  said 
of  him  that  while  he  was  a  good  physician,  he  was  a  true  man, 
prompt  and  efficient  in  all  that  pertained  to  professional  life ; 
no  laggard  was  he.  We  feel  that  he  has  passed  to  his  reward, 
to  enjoy  the  dawning  of  that  celestial  day  that  knows  no  night, 
the  recompense  of  a  useful  and  well-spent  life. 

Resolved,  That  to  his  bereaved  family  our  respectful  sympa- 
thy we  tender,  and  that  a  copy  of  this  preamble  and  resolution 
be  sent  to  them ;  also,  that  a  copy  of  the  same  be  spread  in  a 
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minute  on  the  records  of  tlie  Medical  Board  and  published  in 

the  medical  journals  of  this  city. 

J.  Lewis  Smith,  M.D,, 
George  F.  Carey,  M.D., 
John  P.  McGowan,  M.D., 

Cmnmittee. 


2.  All  members  of  the  medical  profession  are  cordially  invited 
to  attend  the  meetings  of  the  Section  on  Gynecology  and  Ab- 
dominal Surgery  of  the  Pan-American  Medical  Congress,  to 
be  held  in  "Washington,  September  5th,  6th,  7th,  and  8th. 

The  sessions  promise  to  be  exceptionally  interesting,  many 
valnable  papers  having  been  contributed.  Those  who  may 
wish  to  read  papers  before  this  section,  and  who  have  not  yet 
sent  in  their  titles  and  skeleton  abstracts,  are  requested  to  do  so 
at  once. 

Papers  have  already  been  contributed  by  the  following  dis- 
tinguished gentlemen  from  the  United  States  and  Canada : 
Drs.  T.  Johnson  Alloway,  Montreal,  Can.;  A.  W.  Abbott,  Min- 
neapolis, Minn.;  J.  M.  Ealdy.  Philadelphia,  Pa.;  II.  J.  Boldt, 
Xew  York  City;  Augustus  P.  Clarke,  Cambridge,  Mass.;  Er- 
nest W.  Cushing,  Boston,  Mass.;  Andrew  F.  Currier,  Xew 
York  City;  L.  IJ.  Dunning,  Indianapolis,  Ind.;  Geo.  P.  Deane, 
Spartansburg,  S.  C;  TV.  E.  B.  Davis,  Birmingham.  Ala.;  Jo- 
seph Eastman,  Indianapolis,  Ind.;  Geo.  M.  Edebohls,  New 
York  City;  De  Saussure  Ford,  Augusta,  Ga.;  William  Gard- 
ner, Montreal,  Can.;  T.  H.  Hawkins,  Denver,  Col.;  John  P. 
Hayues,  Los  Angeles,  Cal.;  Edw.  TV.  Jenks,  Detroit,  Mich.; 
Jos.  Taber  Johnson,  Washington,  D.  C;  Howard  A.  Kelly, 
Baltimore,  Md.  ;  Florian  Krug,  New  York  City ;  G.  Betton 
Massey,  Philadelphia,  Pa.;  Lewis  S.  McMurtry,  Louisville,  Ky. : 
K.  B.  Maury,  Memphis,  Tenn.;  Wm.  F.  Myers,  Ft.  "Wayne, 
Ind.;  E.  E.  Montgomery,  Philadelphia,  Pa.;  Robert  T.  Morris, 
Xew  York  Citv  ;  Ciias.  P.  Noble,  Philadelphia,  Pa.;  Jos.  Price, 
Philadelphia,  Pa.;  Geo.  H.  Rohe,  Baltimore,  Md.;  Jas.  F.  W. 
Poss,  Toronto,  Can.;  Chas.  A.  L.  Peed.  Cincinnati.  O.;  I.  S. 
Stone,  Washington,  D.  C;  P.  Stansbury  Sutton,  Pittsburg,  Pa.; 
T.  Algernon  Temple.  Toronto.  Can.;  A.  Yander  Yeer,  Albany, 
N.  Y.;  W.  B.  Ward,  Topeka,  Kan. 

Brooks  H.  Wells,  W.  W.  Potter, 

71  West  45th  St..  N.  Y.  City,  Executive  President. 

Jin  glish  -Speal'i)}  g  Seer  eta  ry. 


3.  The  nineteenth  annual  meeting  of  the  TIississippi  Yalley 
Medical  Association  will  occur  in  Indianapolis,  Wednesday, 
Thursday,  and  Fridav,  October  4th.  5th.  and  6th,  1893.     A  gene- 
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ral  session  will  be  held  each  morning,  and  the  afternoons  will 
be  devoted  to  section  work.  There  will  be  three  sections  at  this 
meeting — viz.,  one  on  general  medicine,  one  on  general  surgery, 
and  one  on  obstetrics  and  gynecology,  the  last-mentioned  hav- 
ing been  added  since  the  last  meeting.  The  profession  of  Indi- 
anapolis is  united  in  extending  a  cordial  invitation  to  physicians 
and  their  families  to  attend  the  meeting.  Reduced  railroad 
rates  will  be  provided,  further  notice  of  which  will  be  given. 
The  secretary  will  be  glad  to  receive  titles  from  those  physicians 
desiring  to  favor  the  Association  with  papers.  It  is  especially 
requested  that  these  titles  be  sent  as  early  as  possible,  in  order 
to  give  ample  opportunity  for  the  appointment  of  leaders  in 
discussion.  The  secretary  will  take  pleasure  in  giving  any  in- 
formation in  connection  with  the  meeting. 

Fkederick  C.  Woodecrn,  Secretary^ 

399  College  avenue. 


4.  The  third  annual  meeting  of  the  American  Electro- 
Therapeutic  Association  will  be  held  in  Chicago,  September 
]2th,  13th,  and  14th,  at  Apollo  Hall,  Central  Music  Hall  Block. 

Members  of  the  medical  profession  interested  in  electro- 
therapeutics are  cordially  invited  to  attend. 

AUGUSTIN    H.    GOELET,    M.D., 

President. 
Margaret  A.  Cleaves,  M.D., 

Secretary., 
68  Madison  Ave.,  Kew  York  City. 


THE  j^:siERiCi>L:isr 
JOUR^TAL     OF    OBSTETRICS 

AND 

DISEASES  OF  WOMEX  AND  CHILDREN. 


Vol.   XXVIII.  AUGUST,   1893.  Xo. 


ORIGINAL  COMMUNICATIONS. 


REMARKS  ON  APPEXDICITIS, 

WITH  KEPORTS  OF   CASES.' 


CHRISTIAN  FENGER,  M.D., 
Professor  of  Surgery,  Chicago  Polyclinic,  and  College  of  Physicians  and  Surgeons.  Chicago. 


(With  nine  illustrations.) 


I  SHALL  not  attempt  to  go  through  this  vast  subject  in  detail, 
as  the  literature  during  the  last  ten  years  has  increased  to  an 
enormous  extent,  but  I  will  limit  myself  to  a  sketch  of  the 
latest  investigations  on  the  subject  and  the  controversial  points 
brought  up  by  the  modern  surgical  treatment  of  the  disease. 

Pathology.  I.  Appendix. — Inflammation  of  the  mucosa  is 
in  all  probability  most  often  caused  by  extension  from  a  catar- 
rhal inflammation  of  the  cecum,  because  fecal  concretions  are 
found  in  less  than  one-half  (thirty-nine  per  cent— Ranvers)  of 
the  cases  of  perforation,  and  because  foreign  bodies  and  ulcers 
are  only  exceptionally  seen.     Thus  we  may  say  with   Iversen 

'  Read  before  the  Gynecological  Society  of  Chicago,  March  17th,  1893. 
11 
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and  Kiimmel  that  the  cause  of  the  initial  catarrh  of  the  appen- 
dix is  unknown.  The  swelhng  of  the  mucosa  leads  to  stenosis 
at  the  narrowest  point,  at  Gerlach's  valve,  and  the  products  of 
hypersecretion  are  retained  in  the  appendix.  Septic  material 
from  the  contents  invades  the  wall  either  through  intact  epi- 
thelium, which  is  most  common,  or  through  a  loss  of  substance 
by  ulceration  (Senn,  Hugh). 

Microscopical  examination  of  the  wall  of  the  appendix  re- 
veals evidences  of  septic  lymphangitis,  swelling  of  the  mucosa 
and  the  solitary  glands,  and  filling  of  the  paravascular  spaces 
in  the  muscularis  and  subserosa  by  leucocytes  (Senn,  Iversen). 
In  the  subserosa  diffused  islands  of  leucocytes  (Iversen)  or  mili- 
ary microscopical  abscesses  are  seen,  as  in  my  Case  13. 

The  lymphangitis  and  diffuse  inflammation  are  more  pro- 
nounced in  the  subperitoneal  tissue  than  in  the  muscular  coat ; 
this  explains  why  plastic  peritonitis  is  an  almost  constant  con- 
sequence, and  accounts  for  the  adhesions  in  which  the  appendix 
is  afterward  found  buried. 

This  catarrhal  inflammation  may  subside  (Iversen),  the  open- 
ing into  the  appendix  again  become  patent,  and  after  one  or 
more  attacks  permanent  recovery  with  a  normal  appendix  takes 
place.  A  transparent  veil  of  fine  adhesions  binding  the  ap- 
pendix to  its  surroundings  alone  remains  as  an  evidence  of 
the  appendicitis  of  years  ago  (my  Case  15).  More  often,  per- 
haps, a  partial  or  total  obliteration  of  the  lumen  of  the  appendix 
remains  (Ranvers;  my  Cases  3  and  13). 

Virulent  acute  septic  inflammation  is  often  caused  by  fecal 
concretions.  It  takes  the  form  of  diffused  phlegmonous  inflam- 
mation terminating  in  gangrene  or  necrosis  of  usually  a  small 
portion  of  the  wall,  but  rarely  of  the  entire  appendix  up  to  the 
cecum,  as  in  Case  1.  When  the  dead  tissue  is  separated  we 
have  a  perforation  corresponding  in  size  to  the  necrotic  terri- 
tory. The  fecal  concretions  remain  in  the  appendix  or  fall  out ' 
into  the  peritoneal  cavity,  or  the  whole  or  a  part  of  the  appen- 
dix is  separated  and  floating  in  the  fecal  peritonitic  exudate. 

A  localized  annular  necrosis  is  seen  in  Fig.  9,  Case  14,  close 
to  the  cecum,  with  mucosa  and  muscularis  absent,  and  with  a 
small  perforation  in  the  serosa  leading  into  a  small  cavity  com- 
municating with  the  cecum. 

'  See  Fig.  1,  Case  2. 


FENGER  :    REMA.RKS    ON    APPENDICITIS.  163 

Perforative  inflammation  of  the  appendix  is  common  behind 
a  stricture  (Kiimmel).  and  multiple  small  openings  are  often 
found  in  appendices  removed  because  of  chronic  or  intermittent 
appendicitis. 

Perforation  of  the  appendix  almost  always  occurs  in  the  more 
severe  cases.  In  87  cases  reported  by  Weir  Si  perforations 
were  observed,  and  in  only  3  cases  was  the  wall  intact.  In  the 
milder  cases,  which  terminate  in  resolution,  the  wall  is  not  per- 
forated (Lange).  In  mild  localized  cases  of  intermittent  ap- 
pendicitis, however,  perforation  frequently  exists,  A  small 
opening  and  a  slow  process  of  perforation  do  not  necessarily  lead 
to  a  serious  attack. 

Location  of  the  Diseased  Appendix. — It  is  important  for  di- 
agnosis as  well  as  for  operation  to  know  where  the  appendix  is 
mist  often  found.  The  interesting  investigations  of  Bryant 
show  that  the  appendix  was  found,  in  the  144  cases  he  tabulated, 
behind  the  cecum  in  32  cases;  on  medial  side  of  cecum  in  34 
cases;  below  and  on  medial  side  of  cecum  in  '28  cases;  below 
and  down  toward  the  pelvis  minor  in  21  cases  ;  straight  down 
in  the  iliac  fossa  in  5  cases;  outward  and  on  outer  side  of  cecum, 
at  different  heights,  in  2.  3,  and  4  cases ;  and  on  medial  side  of 
cecum,  high  up  toward  the  liver,  in  1  case. 

It  will  be  seen  that  McBurney's  point,  about  which  there  has 
been  so  much  debate  lately,  corresponds  very  well  with  the  lo- 
cation of  the  app3ndix,  and  consequently  with  the  centre  of  the 
disease,  in  ^^  if  not  in  115  of  the  144  cases  reported.  Conse- 
quently, although  McBurney's  point  is  not  an  absolute  guide,  it 
is  nevertheless  of  value  in  the  majority  of  cases. 

The  location  of  the  perityphlitic  abscess  will  therefore  be  (as 
Lange  has  pointed  out)  in  one  of  the  following  places  :  (1)  around 
the  cecum  in  the  iliac  fossa  above  the  outer  half  of  Poupart's 
ligament  and  upon  the  anterior  wall  of  the  abdomen  ;  (2)  on  the 
medial  side  of  the  cecum  ;  (3)  rarely  in  the  small  pelvis ;  (4)  on 
the  outer  lateral  side  of  the  cecum,  extending  up  into  the  lumbar 
or  renal  regions. 

The  inflimmition  may  extend  to  the  surroundings  of  the 
app3niix  in  t;va  direstions :  lirst,  to  the  psritoneal  cavity;  and 
ses'jad.  to  the  retroperitoneal  tissues. 

1.  Eotensioii  to  the  Peritoneal  Ca>nty. — Peritonitis,  whether 
caused  by  a  mere  lymphangitis  or  by  a  perforation  and  fecal 
extravasation,  may  cease  or  become  limited  at  any  point  from 
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the  immediate  neighborhood  of  the  diseased  appendix  to  the 
entire  j^eritoneal  cavity.  The  causes  for  hniitation,  many  of 
which  are  nnknown,  I  shall  pass  by,  with  the  exception  of  the 
anatomical  conditions  which  influence  the  limitation  of  a  spread- 
ing peritonitis,  as  pointed  out  by  Mikulicz.  He  points  out  that 
certain  natural  barriers  aid  in  the  localization  of  the  inflamma- 
tion. The  transverse  colon  and  large  omentum  divide  the  ab- 
domen into  snpra-  and  infra-omental  spaces.  The  infra-omental 
space  is  again  divided  obliqnely  by  the  mesentery  of  the  small  in- 
testine into  supra-  and  infra-mesenteric  portions.  The  supra- 
omental  space  is  divided  by  the  liver  into  a  subphrenic  and  an 
infrahepatic  portion.  All  the  barriers  are  located  transversely 
and  thus  oppose  extension  in  a  vertical  direction.  The  trans- 
verse colon  and 'omentum  protect  the  larger  median  part  of  the 
abdomen  only.  On  the  lateral  sides  of  the  ascending  and  de- 
scending colon  there  are  no  barriers  to  prevent  extension  in  a 
vertical  direction.  The  barriers  are  active  in  limiting  extension 
from  below  upw^ard  only,  while  from  above  downward  septic 
fluid  will  sink,  by  gravitation,  unopposed  to  the  bottom  of  the 
small  pelvis.  These  anatomical  facts  and  points  correspond  as 
well  to  the  clinical  experience  as  to  the  extension  of  peritonitis 
from  a  focus  anywhere  in  the  peritoneal  cavity. 

2,  Extension  to  the  Retroperitoneal  Tissue  or  Space. — Korte 
has  called  attention  to  the  extension  of  septic  inflammation 
through  the  mesenteriolum  of  the  appendix.  Experiments  upon 
the  cadaver — namely,  injection  of  a  colored  fluid  through  a 
canula  pushed  from  the  lumen  of  the  appendix  into  the  me- 
senteriolum— showed  that  the  fluid  would  penetrate  into  or  be- 
tween the  two  folds  of  the  mesenteriolum,  then  into  the  retro- 
peritoneal tissue  in  the  iliac  fossa,  from  there  upward  into  the 
perirenal  tissue,  and  finally  up  behind  the  liver.  It  is  well 
known  that  abscesses  are  often  located  in  these  places,  sometimes 
simultaneously  in  more  than  one,  and  not  infrequently  the  only 
communication  between  the  abscesses  is  through  a  narrow 
canal. 

General  Course  and  Prognosis  of  Appendicitis. — At  the  pre- 
sent day,  when  surgery,  or  rather  surgeons  are  on  the  verge  of 
claiming  appendicitis  almost  to  exclusion  of  the  claims  of  inter- 
nal medicine,  it  is  important  to  remember  that,  on  the  whole, 
appendicitis  is  a  benignant  disease  with  a  good  prognosis,  and 
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that  in  the  great  majoritj  of  cases  surgical  interference  is  not 
called  for.  Taking  it  for  granted  that  perityphlitis  originates 
from  the  appendix  in  the  great  majority  of  cases — Einhorn,  from 
post-mortem  material  of  Bollinger's  in  Munich,  found  the  appen- 
dix diseased  in  91  per  cent  and  the  cecum  in  only  9  per  cent — we 
are  practically  justified  in  applying  the  clinical  statistics  in  this 
respect  to  appendicitis. 

The  mortality  in  general  of  appendicitis  is  only  ahout  5  per 
cent.  Pepper  stated  that  twenty  cases  to  one  are  permanently 
cared  without  operation.  Ranvers  collected  from  the  reports 
of  the  Prussian  army  2,000  cases  with  96  per  cent  of  cures  with- 
out operation  ;  and  from  four  years'  service  in  the  Charite  Hos- 
pital in  Berlin,  oi  cases  with  3  deaths,  or  94.5  per  cent  of  cures. 
I.  YoUert  gives  the  statistics  for  seven  and  three-quarter  years  at 
Xothnagel's  clinic  in  Vienna  as  65  cases  with  3  deaths,  or  95.4 
per  cent  of  cures;  34  were  cured,  25  improved,  2  not  cured,  1 
was  sent  to  the  surgical  clinic,  and  3  died.  Fiirbringer  reports 
a  mortality  of  10  per  cent. 

The  condition  of  the  appendix  in  cases  in  which  one  or  more 
attacks  of  appsndicitis  have  terminated  in  permanent  cure  has 
been  investigated  by  Ranvers.  He  examined  by  autopsy  13 
cases,  and  found  in  almost  every  case  complete  obliteration  of 
the  entire  appendix.  The  appendix  was  buried  in  adhesions 
down  to  the  cecum.  The  cecal  serosa  was  thickened,  adherent 
to  the  wall  of  the  pelvis,  but  not  to  loops  of  intestine.  In  the 
obliterated  appendix  he  found  only  once  a  small  fecal  concre- 
tion, surrounded  by  a  capsule  of  cicatricial  tissue.  Ranvers  said 
that  it  was  impossible  to  state  whether  or  not  perforation  had 
existed  in  these  cases,  but  that  from  the  detailed  pathological 
conditions  he  regarded  it  as  highly  probable  that  perforation  had 
taken  place. 

Lange  attempts  to  explain  the  discrepancy  between  our  home 
literature  and  these  facts  by  stating  that  the  surgeon  sees  only 
the  severe  cases  ;  that  the  most  severe  cases  of  appendicitis  are 
not  treated  in  the  hospitals,  but  die  at  home  ;  and  that  severe 
cases  of  appendicitis  are  probably  more  common  in  America 
than  in  Europe  on  account  of  the  different  mode  of  life, 
diet,  etc. 

The  facts  mentioned  above  seem  to  me  to  put  an  end  to  any 
absolute  claim  of  surgery  upon  appendicitis. 
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Clinical  Forms  of  Apjpeiidiciiis : 

1.  Diffuse  peritonitis. 

{a)  Acute  sepsis. 

(J)  Acute  diffuse  suppurative  peritonitis. 

(d)  Subacute  progressive  peritonitis  (Mikulicz). 

2.  Localized  suppurative  peritonitis — peri  typhi  it  ic  abscess. 

3.  Recurring  chronic  appendicitis  and  peri-appendicitis. 

4.  Adhesive  appendicular  peritonitis  with  localized    non- 

suppurative peri-appendicitis — Keen's  mild  form. 

5.  Late  consequences   following    appendicitis :  chronic  ab- 

scess, bands,  adhesions,  intestinal  obstruction,  pain. 

I  shall  consider  these  forms  in  the  order  named,  with  the  ex- 
ception of  adhesive  non-suppurative  appendicitis,  wliicli  has  no 
relation  to  surgery. 

I.  Diffuse  Peritonitis. — 1  have  operated  in  this  form  of 
appendicitis  in  the  following  eleven  cases,  only  one  of  which 
recovered  : 

Case  I.  Diffuse  gangrene  of  appendix  /  commencing  diffuse 
peritonitis  /  extirpation  of  appendix  three  days  after  symptoms 
of  appendicitis  had  appeared,  and  twenty-nine  hours  after 
symptoms  of  diffuse  peritonitis  had  set  m  ;  recovery. — Mrs.  H., 
35  years  of  age.  Previous  health  good.  December  28th,  1889, 
had  a  chill  followed  by  moderate  fever.  December  29th, 
fever.  December  30th  was  up  and  around  the  house.  Decem- 
ber 31st  was  attacked  with  pain  in  the  left  iliac  region  and 
vomited  all  night.  January  1st,  1890,  acufe  pain  over  entire 
abdomen,  which  was  later  localized  to  the  right  iliac  region. 
At  noon,  January  2d,  the  patient  had  a  chill  followed  by  col- 
lapse. At  7:30  P.M.  her  temperature  was  104°,  pulse  150.  After 
consultation  with  Dr.  Denslow  Lewis,  who  kindly  assisted  at  the 
operation,  I  extirpated  the  appendix  in  the  following  manner : 

A  lateral  long-itudinal  incision  was  made.  The  small  intes- 
tine  was  red  and  injected.  The  cecum  could  not  be  brought 
out  of  the  wound.  The  appendix  was  surrounded  by  fetid, 
purulent,  bloody  fluid,  was  non-adherent,  gangrenous,  grayish, 
discolored  to  close  to  the  cecum,  and  contained  two  fecal  con- 
cretions. No  perforation  of  the  wall  had  taken  place.  The  ap- 
pendix was  novv  ligated  and  extirpated.  An  attempt  was  made 
to  cover  the  wound  with  the  wall  of  the  cecum  and  with  the 
red,  thickened  mesenteriolum.  This  was  partially  successful. 
The  abdominal  cavity  was  washed  out    with  sterilized    water. 
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gauze  and  glass  drains  introduced.  The  drains  were  taken  out 
on  the  third  day,  and  all  the  stitches  removed  on  the  eighth  day. 
Convalescence  was  slow,  but  the  patient  linally  recovered. 

Case  II.  Localized  gangrene  of  apjyendix  ;  perforation  •  fe- 
cal stone  ;  diffuse  ijeritonitis  ;  extirpation  of  appendix  /  death 
after  twelve  hours. — October  8th,  1892,  I  was  called  in  consul- 
tation with  Drs.  Johnson  and  Billings  to  see  Mr.  S.  The  pa- 
tient, a  lumber  merchant  46  years  of  age,  had  previously  been 
health3\  On  October  5tli  he  went  to  Grand  Eapids.  While 
there  walked  about  a  good  deal  and  ate  some  grapes.  On  Oc- 
tober 6th  he  retarned  to  Chicago  and  was  attacked  by  pain  in 
the  abdomen  and  vomiting.  The  next  day  Dr.  Johnson  was 
called  to  see  the  patient.  Temperature  102°  ;  pulse  96,  strong. 
There  were  pain  and  tenderness  localized  in  the  right  iliac  fossa. 
The  bowels  had  not  moved  for  several  days.  Morphine  and  sa- 
lines were  given.  On  October  8th,  at  noon,  he  was  attacked  by 
sudden,  acute  pain  in  the  lower  part  of  the  abdomen.  Vomit- 
ing, clammy  perspiration,  collapse  ;  pulse  120. 

Consultation  at  4  p.m.  The  patient  was  in  bed  ;  pulse  120, 
weak  ;  temperature  101°.  He  complained  of  pain  on  coughing. 
The  abdomen  was  tense,  tympanitic,  hard.  The  tympanites  ren- 
dered the  liver  diilness  uncertain.  A  dull  area  the  size  of  the 
palm  of  the  hand  was  found  over  the  cecal  region.  The  charac- 
teristic facies  peritonitica  was  not  present,  the  patient  was  not 
cold,  the  right  leg  could  be  moved  without  pain,  and  the  abdomen 
was  not  very  tender.  At  6  o'clock  the  collapse  was  greater ;  pulse 
150,  temperature  100°  ;  no  pain,  patient  subjectively  better. 

Operation  at  6:30  p.m.  Lateral  iucision  six  to  seven  inches  in 
length.  The  abdominal  walls  were  very  thick  on  account  of 
the  corpulence  of  the  patient.  On  opening  the  peritoneal 
cavity  a  little  thin,  grayish,  fecal  fluid  escaped.  The  omen- 
tum and  intestine  were  congested.  Exudate  on  borders  of 
small  intestine.  The  appendix  was  found  deep  down  and  could 
with  difficulty  be  brought  into  the  wound.  A  fecal  concretion 
was  squeezed  out  of  the  appendix,  whose  mesenteriolum.  was 
thick  and  rigid.  The  appendix  was  ligated  after  tying  the 
mesenteriolum,  which  could  not  be  ligated  in  portions  on  ac- 
count of  the  thickness  of  the  abdominal  walls  and  the  impossi- 
bility of  getting  suffiaient  room  for  the  procedure  even  after 
transverse  division  of  the  rectus  muscle.  The  abdomen  was 
flushed  out  with  warm  sterilized  water,  a  gauze  and  three  glass 
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drains  introduced,  and  the  wound  united.  The  patient  at  the 
end  of  the  operation  was  pulseless. 

At  11:30  the  patient  had  no  pain,  felt  well,  and  joked  with 
his  friends.  Temperature  101°,  pulse  180.  An  hour  later  the 
pulse  was  136  and  extremely  weak.  At  2  a.m.  temperature 
102",  pulse  131.  The  pulse  became  weaker  and  could  not  be 
counted.  Just  before  his  death  at  6:30  a.m.  he  vomited  a  large 
quantity  of  black  matter  resembling  coffee  grounds. 

Autopsy  showed  diffuse  plastic  peritonitis.  In  the  iliac  fossa 
a  teaspoonful  of  brown,  gangrenous-looking  fluid  was  found. 
(See  Fig.  1.) 


Fig.  1  (Case  2).— Appendix  eleven  centimetres  long.  1,  Cecal  end  ;  2,  mesenteriolum  ap- 
pendicis:  3,  psrforation  opening  surrounded  by  area  of  gangrene,  where  wall  of  intestine  is 
as  thin  as  paper,  dark  brown,  and  discolored;  in  centre  are  two  openings  from  the  perfora- 
tion in  the  mesenteric  attachment  of  the  appendix  out  through  both  sides  of  the  mesentery ; 
4,  swollen,  red  epiploitic  appendices  along  both  sides  of  the  appendix;  5,  fecal  concretion. 

Case  III.  Non-'perforative  appendicitis ;  two  grape  seeds 
taken  from  appendix  ;  old  obliteration  of  distal  half  of  appen- 
dix ;  extirpation  of  appendix  ;  diffuse  hemorrhagiG peritonitis; 
death  after  thirty-six  hours. — Mrs.  F.  II.  J.,  35  years  of  age  ; 
father  living,  mother  died  from  vesical  cancer ;  married  twelve 
years;  never  pregnant;  has  been  under  the  care  of  an  eminent 
gynecologist  for  dj^s pareunia  and  sterility.  November  5th, 
1892,  while  patient  was  in  ISTew  York,  she  ate  grapes  and  swal- 
lowed the  seeds.  Two  days  later  she  had  pain  in  the  right  iliac 
resrion  external  to  the  ascendino-  colon.  November  12th  she  had 
pain  which  was  controlled  by  opium,  which,  however,  caused 
nausea  and  vomitino;.     ISTovember  19th  examination  in  consulta- 
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tation  with  Dr.  Ryan,  of  Springfield,  111.  Xo  tympanites  ;  slight, 
hardly  perceptible  fulness  over  cecum;  tenderness  on  deep  pres- 
sure over  cecum ;  no  appetite  ;  has  obtained  sleep  and  relief 
from  pain  only  by  the  use  of  opiates  for  the  past  week.  The 
bowels  had  been  moved  every  day  or  two  by  Hunyadi  water  or 
Epsom  salts,  but  she  experienced  neither  relief  nor  increase  of 
pain  after  bowels  moved.  There  has  never  been  any  swelling 
in  the  region  of  the  appendix,  bnt  only  tenderness.  For  the 
past  week  the  temperature  has  ranged  from  99.5°  to  100°,  the 
pulse  from  90  to  120.  Tympanites  was  first  noticed  on  IS'ovem- 
ber  18th. 

The  patient  did  not  have  the  facies  peritonitica.  Diffuse  tym- 
panites ;  liver  and  spleen  pushed  up.  Increased  abdominal  ten- 
sion. Xo  tumor,  no  dulness.  Greatest  tenderness  on  pressure 
between  anterior  superior  iliac  spine  and  umbilicus.  Vaginal 
and  rectal  examination  neo-ative. 


Fig.  2  (Case  3). —Appendix  five  centimetres  long.  1,  Cecal  half  dilated :  contains  fluid  feces, 
two  grape  seeds,  one  fecal  concretion  the  size  of  a  split  pea,  and  the  husk  of  an  oat.  Mu- 
cosa not  ulcerated,  but  swollen  and  reddish.  2,  Distal  half  of  appendix  obliterated.  Micro- 
scopic examination  shows  epithelium  everywhere  present.  Mucosa  thickened  and  shows  a 
mass  of  embryonal  cells  and  enlarged  solitary  follicles,  with  small  empty  spaces  in  the 
centre,  possibly  representing  miliary  abscesses  in  these  little  lymph  glands.  lu  muscularis 
paravascular  infiltration  with  leucocytes,  and  in  the  subserous  tissue  in  some  places  diffuse 
infiltration,  in  others  paravascular  infiltration,  but  much  more  extensive  than  in  the  mus- 
cularis. 

Operation  November  19th,  assisted  by  Drs.  Kyan,  Townsend, 
Dresser,  and  Bernauer.  Lateral  incision  five  inches  long  to  the 
ligamentum  Fallopii.  The  peritoneum  was  united  to  the  skin. 
The  omentum  was  red  and  velvety.  The  cecum  on  its  under 
side  was  red,  injected,  velvety,  not  shining ;  no  fibrinous, 
whitish  exudate,  but  on  lifting  up  omentum  an  ounce  or  two  of 
thin,  bloody,  odorless  fluid  welled  out.  On  lifting  up  the  cecum 
more  of  this  fluid  gushed  out.  The  ileum  was  also  distended 
and  red,  the  appendix  buried  in  or  adherent  to  loops  of  small 
intestine  and  the  right  Fallopian  tube,  which  was  normal.     The 
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adhesions  were  recent  and  were  easily  separated,  upon  winch 
more  of  the  thin  red  fluid  welled  up.  The  appendix  with  the 
cecum  was  lifted  out  of  tbe  wound.  Free  fecal  circulation  in 
the  cecal  half  of  the  appendix,  in  which  air  and  fecal  matter 
could  be  felt  to  move.  The  distal  half  of  the  appendix  was  ob- 
literated.    (See  Fig.  2.) 

The  mesenteriolum  was  now  ligated  in  portions  and  the  appen- 
dix close  to  the  cecum  ligated  en  masse.  After  careful  packing 
of  the  abdominal  cavity  with  sponges  the  appendix  was  divided 
by  scissors  and  the  cecum  emptied  in  order  to  diminish  the  enor- 
mous dilatation,  which  seemed  to  threaten  rupture  on  manipu- 
lation. When  the  cecum  was  empty  the  stump  of  the  appen- 
dix was  ligated  en  masse,  the  mucous  membrane  removed,  and 
the  walls  of  the  appendix  stitched  together.  The  cecum  was 
folded  in  over  the  stump  of  the  appendix  by  means  of  Lembert's 
sutures,  but  with  great  difhculty  because  of  the  friability  of 
the  intestinal  wall.  The  omentum  could  not  be  drawn  down  as 
a  covering.  The  adjacent  loops  of  the  ileum  were  bathed  in 
red  fluid,  but  there  was  no  yellow,  flbrinous  exudate.  In  the 
triangular  space  between  a  lower  loop  of  the  ileum,  near  the 
ileo-cecal  valve,  and  two  other  loops  of  intestine  parallel  and  in 
contact  with  it,  there  was  a  ridge  of  reddish,  fibrinous  exudate 
resembling  that  found  in  dry  diffuse  peritonitis,  except  that  it 
was  reddish  and  not  white.  This  indicated  a  somewhat  dry 
hemorrhagic  peritonitis  with  exudate  around  the  appendix  and 
on  the  lateral  side  of  cecum  and  ascending  colon. 

The  patient  was  now  turned  a  little  on  the  right  side  and  the 
cavity  flushed  with  warm  sterilized  water.  The  sponges  were 
removed  and  the  abdominal  cavity  cleansed  with  sponges  on 
long  forceps  passed  down  into  Douglas'  fossa  and  up  external  to 
the  ascending  colon.  The  wound  was  then  closed,  gauze  pack- 
ing and  a  glass  drain  introduced,  and  dressings  applied.  The 
operation  lasted  one  hour. 

5  P.M. :  Patient  speaks  rationally;  not  restless  ;  pulse  120  ;  no 
pain,  no  facies  peritonitica.  10  p.m.  :  Wound  dressed  ;  no  fluid 
in  tube ;  pulse  120,  temperature  103.5°.  Patient  died  thirty- 
six  hours  after  the  operation. 

Case  IY. — A  boy,  age  6  ;  had  had  acute  appendicitis  for  three 
days.  No  distinct  tumor  could  be  made  out.  On  the  fourth 
day,  as  the  symptoms  were  increasing,  laparatomy  was  per- 
formed.    Feculent   pus   was   found    around   the   cecum.     The 
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appendix  -^as  not  accessible.  The  wound  was  disinfected  and 
drained.     The  patient  died  on  the  following  dav. 

Case  V. — Man,  35  years  of  age ;  kindly  referred  to  me  by  Dr. 
Potter,  of  Atlantic,  Iowa.  He  was  suffering  from  appendicitis 
and  diffuse  peritonitis.  I  made  a  lateral  laparatomy  in  the  sec- 
ond week  of  the  disease,  washed  out  abdomen  with  sterilized 
water,  and  drained.     The  patient  died  on  the  following  day. 

Case  VI.  Acute  perforative  ajjpendlc'itis  j  spreading  puru- 
lent peritonitis  ',  lateral  laparatomy  ;  dearth  after  twelve  hours. 
— Mrs.  A.,  35  years  of  age  ;  was  seen  by  me  in  consultation  with 
Dr.  Henrotin,  August  19th,  1891.  She  had  been  suffering  for 
four  days  with  peritonitis  accompanied  by  vomiting,  and  pain 
in  right  side  of  abdomen.  There  was  some  tympanites,  but  no 
tumor.  The  following  day  I  made  a  lateral  laparatomy.  The 
incision  extended  upward  over  the  cecum  from  an  inch  above 
Poupart's  ligament  a  distance  of  four  inches,  later  increased  to 
six  inches  along  the  right  rectus  muscle.  Fetid  pus  was  found 
along  the  outer  side  of  the  cecum  and  up  as  far  as  the  liver. 
Upon  separating  the  transverse  colon  from  the  lower  surface  of 
the  liver,  another  cavity,  not  connected  with  the  first,  was  found, 
which  contained  four  or  five  ounces  of  pus.  The  abdomen 
was  flushed  with  sterilized '  water,  gauze  and  glass  drains  in- 
troduced, and  the  wound  closed  and  dressed  in  the  usual  man- 
ner. The  patient  died  in  less  than  twelve  hours  after  the  ope- 
ration. 

At  the  autopsy  Dr.  Henrotin  found  a  perforation  of  the  ap- 
pendix and  an  accumulation  of  pus  between  the  liver  and  the 
stomach,  which  had  not  been  found  at  the  time  of  the  operation* 

Case  YII.  Limited  appendicitis  for  tv:o  months;  sudden 
onset  of  peritonitis  ten  days  prior  to  operation  ;  remission  after 
two  days;  e:caGerhation  three  days  later;  large  exudate  appa- 
rently localized,  in  right  iliac  o.nd  lumbar  regions;  ohlique 
lateral  laparatomy  ;  counter-opening  in  I umhar  region  ;  appen- 
dix not  removed ;  death  after  forty  hours. — Miss  A.  A.,  20  years 
of  age.  Family  history  good.  Patient  had  always  been  healthy 
until  August,  1891,  when  she  had  an  attack  of  pain  and  soreness 
in  the  right  iliac  region.  Until  October  15tli,  however,  not- 
withstanding the  pain,  she  attended  to  her  ordinary  duties.  On 
that  day  she  had  a  sudden  increase  in  the  pain,  with  vomiting, 
and  was  obliged  to  go  to  bed.  She  was  better  for  a  few  days, 
then   had   another  increase  of  pain  which  extended   from  the 
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right  iliac  fossa  up  along  the  outer  side  of  the  colon  into  the 
postrenal  region. 

I  saw  the  patient,  in  consultation  with  Dr.  Bradley,  on  October 
24:th.  She  was  pale,  did  not  have  the  characteristic  facies  peri- 
tonitica.  Pulse  108,  temperature  101°,  She  had  vomited  once 
in  the  last  tweutj-four  hours.  There  was  a  hard  swelling  over 
the  cecum,  extending  from  Poupart's  ligament  up  along  the  iliac 
border  two  inches  into  the  lumbar  region,  where,  high  up  be- 
tween the  twelfth  rib  and  the  spinal  column,  there  was  a  point 
very  painful  ou  pressure.  The  right  lumbar  region  was  larger 
than  the  left. 

Operation  October  25tli.  The  patient  was  not  collapsed. 
Pulse  100,  strong ;  temperature  100°.  On  the  introduction  of 
an  aspirator  needle  into  the  lumbar  region  below  the  twelfth  rib 
fetid,  fecal  pus  was  found  at  a  depth  of  less  than  an  inch.  A 
curvilinear  incision,  three  inches  long,  was  now  made  over  the 
seat  of  the  dulness  and  tumor,  extending  from  one  incli  from  the 
anterior  superior  iliac  spine  upward  and  backward.  Upon  divi- 
sion of  the  abdominal  muscles  and  separation  of  the  peritoneum 
from  the  pelvic  wall,  there  was  an  escape  of  about  half  a  pint  of 
fetid,  fecal  pus  and  a  large  slough  of  loose,  dead,  gangrenous 
tissue  from  a  large  cavity  which  extended  up  along  the  colon. 
The  appendix  could  neither  be  seen  nor  felt.  A  counter-opening 
was  made,  on  the  point  of  a  dressing  forceps,  in  the  postrenal 
region  close  to  the  twelfth  rib,  and  a  large  drainage  tube  passed 
through.  The  patient  died  in  forty  hours  after  the  operation. 
Xo  autopsy  could  be  obtained. 

Case  YIII. — Woman,  35  years  of  age  ;  had  an  abscess  appa- 
rently localized  exterior  to  cecum,  with  high  fever  and  vomiting. 
At  the  request  of  Dr.  Schirmer,  of  this  city,  I  operated,  making 
a  curvilinear  incision.  The  distended  cecum  was  emptied  by 
incision  and  the  abscess  cavity  drained.  The  patient  died  in 
twenty-four  hours. 

Case  IX. — Man,  45  years  of  age  ;  was  seen  by  me  in  consul- 
tation with  Dr.  Gudden,  of  Oshkosh.  He  had  been  ill  two 
weeks  and  had  apparently  a  localized  accumulation.  The  symp- 
toms increased  slowly,  and  so  a  curvilinear  lumbar  incision  was 
made,  througli  which  feculent  pus  was  evacuated.  The  cavity 
was  irrigated  and  drained.  From  the  time  of  operation  symp- 
toms of  general  peritonitis  became  more  pronounced,  and  the 
patient  died  in  about  twenty-four  liours. 
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Case  X. — Man,  about  60  years  of  age,  a  patient  of  Dr.  Blut- 
hardt,  of  Chicago.  I  operated,  in  the  second  week  of  the  disease, 
for  a  localized  swelling  iu  left  iliac  region.  Upon  incision  over 
the  tumor  a  large  cavity  was  opened,  which  extended  over  into 
the  right  iliac  region  near  the  cecum,  where  a  counter-opening 
was  made  and  the  cavity  washed  out  and  drained.  The  patient 
died. 

Case  XI.  Perforating  appendicitis  ;  gradual  onset  of  symp- 
toms of  appendicitis  ',   operation  on  sixth  day  ;  diffuse  dry  peri- 
tonitis; no  fecal  extravasation ',   extirpation  of  appjendix  ;  death 
after  three  days. — Miss  M.  E.  R.,  40  years  of  age.     Previously 
healthy  excepting  constipation.     Menstruation  always  regular. 
March  21st,  1893,  she  was  in  Joliet  and  drove  home,  a  drive  of 
two  liours ;  she  felt  tired,  but  was  otherwise  well.     The  next  day 
she  had  a  headache  in  the  morning,  but  was  not  confined  to  bed. 
In  the  afternoon  she  had  pain  in  the  right  iliac  region  ;  she  took 
an  enema,  the  passage  from  which  was  attended  by  considerable 
pain.     March  23d  the  pain  still  continued,  and  she  was  obliged 
to  lie  down  a  portion  of  the  day.     Next  day  Dr.  Brennon  was 
called  in.     The  patient's  temperature  was  101°,  pulse  100;  no 
tympanites,  no  vomiting,  but  she  felt  nauseated,  and  there  was 
tenderness  on  pressure  in  the  right  iliac  region.     March  25th 
she  was  in  the  same  condition,  but  had  some  tympanites  in  the 
rifflit  iliac  fossa.     Enema  was  twice  administered  with  no  effect. 
The  pain  was  continuous,  l)ut  not  so  severe  as  the  initial  par- 
oxysm.    No  vomiting,  but   regurgitation  and   spitting.     Tem- 
perature 101°,  pulse  100.     March  26th  patient  began  to  vomit 
in   the   afternoon,    and   the    tympanites   increased.     She    had 
two    enemata,   attended   by    no   pain ;    but  considerable    pain 
whenever  she  was  not  under  the  influence  of  morphine.     No 
flatus    passed    except    during   or  after  enemata.     March    27th 
vomiting  of  bilious  matter,  increased  to  once  every  two  hours. 
Temperature  98.6°,  pulse  120  ;  increased  tympanites.     Two  ene- 
mata were  given.     The  patient  slept  for  an  hour  at  a  time.     She 
had  pain  when  she  moved  in  bed.     March  28th  she  had  vomited 
at  2  and  9  a.m.,  just  after  an  enema.     I  saw  the  patient  at  3  p.m. 
On  examination  I  found  her  thin  ;  no  facies  peritonitica  ;  mouth 
dry  from  morphine;  tongue  coated ;  temperature  100.2°,  pulse 
120.     She  vomited   all  she  took ;  complained  of  no  pain  when 
under  the  influence  of  morphine.     Urine  normal.     The  abdomen 
was  moderately  tympanitic;  only  slight  tenderness  on  pressure, 
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as  T  could  press  my  fingers  down  two  inches  without  causing 
much  pain.  No  area  of  dulness  could  be  found,  no  swelling  nor 
tumor,  and  only  a  slight  elastic  resistance  in  right  iliac  region. 
Vaginal  and  rectal  examination  negative.  Patient  stated  that 
she  felt  less  uncomfortable,  but  weaker,  than  on  the  previoas 
day.  She  had  never  had  a  similar  attack  of  sickness.  Diagno- 
sis, appendicitis  with  spreading  peritonitis  or  intestinal  ob- 
struction located  in  rigbt  inguinal  region. 

Operation  March  2Sth,  1893,  A  median  incision  was  made 
three  inches  below  the  umbilicus.  The  peritoneum  was  very 
slightly  injected.  A  dry,  fibrinous  exudate  was  found  on  the 
intertangential  lines  of  the  loops  of  small  intestine,  which  were 
moderately  dilated.  The  peritoneum  was  now  united  to  the 
skin.  JS^ot  a  drop  of  liquid  exudate  could  be  found  upon  the 
intestines  or  in  Douglas'  fossa.  No  odor  was  perceptible.  Diag- 
nosis, diffuse  dry  j^eritonitis.  The  appendix  could  not  be  found 
until  the  wound  had  been  extended  up  to  the  umbilicus  ;  it 


Fig.  3  (Case  11). 

could  then  be  felt  against,  and  slightly  adherent  to,  the  posterior 
outer  wall  of  the  cecum.  The  adhesions  were  easily  broken  up 
and  the  cecum  and  appendix  brought  into  view.  A  large  per- 
foration opening  was  found  in  the  middle  of  the  dorsum  of  the 
appendix.  (See  Fig.  3.)  A  transverse  incision  was  now  made 
perpendicular  to  the  first  incision,  in  the  direction  of  the  right 
anterior  superior  iliac  spine. 

No  liquid  exudate  could  be  found  around  the  cecum  and  ap- 
pendix nor  in  the  right  iliac  fossa.  Upon  loosening  the  appen- 
dix there  wsls  slight  hemorrhage,  but  the  fluid  was  odorless. 
The  mesenterioluin  was  now  ligated  in  three  portions  ;  this  pro- 
cedure was  rendered  difficult  by  the  immobility  of  the  cecum. 
The  appendix  was  ligated  and  removed.  By  careful  handling 
there  was  no  escape  of  fecal  matter  or  of  the  contents  of  the 
appendix.  The  appendix  was  found  to  contain  no  stone,  but 
only  a  little  fecal  matter.  The  stump  was  now  cauterized  with 
ninety-five  per  cent  carbolic  acid,  and  a  glass  drain  and  gauze 
packing  applied  around  the  cecum  and  appendix.     The  longitu- 
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dinai  wound  was  united  witli  sutures,  but  the  outer  half  of  the 
transverse  nicision  was  left  open.  The  usual  dressings  were  ap- 
plied. Two  days  later  the  patient  was  in  good  spirits  ;  wound 
dressed;  very  little  fluid  in  drainage  tube;  no  odor:  wound 
looked  well.     She  died  the  next  day. 

Remarhs. — Among  these  cases  we  find  all  the  forms  repre- 
sented, from  diffuse  peritoneal  sepsis  down  to  the  more  chronic 
forms.  We  follow  Mikulicz's  classification  into  the  following 
three  forms  : 

(«)  Acute  sepsis  with  no  exudate,  and  only  slight  injection  of 
the  peritoneum,  which  is  glistening  and  apparently  normal. 

(J)  Less  acute  septic  peritonitis  with  dry,  fibrinous  exudate, 
but  no  fluid  in  the  peritoneal  cavity. 

[g)  Diffuse  peritonitis  with  liquid  exudate,  bloody  or  sero- 
purulent ;  odorless  when  perforation  of  the  appendix  has  not 
occurred,  fetid  or  feculent  when  perforation  has  taken  place. 

It  is  evident  that  surgery  is  powerless  against  the  dry  forms 
of  peritonitis ;  it  is  only  in  those  rare  cases  in  which  there  is  a 
liquid  exudate  to  remove  or  wash  out  that  surgery  can  be  of  use. 
The  majorit}"  of  these  cases  occur  where  fecal  concretions  cause 
a  large  perforation  with  fecal  extravasation ;  but  in  a  smaller 
number  of  cases,  those  of  septic  lymphangitis  in  a  non-perfo- 
rated appendix,  a  diffuse  peritonitis  results,  in  which  operation 
is  of  no  avail  (as  in  Case  3). 

The  mortality  following  operation  for  this  form  of  the  dis- 
ease is  uniformly  high.  Mikulicz  reports  eleven  cases  with  two 
recoveries,  and  Sonnenburg  nine  cases  with  no  recoveries.  Of 
the  eleven  cases  reported  by  me  only  one  recovered. 

As  to  the  time  for  operating,  almost  all  operators  agree  that 
the  earliest  possible  time  should  be  chosen  ;  but,  as  Lange  re- 
marks, "  we  cannot  make  the  diagnosis  earlv  enouo^h  to  save 
life  by  laparatomy,  that  is,  by  removal  of  the  appendix.  It 
would  seem  to  require  a  toxic  antidote  not  yet  discovered  rather 
than  laparatomy  to  effect  a  cure.'' 

It  is  just  as  impossible  to  designate  a  certain  period  from  the 
inception  of  the  disease — as,  for  instance,  one  to  three  days — in 
which  operation  should  of  necessity  be  done,  because  a  number 
of  the  fatal  cases  commence  slowly  and  the  symptoms  increase 
gradually.  Such  symptoms  as  pulse  and  temperature  furnish  an 
entirely  inadequate  guide. 

As  far  as  I  have  observed,  more  importance  should  be  attached 
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to  other  symptoms,  such  as  vomiting,  tympanites,  and  a  steady 
increase  of  the  symptoms  of  peritonitis  in  tlie  period  in  which, 
in  benignant  cases,  we  would  expect  a  standstill  or  a  decrease  in 
symptoms. 

In  some  cases  the  surgeon  declines  to  operate.  Ivorte  did 
this  in  three  cases  in  which  he  considered  the  patient  unable  to 
endure  the  operation. 

Lange  also  advises  against  operating  in  the  first  violent  onset 
of  the  disease,  when  the  patient  is  depressed  from  the  sudden 
septic  intoxication,  but  prefers  to  wait  until  he  has  had  time  to 
recuperate  somewhat,  perhaps  on  the  fifth  or  sixth  day,  and 
then  operate.  Lange  believes  that  by  this  method  he  has  saved 
some  patients. 

As  the  acute  sepsis  and  diffuse  peritonitis  not  infrequently 
occur  secondaril}^,  in  cases  whicli  begin  with  mild  symptoms,  as 
a  result  of  perforation  of  the  appendix  or  rupture  of  an  abscess 
into  the  general  peritoneal  cavity,  and  as  it  is  impossible  in  any 
given  case  to  foresee  this  event,  I  usually  give  the  advice  to 
have  all  preparations  made  for  laparatomy  at  short  notice. 
Whenever  it  is  possible  I  have  the  patient  taken  to  the  hospital 
for  this  purpose.  The  fact  that  the  majority  of  patients  recover 
without  operation  is  immaterial  in  this  connection. 

The  operation  itself  has  for  its  object  the  removal  of  the  ap- 
pendix, if  possible,  and  the  evacuation  of  the  exudate.  Disin- 
fection can  hardly  be  thought  of  in  the  peritoneal  cavity. 

For  the  removal  of  the  appendix  the  lateral  incision  over  the 
cecum  is  preferable  ;  for  removal  of  exudate,  median  incision,  or 
l)Oth  combined,  is  the  method  of  choice.  In  rare  instances  we 
meet  with  the  form  of  peritonitis  described  by  Mikulicz  under 
the  name  of  "  spreading  fibrino-purulent  peritonitis,"  which  has 
so  slow  a  course  as  to  permit  of  successive  incision  into  sepa- 
rate collections  of  exudate.  In  one  case  he  made  five  incisions 
in  one  month  and  saved  his  patient.  Careful  watching  of  the 
local  symptoms  of  spreading  peritonitis,  and  cautious  evacuation 
of  the  collection  without  disturbing  surrounding  fresh  adhe- 
sions, are  deemed  by  Mikulicz  essential  to  success. 

2.  Localized  Purulent  Appendicitis  ;  Perityphlitic  Ab- 
scess.— This  form  is  characterized  by  its  localization  and  by 
plastic  peritonitis  around  a 'smaller  or  larger  area  surrounding 
the  appendix.  I  am  unable  to  enumerate  cases  of  this  class,  as 
notes  have  been  taken  of  special  cases  only.     I  meet  with  four 
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or  five  cases  a  year  on  the  average,  and  they  all  terminate  in 
recovery.  As  the  free  peritoneal  cavity  is  not  opened,  the  ope- 
ration is  nothing  more  than  an  oncotomy,  or  opening  of  an  abscess. 

The  circumscribed  collection  of  exudate — the  perityphlitic 
abscess — is  difficult  to  characterize  as  a  separate  class  of  cases, 
because  the  limiting  wall  is  at  first  simply  a  fibrinous  exudate, 
which  later  on  is  gradually  transformed  into  connective  tissue. 
The  barrier  between  the  septic  focus  and  the  free  peritoneal 
cavity  is  consequently  extremely  variable  as  to  firmness  and 
resistance.  Furthermore,  we  are  nnable,  even  when  we  have 
the  exudate  before  our  eyes,  to  distinguish  between  a  benignant, 
limiting  fibrinous  exudate  and  the  dry,  fibrinous  exudate  of  dif- 
fuse dry  peritonitis.  Furthermore,  we  meet  with  a  combination 
of  a  liquid  exudate  around  the  appendix,  and  fibrinous  exudate 
further  off  ;  and  in  such  cases  it  is  impossible  to  see  during  the 
operation  whether  or  not  limitation  has  taken  place — in  other 
words,  it  is  impossible  to  say  where  the  perityphlitic  abscess 
terminates  or  the  diffuse  peritonitis  commences.  The  symp- 
toms and  the  time  from  the  onset  of  the  disease  are  not  reliable 
as  guides  in  this  direction. 

On  account  of  these  reasons  the  diversity  of  opinion  about 
early  and  late  operating,  and  about  the  method  of  operating, 
has  arisen — that  is,  whether  the  abscess  shall  be  evacuated  by 
carefully  avoiding  the  disturbance  of  the  adhesions,  or  whether 
the  diseased  appendix  shall  be  removed  irrespective  of  opening 
into  the  free  peritoneal  cavity. 

The  typical,  well-defined,  and  well-protected  perityphlitic  ab- 
scess leaves  little  doubt  in  this  direction.  It  will  be  opened 
where  it  is  most  easily  accessible.  Its  location  can  be  reason- 
ably well  understood  from  the  anatomical  considerations  above 
alluded  to.  The  great  majority  of  perityphlitic  abscesses  are 
reached  by  a  curvilinear  incision  over  the  cecum,  more  or  less 
close  to  the  os  ileum  and  Poupart's  ligament.  A  smaller  num- 
ber are  reached  by  a  lumbar  incision. 

When  the  abscess  is  situated  in  the  small  pelvis  and  is  ac- 
cessible through  the  rectum,  aspiration  or  puncture  and  drain- 
age may  be  tried  from  this  point.  A  boy  10  years  of  age,  a 
patient  of  Dr.  Lewis,  of  Dubuque,  Iowa,  presented  in  the  sec- 
ond week  of  appendicitis  a  perirectal  abscess.  By  means  of  an 
aspirator  more  than  half  a  pint  of  feculent  pus  was  removed, 
and  the  patient  made  a  speedy  and  lasting  recovery. 
12 
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Lange  reports  live  cases  in  which  he  opened  and  drained  ab- 
scesses through  the  rectum.  In  two  of  these  cases  this  proce- 
dure was  sufficient,  but  in  the  other  three  rectal  incision  was 
combined  with  incision  in  the  usual  place. 

In  rare  cases  we  find  the  abscess  most  easily  accessible  in  the 
umbilical  region.  In  one  case,  a  boy  of  16,  a  patient  of  Dr. 
Schirmer,  of  this  city,  I  made  the  incision  in  the  umbilical  re- 
gion, where,  in  a  locah'zed  swelling,  pus  was  found  by  Dr.  Schir- 
mer by  means  of  the  hypodermic  needle.  Incision  and  drain- 
age led  to  permanent  recovery. 

The  abscess  was  opened  in  my  Case  No.  10  by  an  incision  in 
the  left  iliac  region. 

When  a  tumor  or  swelling  is  felt  in  the  region  of  the  cecum 
the  question  arises  whether  or  not  pus  is  present,  or  whether  the 
tumor  is  due  to  a  non-liquid  exudate.  To  determine  this  by  a 
probatory  aspiration  is  a  very  much  disputed  point.  Surgeons, 
as  a  rule,  condemn  the  proceeding  as  of  little  value  and  dan- 
gerous. Physicians,  on  the  other  hand,  from  their  experience 
in  alleviating  tympanites,  consider  aspiration  with  a  fine  needle 
as  not  at  all  dangerous.  The  minute  wound  through  the  intes- 
tine does  not  permit  the  exit  of  even  liquid  feces.  Ranvers 
goes  so  far  as  to  believe  that  aspiration  of  part  of  the  pus,  even 
as  little  as  five  grammes,  is  likely  to  promote  absorption  of  the 
remainder. 

Incision  and  drainage  of  perityphlitic  abscesses  in  119  cases 
collected  by  Noyes  up  to  1882  gave  a  mortality  of  16  per  cent. 
The  modern  method  of  operating,  inaugurated  by  Willard 
Parker — namely,  early  operation  in  appendicitis — has  led  to  the 
now  much-debated  question  of  the  advisability  of  early  opera- 
tion. The  question  of  when  to  operate  is  also  very  important 
and  very  much  debated.  The  good  results  from  the  so-called  early 
operation  have  brought  this  question  prominently  to  the  front. 
The  mortality  from  the  early  operation  is  not  great.  Weir 
had  a  death  in  35  operations  ;  McBurney  one  in  21: ;  Sonnenburg 
none  in  34,  in  what  he  calls  simple  cases;  Murphy  two  in  12; 
Bull  two  in  17;  Kraft  and  Deahna  have  each  eight  operations 
with  no  deaths. 

Prognosis  of  the  Early  Operation. — Here  come  the  questions: 
What  is  early  operating,  and  when  should  the  operation  be  done? 
There  is  little  or  no  dissent  to  the  advice  not  to  operate  at  the 
first  acute  onset  of  symptoms,  but  to  wait  until  these  symptoms 
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subside,  usually  on  the  second  day  or  a  few  days  later  (Vollert). 
Ranvers  advises  that  the  operation  be  made  if  the  tumor  in- 
creases slowly  in  the  first  eio^ht  days,  with  or  without  fever. 
Treves  will  not  operate  until  after  the  fifth  or  sixth  day,  or  even 
later.  Morton  gives  the  advice  not  to  operate  later  than  tlie 
third  day  if  no  improvement  has  taken  place  since  the  acute  on- 
set of  the  disease,  and  says  that  no  surgeon  ^vill  regret  having 
operated  early.  Lange  holds  that  in  the  majority  of  cases  we 
can  incise  the  abscess  at  the  endof  the  first  or  the  beginning  of  the 
second  week  without  danger,  and  Thomas  Bryan  states  that  in 
the  majority  of  cases  it  is  the  wisest  course  to  delay  operation. 

Appendicitis  is  so  atypical  in  its  course  and  presents  such  an 
infinite  variety  of  clinical  features  that  a  certain  time  in  hours 
or  days  cannot  be  a  guide  to  determine  operation  (Lange). 
Joseph  Price  justly  remarks  that  early  operation  is  not  measured 
by  the  duration  of  the  disease,  but  by  the  time  of  the  duration  of 
severe  symptoms. 

In  the  early  operation  for  an  as  yet  localized  appendicitis,  the 
important  question  now  arises  whether  the  pns  should  be  evac- 
uated by  an  extraperitoneal  incision  or  by  opening  through  the 
free  peritoneal  cavity.  The  extraperitoneal  incision  is  without 
doubt  preferable,  and  the  oblique  incision  close  to  the  ilium  will 
in  the  majority  of  cases  permit  the  evacuation  without  entering 
the  free  peritoneal  cavity. 

Edebohls,  after  incision  through  the  abdominal  wall,  entered 
the  free  peritoneal  cavity,  and,  finding  the  abscess  more  laterally 
situated,  he  closed  the  abdominal  wound  and  incised  the  abscess 
inside  of  the  protecting  adhesions,  Lange,  on  entering  the  free 
peritoneal  cavity,  found  the  abscess  covered  with  omentum.  He 
stitched  this  to  the  abdominal  wall  and  then  opened  the  abscess 
through  the  omentum,  Sonnenburg  invented  his  operation  in 
two  sections  for  the  same  purpose  of  avoiding  evacuation  through 
the  free  peritoneal  cavity. 

On  the  other  hand,  the  cases  are  steadily  accumulating  in 
which  collections  of  pus  are  opened  and  drained  successfully 
through  the  free  peritoneal  cavity.  It  seems  probable  that  free 
incision  and  packing  with  iodoform  gauze — the  Mikulicz  drain — 
have  decreased  the  danger  from  infection  very  materially. 

The  next  important  consideration  is,  what  shall  be  done  with 
the  appendix  i  Shall  it  be  removed  under  all  circumstances,  or 
shall  it  be  left  when  not  easily  accessible?     While  in  acute  sup- 
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purative  peritonitis  the  appendix  is  the  main  source  of  infection 
to  be  feared,  and  is  therefore  almost  always  removed,  the  case  i& 
different  in  the  localized  collections  in  the  abscesses,  where  the 
evacuation  of  the  pus  is  the  main  object. 

The  fear  of  relapse  from  a  diseased  appendix  left  in  situ  is 
small,  as  relapses  are  not,  on  the  whole,  common.  On  this  ac- 
count in  a  typical  case  of  abscess  no  attention  is  paid  to  the  ap- 
pendix. 

The  cases  subjected  to  early  operation,  however,  occupy  the 
middle  ground  between  the  tyj^ical  abscesses  and  the  acute 
cases,  and  therefore  in  early  operating  the  removal  of  the  ap- 
pendix is  grow'ing  more  and  more  in  favor.  Furthermore,  the 
earlier  the  operation  is  done  the  easier  it  is  to  remove  the  ap- 
pendix, unless  adhesions  from  former  attacks  are  present. 

Sonnenburg  advises  almost  always  to  extirpate  the  appendix, 
even  if  the  peritoneal  cavity  has  to  be  opened  for  this  purpose. 
He  leaves  the  appendix  only  in  exceptional  cases  where  it  is  so 
tirmly  buried  in  old  adhesions  that  its  removal  would  cause  an 
undue  prolongation  of  the  operation  and  materially  increase  the 
danger  of  shock.  Morton  holds  that  the  appendix  should  be 
left  only  in  a  small,  constantly  decreasing  number  of  cases,  and 
for  the  same  reasons  as  Sonnenburg  gave.  The  majority  of  more 
conservative  surgeons  lay  less  stress  on  the  removal  of  the  ap- 
pendix, and  liuiit  the  cases  of  removal  to  those  in  which  the 
appendix  readily  presents  in  the  wound  and  can  be  easily  re- 
moved. 

The  appendix,  when  found,  is  treated  in  the  following  man- 
ner :  Although  Treves  has  freed  the  appendix  from  its  adhe- 
sions and  left  it  in  situ,  and  although  Lawson  Tait  has  opened 
and  drained  the  appendix,  its  removal  is  nowadays  universally 
practised.  When  buried  in  adhesions  it  is  loosened  by  the  fin- 
ger, its  mesenteriolum  ligated  in  sections,  and  the  freed  appen- 
dix is  then  ligated  and  cut  off  close  to  the  cecum.  The  stump 
of  the  appendix  is  disinfected  and,  if  j^ossible,  inverted  or 
pushed  in  between  two  folds  of  the  cecal  wall,  and  retained  in 
this  position  by  uniting  the  folds  over  it  by  means  of  sero-mus- 
cular  sutures.  If  a  portion  of  the  mesenteriolum  is  available  it 
is  sutured  to  the  cecum  over  the  stump  of  the  appendix.  Su- 
turing is  often  difficult  because  of  the  friability  of  the  inflamed 
peritoneum,  on  account  of  w'hich  the  sutures  are  liable  to  tear 
through  and  not  hold. 
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Fecal  fistula  from  the  ligature  cutting  through  the  appendix 
is  very  rare,  but  occasionally  this  suture  will  keep  a  fistula 
open  for  months.  To  avoid  this  mischance  Morton  advises  that 
the  ends  of  the  ligature  be  left  long  enough  to  hang  out  of  the 
wound,  so  that  the  ligature  may  be  pulled  out  when  it  has  cut 
through  the  appendix.  In  some  cases  the  appendix  has  sloughed 
off  close  to  the  cecum,  leaving  an  opening  into  the  latter,  which 
should  be  closed  by  Czerny-Lembert  sutures. 

The  ]-emoval  of  the  appendix  can  be  effected  most  easily 
through  a  lateral  straight  or  oblique  incision  over  the  middle 
of  the  cecum.  It  is  difficult  and  almost  impossible  to  gain  ac- 
cess to  the  appendix  from  the  curvilinear  incision  close  to  the 
ilium.  The  nearer  the  incision  is  to  the  ilium  the  less  liable, 
says  Bryant,  is  it  to  be  followed  by  hernia. 

It  is  advisable  in  operating  for  perityphlitis  to  arrange  before- 
hand wjiether  the  appendix  is  to  be  extirpated  or  the  abscess  to 
be  evacuated.  If  the  appendix  is  to  be  extirpated,  make  a  lateral 
laparatomy  incision,  go  through  the  free  peritoneal  cavity,  down 
on  the  cecum,  to  the  appendix.  First  open  and  clean  out  the 
abscess  cavity.  If  the  aim  be  to  evacuate  the  abscess,  make  an 
incision  over  it  wherever  found,  with  a  view  to  the  avoidance  of 
the  free  peritoneal  cavity,  and  make  no  attempt  to  find  the  ap- 
pendix. In  the  majority  of  late  operations  I  consider  this  the 
operation  of  choice. 

3.  Relapsing  or   Intermittent  Appendicitis. 

Case  XII.  Chronic  apjyendicitu  loith  exacerhations ;  fou7' 
attacks  in  eight  months  ;  pain  in  the  intervals  ;  extirpation  of 
own-perforated  appendix  /  small  chronic  abscess  around  apex 
of  appendix  on  external  surface  of  cecum  ;  recovery. — E.  L.  H., 
age  7.  Family  history  good.  She  had  whooping  cough  at  the 
age  of  2  and  scarlet  fever  when  5|  years  old,  but  recovered  per- 
fectly. From  birth  she  had  trouble  with  her  stomach,  occa- 
sional loss  of  appetite,  vomiting,  and  evening  headache.  These 
attacks  followeJ  hard  play,  and  usually  lasted  for  a  day  or  two. 
The  bowels  were  always  regular.  In  October,  1S89,  she  fell  off 
a  tricycle  and  was  in  bed  for  two  days.  Headache  was  the 
principal  symptom.  In  January,  1890,  she  had  another  •'  bilious  " 
attack,  with  vomiting  and  fever. 

Present  illness  dates  from  June,  1890,  when  she  had  another 
so-called  bilious  attack,  but  this  was  accompanied  by  pain  in  the 
ileo-cecal  region  and  tenderness.     The  attack  lasted  three  days 
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and  was  so  slight  that  a  physician  was  not  called.  Three 
months  later  she  had  a  similar  attack,  with  vomiting  and  vio- 
lent ileo-cecal  pain.  In  less  than  twenty-four  hours  tympanites 
set  in;  temperature  103.5°.  A  diagnosis  of  acute  typhlitis  was 
made  and  the  patient  kept  in  bed  under  the  influence  of  mor- 
phine for  three  weeks.  She  was  then  allowed  to  get  up,  but 
walking  caused  vomiting  and  headache.  She  remained  in  bed 
or  on  a  couch  until  January  oth,  1891.  January  6th  she  had  a 
sudden  collapse,  from  which  she  recovered  in  two  hours,  but 
continued  to  run  down.  In  February  she  had  another  collapse^ 
which  lasted  three  hours.  At  this  time  the  physician  in  ^charge 
thought  he  detected  a  tumor.  Since  August,  1890,  the  child 
has  never  been  free  from  pain  in  the  ileo-cecal  region.  The 
bowels  have  been  constipated  during  the  entire  time,  but  her 
appetite  has  always  been  good.  In  January  and  February, 
1891,  she  passed  a  great  deal  of  mucus  from  the  bowel,  but 
never  passed  pus  or  blood. 

She  was  brought  to  me  in  March,  1891.  At  this  time  she 
was  emaciated,  pale,"  had  tenderness  in  ileo-cecal  region  ;  urine, 
lungs,  and  heart  normal. 

March  15th,  1891,  operation.  A  perpendicular  incision  six 
inches  long  was  made  on  the  right  side  over  the  cecum,  and  the 
peritoneum  united  to  the  skin.  The  cecum  was  bound  down  so 
that  it  could  not  be  lifted  out  of  the  wound.  Tbe  appendix 
could  not  be  seen,  and  the  cecum  was  covered  with  apparently 
smooth  peritoneum.  By  pushing  the  anterior  against  the  poste- 
rior wall  of  the  cecum  a  hard  mass  an  inch  and  a  half  long  could 
be  felt  on  the  outer  side  of  and  behind  the  cecum.  The  parie- 
tal peritoneum  was  divided  in  order  to  avoid  tearing  into  the 
cecum.  Upon  dissecting  down  toward  the  indurated  territory 
a  small  abscess  the  size  of  a  hazelnut  was  opened,  and  half  an 
ounce  of  yellow,  odorless  pus  escaped.  The  .abscess  wall  was 
scraped,  and  a  ring-shaped  body,  the  appendix,  could  then  be 
felt  tixed  to  the  posterior  wall  of  the  cecum  by  short,  old  con- 
nective-tissue adhesions.  By  careful  dissection  I  succeeded  in 
separating  the  appendix  from  the  wall  of  the  cecum  without 
opening  into  the  latter.  The  appendix  was  then  ligated  and 
cut  off.  The  stump  of  the  appendix  was  buried  by  pushing  it 
in  toward  the  lumen  of  the  cecum  and  joining  the  peritoneum 
of  the  cecal  wall  over  it  with  buried  sutures. 

The   peritoneal   cavity   was  cleansed   with   sponges  and  the 
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cecum  covered  with  a  corner  of  omentum,  fixing  it  around  tlie 
cecum  by  silk  sutures  in  order  to  guard  against  diffuse  peritoni- 
tis in  case  tlie  appendix  should  reopen.  A  rubber  drain  and  a 
strip  of  iodoform  gauze  were  passed  down  through  the  wound 
and  brought  out  through  a  counter-opening  in  the  himbar  re- 
gion near  the  place  of  the  abscess.     (See  Fig.  4.) 

The  wound  was  closed  by  separate  suturiug  of  the  peritoneum, 
abdominal  muscles,  fascia  between  muscles  and  skin,  in  order  to 
avoid  ventral  liernia.  Strips  of  iodoform  gauze  were  passed 
through  the  lower  corner  of  wound.  The  gauze  strips  were  re- 
moved on  the  third  day.     Recovery.     The  appendix  lay  with 


Fig.  4. 


Fig.  5. 


Fig.  4  (Case  13).—].  Drainage  tube;  2,  pericecal  abscess;  3,  appendix;  4,  cecum. 

Fig.  5. — Appendix  thirty-ttiree  millimetres  long,  ten  millimetres  in  diameter.  Not  en- 
larged; contained  no  fecal  matter,  but  a  little  mucus.  Mucous  membrane  apparently 
thickened,  but  othei'wise  normal,  except  at  point  1,  near  the  end  of  the  appendix,  where  the 
mucosa  was  irregularly  nodulated  and  red,  looking  like  tuberculous  infiltration,  but  no 
perforation,  and  outer  wall  of  appendix  looks  normal.  Microscopical  examination:  Section 
through  nodulated  mucosa  at  1  shows  epithelium  and  tubular  glands  noi-mal,  solitar}'  folli- 
cles enlarged;  in  the  submucosa,  muscular  and  subperitoneal  tissues,  small  celled,  para- 
vascular infiltration.  Section  through  middle  of  appendix  shows  similar  condition,  but 
more  pronounced,  and  in  addition  irregular  spaces  in  the  centre  of  the  solitary  follicles, 
possibly  miliary  abscesses. 


its  apex,  which  was  curved  like  a  worm,  in  the  abscess  cavity  ; 
the  remainder  was  buried  in  adhesions,  lay  close  to  the  wall  of 
the  cecum,  and  required  very  careful  dissection  for  its  removal. 
The  appendix  was  an  inch  and  a  quarter  long  and  one-third  of 
an  inch  in  diameter.  It  was  not  enlarged  and  contained  no 
fecal  concretion   nor  body,  but  only  a  little  non-fecal  mucus. 
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The  mucous  membrane  was  somewhat  thickened,  but  was  other- 
wise normal,  excepting  near  the  apex,  where  it  was  irregularly 
nodulated,  red,  and  inflamed,  resembling  a  tuberculous  infiltra- 
tion or  ulcerated  surface.  There  was  no  perforation,  and  the 
outer  wall  of  the  appendix  was  normal  in  appearance.  (See 
Fig.  5.) 

Microscopic  Examination. — A  section  made  through  the 
nodulated  mucosa  at  the  apex  showed  that  the  epithelium  and 
glands  were  normal.  The  solitary  follicles  were  enlarged,  and 
in  the  submucous,  muscular,  and  subperitoneal  tissues  there  was 
small-celled,  perivascular  infiltration — chronic  lymphangitis. 

Section  through  the  appendix  at  its  middle  showed  the  same 
condition  more  pronounced,  and  in  addition  irregular  spaces  in 
the  centre  of  the  lymph  glands,  solitary  follicles — probably 
miliar}'  abscesses. 

Case  XIII.  Chronic  appendicitis  for  eighteen  months;  con- 
stant yain^  with  slight  exacerbations  and  palpable  swelling  when 
constipated;  removal  of  perforated  appendix,  which  cornmuni- 
cated  with  cecum  through  a  small  abscess  cavity  ;  partial  resec- 
tion of  10 all  of  cecum;  recovery. — P.  L.  G.,  44  years  of  age, 
married ;  was  kindly  referred  to  me  by  Dr.  "Winterbotham. 
Personal  and  family  historj-  good.  In  April,  1890,  he  first 
suffered  from  pain  in  the  right  inguinal  region,  with  fever;  no 
swelling;  constipation.  He  was  in  bed  a  week,  and  since  that 
time  he  has  always  complained  of  pain,  more  severe  when  he  is 
constipated.  At  such  times  a  tumor  often  appears  in  the  right 
inguinal  region,  which  disappears  when  the  bowels  move. 

September  26th,  1891,  examination.  The  patient  was  pale, 
but  looked  healthy.  In  the  right  inguinal  region,  below  the 
middle  point  of  a  line  drawn  from  the  umbilicus  to  the  anterior 
superior  iliac  spine,  was  a  tender,  somewhat  movable  tumor,  two 
or  three  inches  long  and  half  an  inch  in  diameter. 

September  28th,  operation.  A  longitudinal  iucision,  ten  cen- 
timetres in  length,  was  made  along  the  outer  border  of  the  rec- 
tus muscle  over  McBurney's  point.  The  muscular  band  on  the 
cecum  could  then  be  seen  and  the  tumor  felt  through  the  parie- 
tal psritoneum.  The  peritoneum  was  opened  and  united  with 
the  wound  in  the  skin.  At  the  lower  inner  end  of  the  cecum 
was  a  hard,  nodular  mass  which  was  adherent  to  the  ileum  and 
cecum  and  was  covered  with  a  mass  of  omentum.  This  was 
ligated  in   two  portions  and  divided,  and,  after  separation,  the 
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hard  mass  was  found  to  be  convolutions  of  the  appendix.  The 
apex  of  the  appendix  was  not  dilated,  but  was  considerably 
thickened  for  three-quarters  of  an  inch.  The  middle  portion 
was  dilated  and  ampiiUiform.     The  short,  firm  adhesions  to  the 


Fig.  6  (Case  13).— 1,  Cecum;  3,  appendix:  3,  its  apex  adherent  to  cicatrix  in  wall  oE  ileum; 
4,  wall  of  small  abscess  cavity  between  the  dilated  portion  of  the  appendix  and  the  perfo- 
ration opening  into  the  cecum . 


Fig.  7  (Case  13).— 1,  Cecum:  2,  stump  of  the  appendix;  3,  perforation  opening  from  ab- 
scess cavity  into  the  cecum;  4,  cicatrix  on  the  ileum,  probably  a  closed  perforation  open- 
ing. 

ileum  were  loosened  and  cut  with  scissors  slowly  and  with  difli- 
culty,  leaving  an  area  of  the  ileum  an  inch  in  diameter  denuded 
of  its  serous  coat.  In  the  centre  of  this  area  was  a  Iiard  nodule, 
probably  a  closed  perforation  opening  into  the  ileum.  (See 
Figs.  6  and  T.) 
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Isolation  of  the  ampulliform  portion  of  the  appendix  was  next 
to  impossible.  Daring  the  attempts  at  separation  some  pus  es- 
caped. The  ileum  was  washed  with  sterilized  water  and  all  the 
pus  squeezed  out  from  the  appendix.  Continued  attempts  at 
isolation  of  the  appendix  revealed  a  small  cavity,  from  winch 
pus  escaped,  opening  into  the  cecum  and  appendix,  and  located 
immediately  above  the  cecal  end  of  the  latter. 

The  appendix  was  now  amputated  half  a  centimetre  from  the 
cecum  ;  its  lumen  was  patent,  but  no  fecal  matter  escaped  on 
pressure  of  cecum.  At  the  point  of  perforation  in  the  cecum 
was  a  thickened  mass  the  size  of  a  hazelnut,  which  made  me 
believe  that  a  tuberculous  ulcer,  with  thickening  of  the  wall  of 
the  cecum,  surrounded  the  opening,  I  therefore  resected  this 
indurated  place  in  the  cecal  wall.  A  small  amount  of  mucus  and 
fecal  matter  escaped,  and  dark-red  folds  of  mucous  membrane 
protruded.  On  the  introduction  of  a  finger  into  the  cecum  it 
was  found  that  no  ulcer  existed,  but  red,  injected,  swollen  folds 
of  mucous  membrane  surrounded  the  opening  between  the  ap- 
pendix and  the  cecum.  A  piece  of  the  cecal  wall,  three-quarters 
of  an  inch  in  diameter,  was  removed.  The  wound  in  the  cecum 
was  united  with  a  triple  row  of  sutures :  first,  mucous  sutures ; 
second,  Lembert's  sero-muscular  sutures  ;  and  third,  serous  sutures 
to  bury  the  Lembert  sutures.  It  would  have  been  impossible  to 
unite  the  opening  in  the  cecum  without  resection  of  the  indurated 
portion  of  the  wall.  At  the  place  at  which  the  ileum  was  adhe- 
rent to  the  appendix  there  was  a  thickened  band  showing  a  red 
cicatrix  in  the  centre,  but  no  perforation,  although  no  serous 
surface  was  left.  It  was  thouo-ht  inadvisable  to  invert  this  terri- 
tory  b}'  means  of  Lsmbert  sutures,  as  the  patency  of  the  gut 
would  have  been  endangered,  and  it  was  therefore  covered  with 
an  omental  flap  (Senn).  The  omentum  was  also  drawn  over  the 
wound  in  the  cecum  and  fixed  in  position  in  both  these  places 
with  fine  silk  sutures. 

The  territory  was  fiooded  with  sterilized  water  several  times 
during  the  operation,  which  occupied  about  two  hours.  The  intes- 
tine was  now  reposited,  the  toilet  of  the  peritoneum  made,  iodo- 
form gauze  and  glass  drains  introduced,  the  wound  closed,  and 
the  usual  dressings  applied. 

At  close  of  the  operation  the  patient  was  not  collapsed ;  pulse 
90,  strong. 

The  stitches  were  removed  after  two  weeks,  the  glass  drain 
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removed  on  the  eij^htli  day.  and  the  irauze  taken  out  little  bv 
little  at  each  dressing  until  in  five  weeks  all  had  been  removed. 
The  patient  had  no  pain. 

The  appendix  was  two  and  a  half  inches  long  :  the  apex  had 
thickened  walls  and  narrow  lumen  for  an  inch — that  is,  the  por- 
tion which  was  adherent  to  the  ileum  ;  the  proximal  portion, 
an  inch  and  a  half  in  length,  was  dilated,  and  the  wall  two  or 
three  times  as  thick  as  that  of  a  normal  appendix.    (See  Pig.  8.) 

Microscopic  examination  of  the  distal  end  showed  the  mu- 
cosa to  be  thickened ;  epithelium  present ;  Lieberkiihn'g  glands 
normal ;  large  solitary  follicles  with  abscess  in  centre.  There 
was  lymphangitis  and  diffuse  small-celled  infiltration  through 
the  muscular,  and  multiple  miliary  abscesses  in  the  subserous 
coat. 

The  dilated  proximal  end  of  the  appendix,  which  was  filled 


Fig.  8  CCase  IS').— Appendix  sixty-five  millimetres  long.  At  apex,  waU  much  thickened 
for  three  centimetres,  with  narrow  lumen :  the  proximal  portion,  three  and  a  half  centime- 
tres long,  is  dilated.  Wall  doubly  as  thick  as  normal.  Microscopical  examination: 
Thickened  distal  end  shows  epithehum  and  tubular  glands  present.  Mucosa  thickened 
and  solitary  follicles  enlarged,  with  spaces  in  centre.  Diffuse  small-celled  infiltration 
through  muscularis.  lymphangitis;  and  in  the  subserosa,  besides  lymphangitis,  multiple 
miliary  abscesses.  Proximal  end,  which  was  dilated  and  filled  with  pus  and  oi>ened 
into  the  abscess  communicating  with  cecum,  wall  is  thinner,  but  presented  the  same 
microscopical  appearances  as  in  the  thickened  apex. 


with  pus  and  opened  into  the  abscess  communicating  with  the 
cecum,  had  a  thinner  wall,  but  presented  a  microscopic  appear- 
ance similar  to  that  of  the  distal  end. 

Case  XIV.  Relapsing  ajjpendicitis  ;  operation  between  sixth 
and  seventh  attacks  ;  hase  of  appendix  transformed  into  abscess 
cavity  communicating  with  cecum  where  the  wall  of  the  appen- 
dix was  absent  from  previous  gangrene  /  second  abscess  in  ante- 
rior wall  of  cecum  an  inch  and  a  half  above  base  of  appendix  ; 
openings  into  cecum  sutured  ;  death  from  sepsis  after  two  weeJcs. 
— Mrs.  C,  49  years  of  age.  She  had  had  six  attacks  of  appen- 
dicitis, gradually  increasing  in  severity,  the  last  one  on  January 
30th,  1892,  at  which  time   I  saw  her  in  consultation  with  Dr. 
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Pierce.  She  had  fever,  swelling  the  size  of  an  orange  and  ten- 
deruess  in  the  right  iliac  region,  or  rather  in  the  region  of  the 
appendix,  between  the  umbilicus  and  the  anterior  superior  iliac 
sjjine.     I  advised  her  to  wait  until  the  attack  was  over. 

She  came  to  my  office  March  1st.  At  this  time  there  was  lit- 
tle if  any  tenderness,  but  by  deep  pressure  I  thought  I  could 
make  out  a  longitudinal  tumor  the  size  of  a  thumb,  slightly 
movable  transverse!}'.  This  I  thought  might  be  an  enlarged  ap- 
pendix surrounded  by  cicatricial  tissue. 

After  the  usual  preparation  I  operated  upon  her  on  March 
16th.  A  vertical  incision  four  inches  long  was  made  over  the 
cecum.  The  peritoneum  was  divided  and  united  wnth  the  skin. 
Sponges  were  introduced  to  keep  the 'small  intestines  out  of  the 
field  of  operation.  In  the  lower  end  of  tbe  wound  the  anterior 
wall  of  the  cecum  was  found  to  be  adherent  to  the  parietal  peri- 
toneum, or  rather  to  a  hard  mass  of  tissue  between  the  cecum 
and  the  anterior  wall.  Close  to  this  an  oval  body,  which  was 
-supposed  to  be  the  appendix,  could  be  felt. 

The  incision  was  now  prolonged  downward  two  inches  near 
to  Poapart's  ligament,  in  order  to  gain  space  sufficient  to  isolate 
the  appendix,  whose  apex  and  mesenteriolum  for  a  distance  of 
an  inch  and  a  quarter  were  free.  At  its  base  the  appendix  was 
embedded  in  a  mass  of  cicatricial  tissue  the  size  of  a  walnut, 
which  was  adherent  to  the  anterior  abdominal  wall.  In  the 
attempt  to  separate  this  tissue  from  the  parietal  peritoneum  a 
small  abscess  cavity  in  the  mass  of  adhesions  or  cicatricial  tissue 
surrounding  the  base  of  the  appendix  was  opened  and  a  little 
thin,  yellow  pus  escaped.  The  appendix  could  not  be  followed 
to  the  wall  of  the  cecum,  but  was  lost  in  a  mass  of  soft  granula- 
tion tissue  on  the  wall  of  the  abscess  cavity  close  to  the  cecum. 
At  this  point  the  mucosa  and  muscularis  ceased  abruptly,  the 
result  of  sloughing.     (See  Fig.  9.) 

The  mesenteriolum,  which  was  normal,  was  ligated  close  to 
the  appendix  and  the  appendix  removed.  The  abscess  wall  was 
scraped  off  from  the  cecum  around  the  entrance  to  the  appendix. 
About  half  a  square  inch  of  the  abscess  wall  was  adherent  to 
the  abdominal  wall.  The  entrance  of  the  appendix  into  the 
cecum  was  now  scraped  and  cut  off  on  a  plane  with  the  wall  of 
the  cecum.  A  probe  was  passed  easily  two  inches  down  into 
the  cecum,  but  no  gas  escaped. 

The  entrance  of  the  appendix  into  the  cecum  was  then  closed 
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by  sutures  through  the  mucous  and  muscular  coats,  Czerny-Lem 
bert  sutures,  and  covered  by  the  mesenteriolum  of  the  appendix 
fixed  by  sutures. 

An  inch  and  a  half  above  this  abscess,  on  the  anterior,  outer, 
lateral  surface  of  the  cecum,  or  the  beginning  of  the  ascending 
colon,  another  mass  of  cicatricial  tissue  the  size  of  a  hazelnut 
was  found  between  the  intestines  and  the  abdominal  wall.  This 
was  excised  from  the  abdominal  wall — that  is,  the  transversalis 
fascia  was  excised  with  it.  It  was  impossible  to  separate  this 
mass  from  the  wall  of  the  cecum.  In  the  centre  of  the  mass 
were  found  islands  of  thick,  yellow,  inspissated  pus,  one  of 
which  extended  into  the  wall  of  the  cecum.  This  was  the 
point  of  perforation  of  the  abscess  into  the  cecum,  and  was  sur- 
rounded by  firm  cicatricial  tissue.  This  inspissated  pus  focus 
was  removed,  and  with  it  the  corresponding  portion  of  the  cecal 


Fiti.  9  (Case  14).— Appendix  three  and  a  half  centimetres  long,  from  apex  to  point  where 
wall  ceases,  and  one  centimetre  of  abscess  cavity  with  perforation  and  absence  of  wall  be- 
tween this  point  and  wall  of  cecum.  1.  Mesentery,  adipose  tissue;  2,  obliterated  distal  end 
of  appendix,  one  and  a  half  centimetres  long;  wall  here  looks  normal;  3,  open  portion  of 
appendix,  two  centimetres  long;  4,  abscess  wall,  granulation  surface  one  centimetre  long 
where  wall  of  appendix  is  absent;  5,  mucous  membrane  in  non-obliterated  portion  of  ap- 
pendix looks  normal;  6,  perforation  opening;  7,  line  where  wall  of  appendix  disappears, 
representing  the  line  of  demarcation  of  circular  gangrene  of  wall  of  appendix.  Microsco- 
pical examination  of  wall  of  appendix  shows  lymphangitis  and  miliary  abscesses  in  sub- 
peritoneal tissue.  Mucosa  in  middle  portion  thickened,  but  has  epithelium  and  tubular 
glands. 

wall,  which  left  a  wound  half  an  inch  long  in  the  cecum,  from 
which  normal  mucous  membrane  protruded. 

The  wound  in  tlie  cecum  was  closed  by  Czerny  fine  silk  su- 
tures through  the  mucous  and  muscular  coats,  then  a  continuous 
row  of  Lembert  sutures,  and  finally  an  outer  row  of  serous 
sutures.  The  sutured  w^ound  was  an  inch  and  a  half  long,  and 
was  continuous  with  the  sutures  of  the  entrance  of  the  appendix 
and  with  those  of  the  lower  abscess. 

The  cecum  now  presented  the  following  appearance:  On  its 
anterior  outer  surface  there  was  a  line  of  sutures  two  inches  and 
a  half  long,  extending  from  the  apex  up  to  an  inch  above  the 
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ileum.  The  cecum  was  somewhat  narrowed,  but  was  still  almost 
an  inch  and  a  half  in  diameter.  The  ileum  was  almost  empty. 
The  line  of  suture  passed  an  inch  to  the  left  of  the  entrance  of 
the  ileum  in  order  to  avoid  the  ileo-cecal  valve.  At  the  upper 
end  of  the  line  of  sutures — that  is,  the  upper  abscess — the  as- 
cending colon  was  of  normal  calibre.  Gas  was  now  seen  to  pass 
freely  from  the  ileum  into  the  cecum  and  ascending  colon,  and 
the  passage  was  thus  shown  to  be  free.  The  abdomen  was  now 
cleansed,  the  cecum  mopped  off  with  bichloride  solution  on 
gauze;  no  irrigation.  The  peritoneum  was  separately  sutured. 
It  was  difficult  to  bring  the  edges  of  the  wound  together,  on  ac- 
count of  the  loss  of  substance  in  the  site  of  the  two  abscesses. 

A  gauze  drain  was  placed  upon  the  sutured  cecum  and 
passed  out  through  the  wound.  The  rectus  fascia  was  united 
with  buried  sutures.  A  gauze  drain  was  introduced  into  the 
upper  end  of  the  wound,  and  the  external  wound  closed  by  step 
sutures  down  to  the  gauze  drain. 

On  the  second  day  the  temperature  began  to  rise ;  no 
symptoms  of  peritonitis,  but  symptoms  of  increasing  sepsis  ne- 
cessitated the  reopening  of  the  wound  on  the  third  day.  Sep- 
tic inflammation,  with  purulent  and  fibrinous  exudate,  was  found 
in  the  abdominal  wound  and  on  the  cecum  below.  The  su- 
tures in  the  cecum  did  not  open  at  all,  as  evidences  of  fecal  fis- 
tula never  were  found.  Opening  and  disinfecting  the  septic 
wound  was  of  no  avail.  On  the  fourth  day  the  patient  became 
delirious,  and  died  two  weeks  later.    No  autopsy  was  permitted. 

Remarhs. —  As  a  separate  clinical  form  of  appendicitis,  with 
special  indications  for,  and  method  of,  operating,  recurrent  ap- 
pendicitis has  come  into  prominence  since  1889,  when  Treves 
first  operated  for  this  condition.  At  this  time  more  than  forty 
operations  of  this  kind  are  on  record  (Kiimmel). 

This  form  derives  its  name  from  its  clinical  feature  of  recur- 
rent attacks  with  free  intervals.  The  frequency  of  the  attacks 
varies  from  two  or  three  a  year  to  one  a  month,  or  even  more 
frequently.  In  the  cases  with  frequent  attacks  there  are  usually 
some  pain  and  inconvenience  during  the  free  interval.  The  at- 
tacks may  be  so  slight  and  the  local  disturbance  so  constant  that 
such  cases  are  better  spoken  of  as  cases  of  chronic  appendicitis 
or  perityphlitis  with  slight  exacerbation  of  the  symptoms  oc- 
curring very  frequently,  every  week  for  instance,  or,  as  in  Case 
13,  every  time  the  patient  became  constipated. 
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The  pathology  of  this  form  is  different  in  extent  only  from 
that  of  the  other  two  forms.  We  find  in  and  around  the  a])- 
pendix  all  the  pathological  conditions  above  described — the  ca- 
tarrhal endo-appendicitis,  with  or  without  ulcers,  perforations, 
fecal  concretions,  lymphangitis  and  perilymphangitis,  periap- 
pendicitic  abscess,  and  perforation  openings  into  the  cecum. 

Iversen  has  called  especial  attention  to  stenosis  as  a  cause  of 
the  recurrent  attacks.  A  stenosis  at  the  cecal  orifice  or  at  Ger- 
iacli's  valve  may  cause  dilatation  of  the  entire  appendix  (Senn, 
Hogh).  Stenosis  in  other  parts  of  the  appendix,  the  middle  for 
instance,  may  cause  dilatation  of  the  distal  portion.  Strictures 
are  frequent — in  five  out  of  eight  cases  (Kiimmel).  Perforation 
is  very  common,  single  or  multiple  openings  often  situated  just 
behind  the  stricture,  or,  more  rarely,  in  the  territory  of  a  fecal 
concretion.  Perforation  was  reported  in  six  out  of  eight  cases. 
The  perforation  opening  leads  out  into  a  small  abscess  cavity, 
which  again  may  open  into  the  cecum.  Or  else  there  is  no  ab- 
scess cavity,  but  a  direct  communication  between  the  two  in  this 
place,  united  by  adhesions.  Small  abscesses  may  not  commu- 
nicate either  with  the  cecum  or  appendix,  but  may  be  in  close 
proximity  to  both  of  them,  or  may  be  located  in  the  very  wall 
of  the  cecum,  as  in  my  Case  13.  Miliary  microscopic  abscesses 
may  occur  in  the  subserosa  of  the  appendix,  as  in  my  Case  12. 

A  closed  perforation  opening  into  the  cecum  is  seen  as  a  lo- 
-calized  thickening  of  the  wall  of  the  cecum,  with  retraction  and 
folding  of  the  mucous  membrane.  Stenosis  or  stricture  of  the 
cecum  is  rare.  It  has  been  seen  by  Kiimmel  and  Lange.  Ulcers 
are  also  of  rare  occurrence. 

Prognosis. — Spontaneous  recovery  after  several  attacks  is  not 
uncommon  (Pepper,  Bryant,  Lange)  ;  hence  the  advice  of  some 
surgeons  not  to  be  too  hasty  in  operating  in  all  cases.  But  it 
must  be  borne  in  mind  that  the  more  frequent  the  attacks,  and 
the  less  free  the  intervals  or  the  nearer  the  disease  approaches 
to  chronic  appendicitis  with  exacerbations,  the  more  urgently 
is  operative  interference  indicated.  Spontaneous  recovery  takes 
a  long  time — in  three  cases  reported  by  Leiden,  from  six  months 
to  a  year.  Li  one  of  Korte's  cases  the  patient  was  in  bed  for 
nine  months.  The  operation,  when  successful,  gives  perfect  re- 
covery in  a  month  or  two. 

The  prognosis  of  the  operation  is,  on  the  whole,  very  favor- 
able.    Eleven  cases  were  operated  upon  prior  to  March,  1891, 
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and  were  reported  by  Iverseii.  All  of  these  recovered  (Treves, 
Senn,  Hogh,  Kiimmel,  Malthe,  Teale,  Iversen).  Kiimmel lately 
reported  twelve  operations  in  which  he  did  not  lose  a  patient. 
But,  difficult  as  the  operation  sometimes  is,  fatal  cases  are  occa- 
sionally met  with.  In  one  of  my  three  cases  the  patient  died. 
Lauge  also  alludes  to  the  loss  of  one  patient,  operator  unknown. 
I  should  consider  the  mortality  of  the  operation  as  about  live 
per  cent. 

Operation. — Most  operators  agree  that  the  operation  should 
be  performed  during  the  free  interval  between  the  attacks. 
The  only  dissentient  opinion  in  this  matter  was  expressed  by 
Morton,  who  advises  to  wait  for  the  next  attack,  which  may 
not  come,  on  the  ground  that  the  operation  in  the  interval  may 
be  made  difficult  and  dangerous  by  dense  adhesions  around  the 
appendix. 

The  plan  of  operating  in  intermittent  appendicitis  is  simple — 
namely,  removal  of  the  diseased  appendix.  Simple  loosening  of 
the  adhesions  (Treves)  or  opening  and  drainage  of  the  appendix 
(Lawson  Tait)  are  deemed  insufficient. 

The  necessity  of  the  removal  of  the  appendix  is  well  illus- 
trated in  a  case  reported  by  Lange,  who  during  a  laparatomy 
found  a  narrow,  retracted  cecum,  on  which  he  made  the  Hei- 
necke-Mikulicz  operation  to  relieve  the  constriction.  He  did 
not  remove  the  appendix.  The  operation  had  no  apparent 
effect  upon  the  symptoms.  At  a  later  laparatomy  the  appendix, 
which  contained  a  fecal  concretion,  was  extirpated,  and  the  pa- 
tient recovered  completely.  On  the  other  hand,  there  are  cases 
in  which  the  symptoms  are  caused  by  a  small  abscess,  after  the 
removal  of  whicli  the  patient  is  cured,  even  if  the  appendix  is 
not  removed,  as  in  a  case  reported  by  Lange. 

The  operation  may  be  very  easy  or  extremely  difficult.  It 
is  easy  in  catarrhal  appendicitis  with  no  adhesions  (Senn's  case), 
but  this  case  was  exceptional.  Usually  the  removal  of  the  ap- 
pendix is  more  or  less  difficult,  and  is  complicated  by  adhesions, 
abscesses,  perforations  into  the  cecum,  etc.  In  rare  instances  it 
is  extremely  difficult  and.  dangerous.  In  one  of  Klimmel's  cases, 
in  which  stenosis  of  the  cecum  was  found,  he  was  obliged  to  re- 
sort to  resection  and  implantation  of  the  ileum  into  the  ascend- 
ing colon.  Morton  speaks  of  several  instances  in  which  some 
of  the  best  operators  have  been  obliged  to  abandon  the  opera- 
tion in  the  interval  because  the  appendix  could  not  be  found. 
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The  teclmique  of  the  operation  is  simple  as  to  its  general 
plan,  bat  variable  and  difficult  in  detail.  A  direct  perpendicu- 
lar or  oblique  incisiou  should  be  made  over  the  cecum  and  into 
the  peritoneal  cavitj.  The  adherent  omentum  on  the  anterior 
abdominal  wall  is  carefully  removed  from  the  cecum.  The  ap- 
pendix is  now  sought  for;  it  is  usually  felt  as  a  small  tumor 
around  or  behind  the  cecum.  The  loosening  of  the  appendix 
with  the  finger  nail  or  instruments  must  be  done  with  the  ut- 
most care  to  avoid  injuring  the  wall  of  the  cecum.  When  the 
appendix  has  been  loosened  throughout  its  entire  extent  the 
mcsenterioluni,  if  not  torn  during  the  previous  manipulations, 
is  ligatured  in  portions.  The  freed  appendix  is  now  ligated,  cut 
off,  and.  invaginated.  The  stump  may,  after  disinfection,  be  in- 
verted and  buried  between  two  folds  of  the  cecum,  or  the 
mesenteriolum  may  be  used  as  a  covering.  The  territory  may 
in  addition  be  covered  by  an  omental  flap.  Some  operators  re- 
gard the  last-named  precautions  as  of  little  importance. 

Openings  into  the  cecum  should  be  united  by  Czerny-Lem- 
bert  sutures.  This  procedure  may  sometimes  have  to  be  pre- 
ceded by  resection  of  the  thickened  cecal  wall.  Through  the 
resection  opening  the  cecum  may  be  explored  with  the  finger 
for  ulcers  and  strictures,  which  can  then  receive  the  proper  con- 
sideration and  treatment. 

Drainage  will  be  necessary  in  the  majority  of  the  cases,  and  it 
is  exceptional  that  a  case  of  catarrhal  appendicitis  without  adhe- 
sions is  met  with  in  which  drainage  could  be  dispensed  with. 
Senn  and  Iir)gli  had  each  a  case  of  this  kind.  Drainage  is  usu- 
ally eifected  by  gauze  or  drainage  tubes,  or  a  combination  of 
the  two.  The  abdominal  wound  is  usually  united  by  step  su- 
tures down  to  the  point  of  drainage,  in  order  to  avoid  hernia.. 
Iversen  and  others  advocate  the  employment  of  Trendelenburg's 
position. 

On  the  whole,  it  may  be  said  that  the  removal  of  the  appen- 
dix in  the  free  interval  of  intermittent  and  in  chronic  appendi- 
citis is  satisfactory,  and,  although  sometimes  very  difficult,  is  in 
general  a  comparatively  safe  operation. 

5.  PosT-APPEXDicrric  Coxditions,  or  late  Coxsequexces  fol- 
LowixG  Appexdicitis. — This  condition  is  illustrated  by  the  fol- 
lowing two  cases : 

Case  XV.   Chronic  per'dyphlitic  abscess  of  four  years''  stand- 
ing^  reaching  from   the   kidney   down    to  four   inches   heloiv 
13 
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Pouparfs  ligament;  several  compartments  communicating  icith 
narrow  tracts  ;  avails  half  an  inch  thick.,  and  dilatation  of  snh- 
cutaneous  veins  and  hardness  of  swelling  simulating  malignant 
tumor;  after  removal  of  two  fecal  stones,  definite  closure  of 
cavity. — J.  E.  H.,  farmer,  age  32,  was  admitted  to  Emergency 
Hospital,  in  my  service,  June  27tli,  1892.  Family  history  good. 
Previous  health  good.  Present  illness  dated  from  the  autumn 
of  1S8S,  when  he  was  suddenly  seized,  while  working  in  the 
harvest  field,  with  acute  pain  in  the  right  side  of  the  abdomen. 
A  year  ago  he  had  another  sudden  attack  of  pain  in  right  iliac 
region,  and  a  month  later  an  abscess,  which  was  incised,  with 
escape  of  fetid  pus,  and  left  a  fistula  in  the  right  lumbar  region 
which  still  remains  open.  At  present  the  discharge  through  the 
fistula  is  free  for  two  weeks  and  the  tumor  decreases ;  then  the 
discharge  lessens  and  the  swelling  increases  in  size. 

Examination. — The  patient  was  strong,  fairly  well  nourished, 
pale;  heart,  lungs,  and  urine  normal.  In  the  right  iliac  region 
there  was  a  hard  tumor  extending  from  the  false  ribs  down  to 
Poupart's  ligament,  a  distance  of  four  and  a  half  inches,  and 
which  entirely  tilled  the  lumbar  region  from  the  twelfth  rib  to 
the  crest  of  the  ilium,  and  extended  forward  to  the  outer  border 
of  the  rectus  muscle.  It  was  six  inches  in  transverse  diameter 
and  took  in  the  outer  half  of  Poupart's  ligament ;  at  its  medial 
border  at  this  point  the  external  iliac  artery  could  be  felt.  The 
swelling  was  hard  like  wood,  with  no  soft  places,  no  fluctuation, 
no  tenderness  on  pressure.  In  the  lumbar  region  it  was  covered 
by  dilated  veins,  resembling  in  this  regard  a  malignant  tumor. 
In  the  upper  part  of  the  lumbar  region,  an  inch  below  the 
twelfth  rib,  close  to  the  lumbo-dorsalis  and  erector  spin^e  muscles, 
there  was  a  fistulous  opening  forming  a  crater-shaped  depression 
surrounded  by  nodules  of  cicatrized  granulations,  in  the  centre 
of  which  a  minute  opening  could  be  seen  through  which  a  com- 
mon probe  could  be  passed.  The  probe  passed  in  transversely 
toward  the  median  line  for  four  or  five  inches  and  could  not  be 
moved  about  in  an}'  cavity. 

Diagnosis. — Appendicitic  abscess.  The  abscess  w^as  located 
on  the  outer  side  of  the  colon  and  extended  along  the  lateral 
aspect  of  the  cecum,  then  ascending  toward  the  liver. 

Operation. — The  patient  was  placed  on  the  left  side  in  the 
position  for  lumbar  nephrotomy.  The  incision  was  made  through 
the  fistulous  opening  from  the  upper  corner  of  Petit's  triangle 
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downward  and  forward  toward  the  crest  of  the  ilium.  "When 
the  internal  oblique  muscle  had  been  cut  through,  a  layer  of 
hard,  white,  fibrous  connective  tissue,  half  an  inch  thick,  was 
reached.  This  was  divided  first  in  the  region  of  the  fistula,  in 
order  to  permit  digital  exploration,  which  revealed  a  llat  space 
lying  between  the  anterior  abdominal  wall  and  tlie  cecum  and 
ascending  colon.  The  abdominal  wall  and  the  cicatricial  tissue 
were  now  divided  down  to  the  crest  of  the  ilium.  The  cavity 
was  three  inches  long  and  lined  with  a  layer  of  flabby,  grayish, 
red  granulation  tissue,  which  was  removed  with  the  sharp  spoon. 
This  cavity  extended  down  to  the  anterior  superior  spine  of  the 
ilium.  On  the  posterior  wall  of  the  cavity,  near  the  iliac  crest, 
a  sinus  was  found  which  led  down  in  the  iliac  fossa  close  to  the 
bone,  which  was  not  denuded,  and  through  which  a  probe  could 
be  passed  down  to  the  outer  half  of  Poupart's  ligament. 

The  fibrous  wall,  a  quarter  of  an  inch  in  thickness,  between  the 
two  cavities,  was  now  divided  with  a  knife  close  to  the  crest  of 
the  iiium.  The  wall  was  probably  the  transversalis  fascia  or  the 
transversalis  muscle.  The  division  was  continued  downward  to 
the  outer  half  of  Poupart's  ligament,  about  an  inch  external  to 
the  pulsating  iliac  artery. 

The  sinus  was  denuded  of  its  flabby  granulation-tissue  layer. 
At  its  lower  end  an  extension  was  found,  through  which  a  probe 
passed  easily  downward  and  inward,  four  inches  below  Poupart's 
liicament,  alono^  the  femoral  vessels.  Careful  curettino-  of  the 
sinus  wall  below  Poupart's  ligament  revealed  granulation  tissue. 

The  upper  portion  of  the  cavity  extended  upward  under  the 
twelfth  and  eleventh  ribs,  and  inward  to  the  lower  surface  of 
the  liver  tlirce  inches  above  and  internal  to  the  lower  border  of 
the  twelfth  rib.  The  sinus  wall  was  curetted  for  a  distance  of 
four  inches  toward  the  vertebral  column. 

While  the  cavity  was  being  irrigated  a  smooth,  hard,  ovate 
fecal  stone  or  concretion,  an  inch  long  and  a  quarter  of  an  inch 
in  diameter,  and  having  a  fecal  odor,  was  washed  out. 

The  wound  and  cavities  were  treated  in  the  following  man- 
ner :  A  drain  a  quarter  of  an  inch  in  diameter  was  passed  down 
into  the  sinus  leading  to  the  femur  for  a  distance  of  four  or  live 
inches.  A  second  drainage  tube  was  passed  up  behind  or  below 
the  ribs  toward  the  liver.  Tjie  remainder  of  the  cavity  was 
packed  with  iodoform  gauze,  over  which  a  bridge  of  skin  and 
abdominal  muscles  was  drawn  together  at  the  upper  anterior 


196  FENGER  :    REMARKS    ON   APPENDICITIS. 

extremity  of  the  crest  of  the  ilium,  leaving  the  upper  and 
lower  ends  of  the  wound  open  for  packing.  He  recovered  after 
two  months.  A  month  later  another  fecal  stone  was  washed 
out,  and  in  another  month  the  cavity  closed. 

Case  XYl. — Constriction  of  a%cending  colon  hy  a  ring  in  the 
adherent  omentum  after  appendicitis  and  p>eritonitis  ten  years 
before;  appendix  adherent',  median  laparatomy  with  addi- 
tional transverse  incision  ;  division  of  omentum  /  extirpation 
of  appendix  ;  recovery. — Mrs.  M.,  Si  years  of  age,  no  children, 
was  referred  to  me  by  Dr.  Burwash  in  September,  1S92.  Ten 
years  ago  she  had  an  attack  of  appendicitis  and  was  in  the  hos- 
pital for  eighteen  weeks.  Two  years  later  she  had  another  at- 
tack, and  after  this  an  attack  every  year.  In  March,  1892,  she 
consulted  Dr.  Burwash  for  the  pain.  He  made  a  diagnosis  of 
constriction  of  the  colon  following  an  old  appendicitis.  She 
has  been  constipated  ever  since  she  had  appendicitis,  and  the 
bowels  now  move  only  when  physic  is  taken.  If  the  bowels  do 
not  move  for  two  days  the  patient  has  pain  in  the  right  hypo- 
chondrium  and  cecal  region,  and  when  the  bowel  is  empty  she 
experiences  a  burning  sensation  in  the  right  half  of  the  abdo- 
men. She  has  employed  large  enernata  for  four  years,  without 
relief  save  the  temporary  respite  when  the  warm  water  is  in- 
jected. She  has  a  feeling  of  pressure  in  the  cecum  when  she 
eats,  when  she  bends  down,  and  when  she  rises  up  again. 

The  trouble  seems  to  be  increasing  year  by  year.  The  pa- 
tient has  taken  eleven  Ayer's  pills,  then  large  enemata,  to  effect 
evacuation  of  old,  hard  scybala.  If  she  neglects  the  bowels  for 
five  or  six  days  she  has  ptomaine  intoxication. 

Diagnosis. — Contracture  of  cecum,  or  peritonitic  bands  around 
cecum  after  appendicitis. 

Operation  November  29th,  1892.  The  patient's  bowels  were 
empty  ;  neither  tumor  nor  appendix  could  be  felt.  A  median 
incision  seven  inches  in  length  was  made  from  four  inches  be- 
low the  umbilicus  to  two  inches  above.  The  peritoneum  was 
united  to  the  skin.  The  omentum  presented  in  the  wound,  also 
loops  of  small  intestine  with  adherent  omental  shreds,  and  above 
this  the  transverse  colon  and  stomach  ;  the  latter  was  reddish 
and  injected,  but  normal.  The  omentum  was  adherent  to  the 
right  border  of  the  abdominal  cavity  and  covered  the  cecum 
and  ascending  colon.  In  order  to  get  space  for  operating  it  was 
necessary  to  make  a  transverse  incision  three  and  a  half  inches. 
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long,  extending  from  the  first  incision  at  a  point  an  inch  below 
the  umbilicus  outward  to  near  the  anterior  superior  iliac  spine. 
This  exposed  the  entire  right  half  of  the  abiiominal  cavity  to  view. 
In  the  upper  portion  of  the  exposed  area,  below  the  stomach, 
which  was  held  up  by  a  flat  sponge,  could  be  seen  the  transverse 
colon,  from  the  left  to  near  the  right  upper  corner,  where  it  dis- 
appeared in  an  opeiiing  or  ring  in  the  omentum.  The  omen- 
tum was  drawn  over  the  cecum  and  ascending  colon  to  the  ab- 
dominal wall  in  front  of  them,  and  adherent  to  the  wall 
throughout  its  entire  length  down  to  the  middle  of  Poupart's 
ligament.  The  cecum  and  ascending  colon  could  not  be  seen, 
nor  could  the  adherent  omentum  coverino'  them  be  dislodged. 

At  the  upper  border  of  the  omentum,  where  it  passed  from 
the  transverse  colon  over  the  ascending  colon  to  the  right  ab- 
dominal wall,  there  was  a  ring,  an  inch  in  diameter,  having  an 
upper  free  border.  It  was  a  band,  or  rather  a  cord,  of  omentum 
extending  from  the  abdominal  wall  to  the  ascending  mesocolon. 
The  ring  easily  admitted  one  finger.  The  surface  of  the  intes- 
tine was  not  adlierent  to  the  ring.  The  finger  could  be  easily 
passed  down  through  the  ring  into  a  space  in  the  free  peritoneal 
cavity  between  the  posterior  surface  of  the  adherent  omentum 
and  the  ascending  colon  and  cecum. 

Tlie  omentum  was  lifted  on  the  finger  and  ligated  in  por- 
tions for  a  distance  of  four  inches  over  the  ascending  colon 
and  cecum.  The  omentum  was  divided  in  portions  between 
double  ligatures,  from  the  colon  near  the  upper  end  dowu  to 
the  middle  of  Poupart's  ligament  below  the  cecum.  The  me- 
dial portion,  or  border  of  the  omentum,  was  attached  to  loops  of 
small  intestine. 

After  division  of  the  omentum  the  normal  ascending  colon 
could  be  seen.  The  cecum  was  normal  on  its  anterior  surface, 
and  quite  movable.  On  turning  the  cecum  to  the  medial  side, 
it  was  seen  that  the  appendix  was  stretched  out  over  the  pos- 
terior and  up  on  the  outer  border  of  the  cecum,  and  bound  to  it 
with,  or  buried  in,  adhesions  so  thin  that  the  appendix  was 
plainly  to  be  seen  throughout  its  entire  extent. 

The  appendix  was  seven  centimetres  long  and  flattened,  but 
was  otherwise  normal.  I  resolved  to  loosen  and  remove  it,  as 
it  was  not  obliterated  (Behring),  and  as  it  was  buried  in  adhe- 
sions, the  results  of  the  former  attacks  of  perityphlitis  men- 
tioned in  the  history. 
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Tlie  appendix  was  removed,  Tlie  mesenteriolnm  was  found 
to  be  folded  against  the  cecum  and  huried  in  the  adhesions. 
The  appendix  was  loosened  from  tlie  cecum  bv  blunt  dissection; 
it  was  most  firmly  adherent  at  its  distal  end.  The  appendix 
was  now  ligated  close  to  its  entrance  into  the  cecum,  the  mucosa 
cut  out  on  the  distal  side  of  the  ligature,  the  stump  disinfected 
with  strong  carbolic  acid,  and  the  peritoneum  united  over  the 
end  of  the  stump. 

The  stump  of  the  appendix  was  buried  by  means  of  Lembert 
sutures  passed  through  the  cecum  and  its  mesentery. 

The  intestine  was  now  freely  movable.  The  right  half  of  the 
abdominal  cavitj'^  was  irrigated  with  sterilized  water. 

The  "wound  was  now  closed  in  the  usual  way,  and  a  Mikulicz 
drain  passed  down  to  the  site  of  the  appendix  through  the 
lateral  corner  of  the  transverse  incision.  The  wounds  were 
dressed.  The  operation  lasted  for  an  hour  and  a  half.  At  its 
close  the  patient's  pulse  was  110, 

The  patient  remained  in  the  hos23ital  for  eight  weeks.  The 
wound  closed  in  six  weeks.  The  bowels  move  more  easily  since 
the  operation,  but  the  burning  sensation  still  remains. 
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ENTEROSTOMY  AND   DRAINAGE   IN  THE  TREATMENT  OF 
DIFFUSE  SEPTIC  PERITONITIS.^ 


FERNAND  HENROTIN,  M.D., 
Professor  of  Gynecology,  Chicago  Polyclinic. 


I  FEEL  honored  in  being  invited  to  participate  in  this  discus- 
sion by  our  Society,  and  am  pleased  to  be  able  to  say  that  I 
coincide  in  nearly  every  mooted  point  with  the  author,  who  in 
liis  elegant  and  complete  paper  has  not  only  outlined  all  that  is 
at  present  known  concerning  this  disease,  but  has  also  stated 
his  own  views  in  a  most  convincing  though  moderate  manner. 

Discussions  of  this  kind  are  valuable,  in  that  they  corroborate 
or  dissent  from  the  views  of  the  writer,  or  bring  in  new  facts 
or  methods  which  may  add  to  the  general  knowledge  of  the 
subject. 

The  one  burning  point  of  discussion  among  medical  men,  as, 
of  course,  you  all  know,  is  the  propriety  of  operating  at  all 
upon  a  given  case  which  has  sufficient  symptoms  to  be  called  a 
doubtful  one.  The  ground  is  well  taken  by  the  writer  when  he 
states :  Operate,  first,  upon  all  cases  accompanied  by  general  or 
diffuse  peritonitis ;  secondly,  operate  upon  the  cases  wherever 
a  tumor  exists  in  the  region  of  the  appendix,  which  steadily 
though  slowly  increases  after  the  first  four  or  five  days  of  its 

'  Read  as  part  of  the  discussion  before  the  Gynecological  Society  of  Chicago, 
following  Dr.  Fenger's  paper  on  Appendicitis,  March  17th,  1893. 
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discovery;  lastly,  operate  upon  the  cases  that  are  known  as  cases 
of  recurrent  appendicitis,  providing  such  attacks  give  signs  of 
gravity. 

I  might  add  to  this  that,  where  the  indications  are  not  suffi- 
ciently well  marked  to  bs  able  to  classify  according  to  the  above 
standard,  everything  depends  upon  the  experience  of  the  sur- 
geon who  is  to  operate  ;  for  it  may  be  stated  almost  emphatically 
that,  in  appendicitis  particularly,  the  individual  experienced  in 
such  operations  will  never  increase  the  danger  to  life  by  his 
work,  while  the  beginner  ma}'  do  incalculable  mischief.  The 
same  maybe  said  concerning  the  method  of  operating  ;  for  while 
such  men  as  Fenger,  Senn,  McBurney,  and  others  of  their  ex- 
perience may  feel  warranted  in  loosening  all  the  adhesions  and 
enucleating  and  resecting  the  appendix  buried  in  exudate,  it 
were  often  better  for  the  life  at  stake  that  attempts  go  no 
further  than  the  opening  of  the  usually  present  abscess,  for  we 
all  know  that  in  a  very  large  proportion  of  cases  this  compara- 
tively simple  proceeding  is  followed  by  cure  through  oblitera- 
tion of  the  appending  organ. 

The  particular  class  of  cases  about  which  I  desire  to  speak  to- 
night, however,  are  the  cases  accompanied  by  diffuse  peritonitis — 
those  unfortunate  cases  of  which  we  are  accustomed  to  speak  as 
having  come  to  us  too  late  for  operation.  Their  diagnosis,  even 
if  we  see  them  early,  is  not  always  easily  made.  After  the  first 
twenty-four  hours  the  right-sided  tenderness  marking  the  pri- 
mary lesion  may  have  disappeared,  the  general  inflammatory 
condition  overshadowing  everything,  so  that  it  might  be  ques- 
tioned whether  we  are  dealing  with  an  appendicitis  or  not. 
Particularly  is  this  the  case  in  the  female  who  may  have  had  a 
previous  pelvic  inflammation  from  uterine  or  tubal  disease. 
Here  might  be  mentioned  also  a  class  to  be  recognized  from 
those  having  general  dift'use  peritonitis.  I  have  in  operation 
met  two  such.  In  these  the  exudate  was  situated  to  the  left  as 
far  as  the  median  line  ;  and  though,  at  first  sight  after  incision, 
the  patient  seemed  to  have  general  diffuse  peritonitis,  careful 
exploration  revealed  a  protective  wall  excluding  a  large  portion 
of  the  abdominal  cavity  from  invasion. 

Having  had  a  very  considerable  experience  in  the  surgical 
treatment  of  cases  of  appendicitis,  I  have  come  to  regard  cases 
of  general  diffuse  peritonitis  as  offering  a  difference  in  progno- 
sis after  operation  in  accordance  with  the  behavior  of  the  origi- 
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nal  lesion.  I  have  come  to  believe  that  what  might  be  termed, 
not  correctly  but  for  the  sake  of  convenience,  primary  diffuse 
peritonitis — that  is,  cases  where  the  development  of  the  general 
inllaini.nation  is  coincident,  or  almost  so,  with  the  usually  present 
perforation  of  the  appendix — have  a  inoderately  fair  chance  of 
recovery  if  operated  upon  in  fairly  reasonable  season  ;  while  the 
cases  of  wliat  I  call  secondary  rupture — that  is.  where  the  exu- 
dation mass  formed  around  an  abscess  sac  ruptures  after  having 
been  plainly  perceptible  for  a  number  of  days — almost  invariably 
die,  no  matter  how  very  soon  after  this  secondary  rupture  the 
operation  is  performed.  My  personal  experience  extends  to  five 
cases  of  this  last  variety,  while  I  have  observed  four  additional 
cases  in  the  practice  of  my  associates.  All  these  nine  cases 
proved  fatal,  most  of  them  within  twelve  to  twenty-four  hours 
following  operation.  I  suppose  the  pus  being  confined  within 
a  small  cavity  communicating  or  having  communicated  with  the 
bowel  acquires  excessive  toxic  virulence. 

I  wish  to  draw  your  attention  particularly  to  the  treatment  of 
the  lirst-mantioned  variety — the  cases  I  call,  for  the  sake  of  con- 
venience, primary  diffuse  peritonitis.  These  cases  from  the  be- 
ginning present  symptoms  of  the  most  dangerous  character.  The 
experienced  physician  recognizes  these  by  the  extreme  rapidity 
of  the  pulse,  the  early  dyspnea,  the  cold  extremities,  the  re- 
peated vomiting,  the  anxious  countenance  and  rapidly  develop- 
ing meteorism — thirty-six  or  forty-eight  hours — and  the  patient 
shows  signs  of  impending  dissolution  ;  or,  the  first  onset  being 
apparently  passed  over,  the  symptoms  continue  not  quite  so 
acute,  and  the  patient  dies,  in  five  to  eight  days,  from  sepsis 
and  its  resulting  paralyzed,  tym.panitic,  distended  intestines.  I 
desire  to  call  your  attention  to  two  cases  which  I  have  man- 
aged to  save  in  the  last  eight  months,  intending  thereby  to 
formulate  a  method  of  treatment  which  may  prove  of  value. 

Case  I.  —  L.  A.,  a  young  girl  aged  7  years,  was  suddenly  and 
without  premonition  taken  with  vomiting  and  various  signs  of 
extreme  illness.  Her  physician,  a  painstaking  practitioner  of 
experience,  was  utterly  unable  at  first  to  determine  the  cause. 
Only  moderate -fever  was  present.  When  he  called  me  at  5  p.m. 
the  second  day,  after  the  child  had  been  ill  thirty-six  hours,  he 
diagnosed  peritonitis  from  the  extreme  condition,  the  rapid 
pulse,  the  short  breathing,  and  the  moderate  tympanites  then 
present.     The  danger  being  extreme,  I  operated  one  hour  later, 
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making  an  incision  in  the  semilunar  line.  At  7  p.m.  she  was  re- 
turned to  her  bed.  The  opsration  had  been  hasty  on  account  of 
the  almost  imperceptible  pulse.  The  abdomen  was  conjpletely 
filled  with  fluid  already  containing  much  pus,  while  all  the  visi- 
ble intestinal  coils  were  more  or  less  covered  with  plastic  exu- 
date. The  appendix,  easily  found,  was  occluded  at  its  middle 
by  a  fecal  concretion  twice  as  large  as  an  apple  seed.  Its  distal 
half  was  dark,  collapsed,  and  ahnost  gangrenous,  while  near  the 
extremity  was  a  perforation  not  quite  the  diameter  of  the  head 
of  a  pin  in  size.  The  appendix  was  hastily  ligated  near  its 
junction  to  the  cecum  and  a  puckering  stitch  placed  to  shut  oat 
its  lumen,  the  whole  being  dropped  back  into  the  infected  peri- 
toneal cavity.  The  original  incision  not  having  been  veiy  large, 
time  being  important  and  drainage  necessary,  no  sutures  were 
taken,  iodoform  gauze  being  merely  stuffed  into  the  wound  and 
down  to  the  site  of  the  stump  of  the  appendix.  The  little  pa- 
tient rallied,  but  the  tympanites  did  not  come  down  materially 
and  she  remained  in  a  most  dangerous  condition  for  three  days. 
On  the  third  daj'  there  was  a  sudden  escape  of  fecal  matter  in 
the  dressings,  the  patient  began  to  improve,  the  distended  bowel 
came  gradually  down,  and,  though  fecal  matter  from  the  bowel 
and  pus  from  the  abdomen  poured  out  of  the  common  opening 
for  several  w'eeks,  she  eventually  made  a  complete  recovery  and 
is  now  in  perfect  health. 

Case  II. — A  boy  15  years  of  ago  was  brought  into  the  Alex- 
ian  Hospital,  of  which  I  am  surgeon,  two  months  ago,  on  the 
fifth  day  after  the  development  of  an  acute  general  peritonitis. 
He  certainly  seemed  altogether  beyond  hope.  The  general 
symptoms  were  of  the  most  hopeless  character,  while  the  im- 
mense, brawny,  distended  abdomen  apparently  precluded  the 
possibility  of  recovery.  After  much  hesitancy  I  decided  to  ope- 
rate, bearing  in  mind  the  important  lesson  gleaned  from  Case 
j!^o.  1.  I  opened  the  abdomen  in  the  right  semilunar  line,  and 
there  welled  out  fully  one  pint  of  the  most  offensive  greenish- 
black  pus  that  can  well  be  imagined.  The  appendix  was  matted 
down  into  an  apparently  inextricable  exudate,  and  along  its  side 
were  found  two  fecal  concretions,  evidently  part  of  one  body  be- 
fore being  broken.  The  cecum  on  one  side  and  the  adjoining 
coils  of  ileuui  ware  immensely  distended,  dark  in  color,  and 
covered  with  more  or  less  organized  lymph.  Pushing  in  a  long 
glass  tub3,  connssted  with  a  reservoir  filled  with  hot  sterilized 
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physiological  salt  solution,  to  the  upper  abdomen,  I  turned  my 
attention  to  the  bowel.  Making  an  incision  into  the  abdominal 
wall  at  the  side  above  the  anterior  superior  spine  of  the  ilium 
and  parallel  to  the  cecum,  I  pushed  out  a  fold  of  that  distended 
organ  and  made  through  its  walls  an  incision  about  an  inch  and 
a  quarter  in  length,  the  edges  of  which  incision  1  stitched  to 
the  abdominal  wall,  thereby  making  a  large  artificial  anus  atthat 
point.  As  soon  as  opened  the  cecum  began  to  discharge  gas 
and  fecal  matter ;  and  now,  passing  in  a  large  rubber  tube  up- 
ward in  the  course  of  the  ascending  colon,  I  practised  a  thor- 
ough lavage  of  the  colon.  Meanwhile  the  abdomen  from  the 
more  median  incision  had  been  constantly  undergoing  a  flush- 
ing process.  After  ten  or  fifteen  minutes  more  of  this  com- 
bined washing  out  the  boy  was  put  to  bed,  care  meanwhile 
having  been  taken  to  introduce  iodoform  gauze  strips  to  the 
left  side,  down  into  the  pelvis,  and  particularly  down  into  the 
region  of  the  appendix  and  around  the  recently  constructed 
artificial  anus.  The  first  twenty-four  hours  the  meteorism  was 
reduced  to  one-half,  and  in  three  days  his  belly  was  almost  flat. 
He  rallied  from  the  first,  and,  though  his  artificial  anus  has  not 
yet  entirely  closed,  he  is  practically  well,  his  bowels  moving  in 
their  natural  channel  and  there  being  fecal  escape  from  the 
wound  only  at  intervals  of  usually  two  or  three  days.  (Entirely 
recovered  since.) 

I  believe  the  course  pursued  was  the  means  of  saving  the 
boy's  life,  and  I  present  this  procedure  for  your  consideration, 
hoping  it  may  meet  with  your  approbation  and  may  be  given  a 
trial.  Of  course,  as  you  can  recognize,  it  is  applicable  to  all 
diseases  wherein  diffuse  general  peritonitis  is  the  pathological 
condition,  whether  due  to  appendicitis  or  any  other  of  the 
many  causes  of  abdominal  sepsis;  particularly  so  may  it  prove 
valuable  when  intestinal  obstruction  is  a  cause  or  a  complica- 
tion. In  these  cases  those  of  us  who  have  had  much  experi- 
ence know  that,  though  the  obstruction  or  strangulation  be 
relieved,  the  bowel  remains  distended  from  paralysis,  and  all 
authorities  agree  that  to  close  the  abdomen  forcibly  over  dis- 
tended bowel  almost  always  fails.  Again,  I  know  full  well  that 
all  authorities  agree  that  it  is  proper  to  open  the  intestines  and 
relieve  tlie  distention.  I  do  not  propose  to  give  a  long  disserta- 
tion on  authorities  regarding  this  point;  all  I  desire  to  say  is 
that  some  advise  opening  the  bowel  by  trocar  or  hollow  needle 
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or  incision,  closing  again,  or  the  making  of  an  artificial  anus. 
Greig  Smith  in  his  late  article  '  shows  in  his  usual  thorough 
and  brilliant  manner  tlie  value  of  enterostomy  in  these  abdo- 
minal conditions.  I  operated  upon  these  patients  before  I  had 
read  this  article  of  M!r.  Greig  Smith,  but  I  go  further  in  insist- 
ing that  in  this  class  of  extreme  eases  both  procedures  are  neces- 
sary— an  opening  into  that  portion  of  the  bowel  that  will  re- 
lieve distention,  and  another  opening,  usually  median  or  mode- 
rafelv  lateral,  according  to  the  original  lesion,  where  the 
abdominal  cavity  will  drain  ;  for  when  there  has  been  great  dis- 
tention for  any  length  of  time  there  is  also  septic  peritonitis, 
and  very  frequently  it  happens  that  though  you  drain  the 
peritoneum  the  distention  is  not  relieved,  and,  vice  versa,  when 
you  open  the  bowel  by  enterostomy  and  an  artificial  anus,  and 
close  the  cavity  around  it,  you  shut  in  an  infected  cavity  and 
the  sepsis  goes  on.  If  this  combined  draining  of  the  perito- 
neum and  the  bowel  is  proven  of  value,  of  course  modifications 
of  technique  will  be  necessary  in  the  different  variety  of  cases. 
For  example,  in  appendicitis  the  way  I  have  mentioned  is  likely 
to  prove  the  best — that  is,  the  semilunar  incision  for  draining 
the  cavity,  the  side  incision  for  drainii>g  the  cecum.  This  be- 
cause of  the  ease  in  establishing  the  drain  around  the  appendix 
or  its  stump,  and  from  the  inside  around  the  line  of  sutures 
used  in  forming  the  artificial  anus;  or  it  may  be  found  in  some 
cases  that  the  opening  left  after  exsection  of  the  appendix  may 
be  dilated  or  enlarged  to  form  the  artificial  anus  with  best  ad- 
vantage. I  should  suppose  that  in  perforating  typhoid  ulcers  a 
similar  mode  of  procedure  might  redeem  that  so  far  unfortu- 
nate operation.  In  operating  in  this  manner  in  most  of  the 
usual  forms  of  obstruction  of  the  bowels,  I  should  be  inclined 
to  make  the  artificial  opening  in  the  ileum  above  the  obstruc- 
tion, though  it"  the  obstruction  is  relieved  the  bowel  just  below 
might  relieve  the  distention  and  be  more  healthy  to  incise.  In 
these  cases,  after  one  to  three  days,  if  strangulation  had  existed, 
it  might  be  well  to  detach  the  newly  agglutinated  surfaces,  in- 
spect the  seat  of  strangulation,  see  if  resection  is  necessary,  and, 
if  everything  is  well  and  the  distention  relieved,  the  enterostomy 
might  be  carefully  closed  and  the  gut  dropped. 

In   the  management  of  certain  cases  of  strangulated  hernia 
particularly,  it  seems  to  me  that  this  procedure  might  prove  of 
'  British  ]Medical  Journal,  March  12th,  1892,  p.  554. 
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great  value — that  is,  where  the  gut  is  in  a  condition  of  doubtful 
vitality.  Some  surgeons  perform  an  immediate  resection,  but 
this  operation  under  such  circumstances  is  always  very  serious 
and  opposed  by  many.  Others  prefer  and  recommend  the  for- 
mation of  an  artificial  anus,  but  their  results  so  far  have  not 
been  all  that  could  be  desired  ;  one  reason,  I  believe,  is  that 
when  the  strangulation  has  so  far  advanced  as  to  endanger  the 
integrity  of  the  bowel,  the  peritoneal  cavity  has  already  become 
infected  and  needs  drainage.  The  artificial  anus  drains  the 
bowel,  but,  as  usually  performed,  closes  the  general  cavity.  Be- 
sides, this  opening  the  cavity  in  the  vicinity  might  be  useful  not 
only  in  draining,  but  also  in  protecting  the  under  side  of  the 
bowel  from  leaking  into  the  abdomen.  If  the  value  of  this 
method  becomes  established  its  importance  in  gynecological  and 
obstetrical  practice  cannot,  of  course,  be  overestimated. 

However,  I  am  transgressing  ;  all  I  desire  to  emphasize  is, 
that  in  severe  general  diffuse  septic  peritonitis  with  tympanites, 
from  whatever  cause,  the  chances  of  recovery  will  be  enhanced 
if  two  openings  are  made,  one  to  drain  the  peritoneal  cavity, 
and  the  other,  an  artificial  anus,  to  relieve  the  distention. 

353  La  Salle  avenue. 


CHRONIC  OOPHORITIS  AND  ITS  TREATMENT  BY  ELECTRICITY: 

A   CLINICAL   STUDY. 


EDWARD  SANDERS,  M.D., 
New  York. 


As  a  pathologic  entity  chronic  oophoritis  has  been  long  recog- 
nized, but  its  recognition  as  a  clinical  fact  is  of  but  comparatively 
recent  demonstration.  Long  ago  Morgagni  wrote  of  the  diseases 
of  the  tubes  and  ovaries  found  on  the  post-mortem  table.  Thus 
in  his  forty-sixth  epistle  he  says:  "If  I  wished  to  enumerate  all 
the  lesions  of  the  ovaries  and  oviducts  which  I  have  seen  in  my 
dissections,  this  letter  would  be  the  longest  of  all."  Yet  at  that 
time  ovarian  disease  was  not  recognized  in  the  living  subject. 
Meigs,  writing  in  1850,  complained  that  the  knowledge  of  ovarian 
diseases  was  vague  and  indefinite,  and  that  long  before  they  were 
recognized  they  were  firmly  established.     In  an  article  appear- 
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ing  ill  the  British  Medical  Journal^  June  6tb,  1874,  page  734, 
Lawson  Tait  makes  the  following  remarks:  "  Concerning  chronic 
inflammation  of  the  ovary  but  little  is  to  be  found  in  the  writings 
of  our  authorities  in  gynecology;  and  it  has  only  been  by  the 
•careful  grouping  of  the  symptoms  of  a  large  number  of  cases 
that  I  have  been  able  to  satisfy  myself  that  the  condition  may 
be  accurately  defined  and  readily  diagnosed."  Writing  as  late 
as  1880,  Thomas' says :  "Our  means  of  diagnosis  of  ovaritis, 
both  acute  and  chronic,  is,  in  spite  of  all  the  advances  alluded  to, 
so  elementary  and  unreliable  that  the  result  is  discordance  of 
views  and  uncertainty  as  to  pathology  and  therapeutics."  What 
Thomas  here  writes  is  in  great  part  still  true;  for  although 
much  has  been  written  on  tubal  diseases  and  the  morbid  changes 
in  the  ovaries,  attention  has  been  directed  almost  entirely  to  the 
surgical  aspects  of  these  diseases,  nearly  to  the  entire  exclusion 
of  the  clinical  manifestations  of  chronic  oophoritis.  In  fact,  set 
articles  on  this  disease  as  a  clinical  entity  are  almost  entirely 
wanting,  save  as  the  surgeon  views  it,  and,  with  the  exception  of 
a  dissertation  by  Fontana,  I  know  of  no  paper  of  importance 
which  has  appeared  since  the  time  Prof.  Thomas  wrote  the 
above-quoted  paragraph.  This  is  the  more  surprising  when  we 
know  that  chronic  oophoritis  is  of  comparatively  frequent  occur- 
rence and  that  its  recognition  is  not  a  difficult  matter.  It  is 
astonishing  what  a  secondary  role  the  description  of  diseases  of 
the  ovaries,  excluding  cystic  degeneration,  plays  in  works  on 
gynecology  as  compared  with  those  of  the  uterus;  yet  of  the 
two  the  former  is  far  the  more  important,  for  it  is  the  ovaries 
that  make  the  woman,  while  their  diseases  cause  infinitely  more 
real  suffering.  Instead  of  the  ovaries  being  mere  appendages  of 
the  womb,  the  reverse  is  true,  and  diseases  of  these  organs  im- 
mediately react  upon  the  uterus,  ovarian  disease  without  co-exist- 
ing uterine  trouble  being,  in  my  experience,  extremely  rare  ;  in 
fact,  it  may  be  said  never  to  occur,  whereas  inflammations,  etc., 
of  the  uterus  do  exist  frequently  with  absolutely  no  involvement 
of  the  ovaries.  Hence  we  can  readily  appreciate  the  importance 
of  these  organs  from  a  clinical  standpoint. 

i^ow  as  regards  the  actual  frequency  of  chronic  oophoritis. 

Tilt  considered  what  he  calls  subacute  ovaritis,  really  the  form 

we  are  now  considering,  a  common  disease.     Tait  speaks  of  it  as 

not  uncommon,  and  other  authorities  express  themselves  in  a 

'  "  A  Practical  Treatise  on  the  Diseases  of  Women,"  5tli  edition,  p.  657. 


ITS    TREATMENT    BY    ELECTRICITY.  207 

like  strain.  The  post-mortem  room  has  often  shown  its  great 
frequency.  Thus  among  5S3  women  opened  at  St.  George's 
Hospital  from  1S41  to  1850,  Mr.  Pollack  found  265  presenting 
lesions  of  some  part  of  the  genitive  apparatus,  and  of  these  the 
ovaries  were  said  to  be  involved  in  11 G  instances.  Excluding 
from  these  51  cases  of  cystic  tumors  and  18  of  cancerous  disease, 
we  have  47  cases  in  which  inflammation,  more  or  less  well  de- 
veloped, played  an  important  part — that  is,  8.1  per  cent  of  all 
cases  were  suffering  at  the  time  of  death  from  oophoritis  or  its 
sequelee  ;  while  of  those  presenting  lesions  of  the  genitalia  17.7 
per  cent  showed  inflammatory  changes  in  the  ovaries.  Hennig 
in  81  dissections  found  the  ovaries  diseased  53  times,  and  of 
these  7  were  instances  undoubtedly  of  inflammatory  trouble — 
that  is,  8.1  per  cent  of  all  cases,  or  13.2  per  cent  of  those  where 
the  ovaries  were  affected,  showed  the  lesions  of  oophoritis  or 
peri-oophoritis.  As  bearing  on  this  point,  the  frequency  of 
tubal  disease,  with  which  ovarian  inflammation  is  so  often  con- 
joined, is  interesting.  Lewers,  among  100  cases  in  the  post- 
mortem room  of  the  London  Hospital  examined  especially  with 
regard  to  the  presence  of  tubal  diseases,  found  these  organs 
extensively  affected  in  17  cases.  According  to  Galabin,  in 
302  autopsies  in  Guy's  Hospital  of  women  about  the  age  of 
puberty,  only  12  were  found  to  have  distention  of  the  tubes,  but 
in  14:  others  there  was  chronic  inflammatory  disease  about  the 
Fallopian  tubes  ;  thus  in  26  instances,  or  8.6  per  cent,  there 
was  disease  in  or  about  these  parts.  The  large  percentage  found 
by  Lewers  is  explained  by  the  locality  of  the  hospital  and 
the  character  of  the  population  from  which  its  patients  were 
drawn,  and  also  by  the  advanced  age  of  the  patients  examined,  12 
of  them  being  aged  40  years  or  over.  "\Ye  thus  see  that  on  the 
post-mortem  table  the  absolute  difference  in  frequency  of  occur- 
rence of  tubal  and  ovarian  inflammation  is  not  great,  taking 
Galabin's  figures  as  true  for  Fallopian  disease,  founded  as  they 
are  on  the  largest  number  of  cases,  and  those  of  Pollack  for 
ovarian  trouble — that  is,  S.l  per  cent  for  inflammation  of  the 
latter  and  8.6  per  cent  for  that  of  the  former. 

Such,  then,  being  the  frequency  of  chronic  ovarian  inflamma- 
tion at  post-mortem,  let  us  inquire  how  often  it  is  met  with 
clinically.  Olshausen  believes  that  but  1.33  per  cent  (12  times 
in  900  gynecological  cases)  of  all  cases  are  instances  of  this  dis- 
ease.    This  is  an  extremely  low  estimate,  and  one,  as  we  shall 
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see,  undonbtedly  far  below  the  truth.     Foiitaiia,  basing  his  con- 
ckisioiis  upon  tlie  examination  of  145  cases  occurrmg  among 
3,05-i  patients  in  Frankenliiiuser's  clinic,  finds  the  disease  thus  as 
frequent  as  4.75  per  cent.     No  doubt  it  is  impossible  in  all  cases 
clinically  to  detect  the  existence  of  chronic  oophoritis,  the  same 
liolding  true  of  tubal  diseases  ;  just  as  it  is  impossible  to  always 
palpate  the  healthy  ovary,  some  women,  as  is  well  known,  offer- 
ing, on  account  of  thick  or  tense  abdominal  walls  or  from  other 
causes,  so  mucii  obstruction  to  our  manipulations  that  a  conclu- 
sion as  to  the  condition  of  the  ovaries  becomes  a  matter  of  much 
doubt.     Among  5,262  gynecological  cases  seen  during  a  series 
of  years,  careful  attention  having  been  devoted  to  the  interroga- 
tion of  the  ovaries  of  every  patient,  I  have  found  289  cases,  or 
5.49  per  cent,  suffering  either  from  simple  or  complicated  chronic 
inflammation  of  one  or  both  ovaries.     Thus  it  will  be  observed 
that  relatively  oophoritis  is  a  rather  common  malady,  far  more 
so  than  Olshausen  would  lead  us  to  believe,  and  even  more  so 
than  Fontana  supposes.     Symptoms  referable  to  the  ovaries  are 
quite  frequent  in  gynecological  cases  where  examination,  as  far 
as  it  can,  shows  these  organs  to  be  healthy  ;  but  to  my  mind  it  i& 
more  than  likely  that  a  small  percentage  of  such  patients  are  the 
subjects   of   ovarian   inflammation.      Hence   we   may    estimate 
chronic  oophoritis  to  occur  in  about  6  per  cent  of  all  gynecologi- 
cal  cases,  and   not   be   far  from   the   truth.     Among   married 
women  it  is  about  three   times   as   common  as  among  single 
women — a  fact  not  to  marvel  at  when  we  consider  the  etiological 
relations  of  the  disease.     Thus,  of  my  288  cases,  274  were  mar- 
ried and  but  14  single  women.     Of  the  whole  number  of  gyne- 
cological patients  from  whom  these  cases  Avere  drawn,  4,594  were 
married  and  668  single.     We  therefore  have  the  frequency  of 
the  malady  at  6  per  cent  for  the  married  and  2.1  per  cent  for 
the  single  women,  a   ratio   almost   exactly  cf  1   to  3,  showing 
strikingly  the  importance  of  marriage  as  an  etiological  factor. 
This  great  disparity  may,  however,  perhaps  be  partly-  explained 
by  the  fact  that  an  extremely  large   percentage  of  the  single 
women  were  suffering  from  amenorrhea,  either  anemic  or  clima- 
tic, without  any  actual  uterine  disease.     It  seems  to  be  an  almost 
universal  opinion  that  oophoritis  is  far  more  frequent  on  the  left 
than  on  the  right  side.     Taking  any  number  of  works  on  gyne- 
cology, whether  American.  English,  German,  or  French,  we  will 
And  them  of  one  accord,  stating  that  the  left  side  is  the  side  on 
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wliich  the  disease  most  commonly  exists.  This  supposed  great 
frequency  of  oophoritis  on  the  left  side  has  by  Tait  been  com- 
pared to  varicocele  in  the  male,  which  notoriously  is  far  more 
frequent  on  the  left  than  on  the  right  side.  Bnt  oophoritis  and 
varicocele  are  in  no  way  comparable,  in  anatomical  structure  or 
pathologically.  A  better  comparison  wonld  have  been  orchitis. 
Of  the  relative  frequency  of  this  affection  on  the  two  sides  there 
seems  to  be  some  difference  of  opinion.  Curling,  a  high  autho- 
rity, basing  his  conclusion  on  the  study  of  138  cases,  linds  the 
disease  oftener  on  the  right  than  on  the  left  side.  Of  Fenger's 
3,136  collected  cases  1,500  were  of  the  right  side.  1,425  of  the 
left,  and  211  bilateral.  On  the  contrary,  Prof.  Sigmund  among 
1,342  cases  observed  the  left  testicle  to  be  affected  in  no  less 
than  two-thirds  of  his  cases.  The  consensus  of  opinion  seems  to 
be  that  "swelled  testicle"  usually  occurs  on  the  left  side.  The 
same  is  true  of  other  testicular  or  scrotal  affections,  though  in 
some  forms  of  disease  the  difference  is  very  slight — hydrocele, 
for  instance.  Contrary  to  what  we  have  seen  is  claimed  of 
chronic  oophoritis  clinically,  I  have  found  the  two  sides  to 
be  involved  with  about  equal  frequency,  and,  if  anything,  the 
right  slightly  more  often  than  the  left.  Fontana  has  readied 
a  similar  conclusion.  Thus,  of  his  145  cases,  62  or  42.7  per 
cent  were  right-sided,  53  or  36.6  per  cent  left-side<l,  and  30 
or  20.7  per  cent  involved  both  ovaries,  shijwing  a  preponderance 
of  about  6  per  cent  on  the  right  side.  In  my  own  cases — 
and  all  conclusions  reached  in  this  paper  are  drawn  from  the 
study  of  250  histories  of  patients  suffering  from  undoubted 
chronic  oophoritis — a  result  closely  approximating  to  that  of 
Fontana  is  reached  :  42.4  per  cent  being  on  the  right,  40.8 
per  cent  on  the  left,  and  16.8  per  cent  bilateral.  Here  we  note 
a  difference  of  but  1.6  per  cent  between  the  two  sides.  Figures 
for  purposes  of  comparison  between  the  clinical  observation 
of  oophoritis  and  other  ovarian  diseases,  or  the  results  found 
at  operation  or  on  post-mortem,  are  hard  to  obtain.  Taking 
ovarian  cysts,  for  instance.  Of  850  cases  examined  by  Dr. 
Charles  Clay,  two-thirds  were  of  the  right  side.  Of  415  cases 
observed  by  Chereau,  Lee.  Bloff,  and  Scanzoni,  the  right  ovary 
alone  was  affected  in  204  instances,  the  left  alone  in  149,  and 
both  in  50  cases.  Thus,  of  878  observed  clinically,  52.9  per  cent 
were  of  the  right  ovary,  36.3  per  cent  of  the  left,  and  10.8  pej' 
cent  of  both.  But,  as  Peaslee  well  says, ''these  observations 
14 
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were,  however,  made  daring  life,  and  it  is  impossible  generally 
to  decide,  before  opening  the  abdomen,  on  which  side  an  ovarian 
cyst  originates,  though  it  is  more  likely  to  cross  from  the  left  to 
the  right  side  than  the  reverse." '  Tilt,  also,  out  of  475  cases 
found  260  in  the  right  ovary,  170  in  tlie  left,  and  45  times 
double-sided.  Of  76  cases  observed  after  death,  26  or  34.2  per 
cent  were  right-sided,  23  or  30.3  per  cent  were  on  the  left,  and 

27  or  35.5  per  cent  were  on  both  sides— a  slight  excess  of  the 
right  over  the  left  side.     Tait  extirpated  in   101  ovariotomies 

28  right-sided  cysts,  34  left-sided  cysts,  and  in  27  both  ovaries 
were  cystically  degenerated.  From  the  foregoing  it  may  safely 
be  concluded  that  if  ovarian  cysts  be  more  frequent  on  one 
side  than  another,  that  side  is  the  right.  ]^ow,  how  are  these 
relations  as  regards  tubal  disease?  Martin  °  found  in  1,000 
unpicked  patients  in  his  Poliklinik  the  right  tube  affected  58 
times,  the  left  138  times,  and  both  91  times.  Winckel  mentions 
22  cases  of  salpingitis,  of  which  6  were  in  the  right,  4  in  the 
left,  and  12  involved  both  tubes.  Boldt,"  reporting  the  results 
of  112  salpingo-oophorectomies,  tabulates  the  fact  that  in  21 
cases  the  right  tube  only  was  removed,  27  times  the  left,  and 
in  64  instances  both  tubes  required  removal.  Martin's  statis- 
tics I  conceive  to  be  entirely  wrong  ;  for,  be  one  ever  so  expert 
a  diagnostician,  it  is  hardly  likely  that  tubal  disease  exists  as 
often  as  he  claims  to  have  diagnosed  it — viz.,  287  times  in  1,000 
clinical  cases.  Taking  Lewers'  figures,  drawn  from  the  post- 
mortem room,  already  quoted,  as  the  extreme  limit,  i.e.,  17  per 
cent — though  Galabin's,  8  per  cent  about,  I  believe  to  be 
much  nearer  the  truth — we  see  how  excessively  frequent  Mar- 
tin seems  to  have  found  tubal  inflammation.  For  this  reason 
iiis  figures  are  hardly  reliable.  However,  we  must  conclude 
that  tubal  disease  seems  to  be  more  common  on  the  left  than 
on  the  right  side,  though  the  actual  difference  is  not  great. 
Chronic  o5phoritis  is  undoubtedly  almost  equally  frequent  on 
the  two  sides,  most  authorities  to  the  contrary  notwithstanding, 
as  my  figures  and  those  of  Fontana,  already  quoted,  positively 
show.  Tubal  disease,  as  is  well  known,  rarely  exists  without 
coexisting  ovarian  inflammation,  hence  what  is  true  of  the 
one  should  almost  necessarily  be  true  of  the  other  ;  so  that  if  the 

'  '•  Ovarian  Tumors,"  p.  87. 

5  Zeitschrift  fiir  Geburtsliulfe  uud  Gyniik.,  Bd.  xiii.,  Hft.  2. 

»  Medical  Record,  May  17tU,  1890. 
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former  be  more  common  on  the  one  side,  the  same  is  more  than 
likely  to  hold  good  of  the  other.  If  further  exjjerience  proves 
that  left  tubular  disease  is  the  most  common,  our  only  expla- 
natiou  for  the  fact  tliat  the  same  is  not  true  of  the  ovaries  must 
be  sought  for  in  the  possibility  that  extension  to  the  right  ovary 
from  the  tube  is  more  apt  to  occur  than  a  similar  extension 
along  the  left  tube.  Besides,  we  must  remember  that  many  of 
the  cases  of  oophoritis  exist  without  any  complicating  salpin- 
gitis. The  more  frequent  existence  of  the  oophoritis  on  the 
right  side  seems  also  to  be  contrary  to  the  usual  rule  prevailing 
regarding  one-sided  gynecological  complaints  ;  for,  as  is  known, 
cellulitis  and  peritonitis  most  commonly  exist  to  the  left;  cer- 
vical laceration  almost  always,  when  unilateral,  involves  the  left 
half  of  the  cervix ;  while  of  tubal  disease  this,  as  we  have  just 
seen,  is  also  true.  I  have  dwelt  thus  long  on  this  question  for 
the  reason,  as  already  stated,  that,  excepting  Fontana,  it  is  the 
universal  belief  that  the  disease  under  discussion  is  far  more 
common  in  the  left  ovary  than  in  its  mate,  and  one  authority, 
simply  borrowing  from  another,  has  accepted  this  error  as  a 
fact  and  perpetuated  it.     Statistics,  however,  prove  otherwise  : 


Kigbt  ovary. 
Left  ovary.. 
Both  ovaries 


Fontana. 


Cases.     Per  cent. 


62 
53 
30 


42.7 
36.6 

20.7 


Author. 


Cases.      Per  cent. 


106 

102 

42 


42.4 
40.8 
16.8 


showing  a  remarkably  close  correspondence  in  our  results. 

The  causes  of  chronic  oophoritis  naturally  range  themselves 
under  the  two  general  heads,  predisposing  and  exciting,  the 
former  being  comparatively  easy  of  determination;  the  latter  be- 
ing just  as  dithcult  to  detect  as  the  former  are.  easy,  the  onset 
of  the  disease  being  usually  so  slow  and  insidious  that  its  victim 
is  generally  unaware  of  its  existence  nntil  it  is  fully  developed, 
so  that  even  close  interrogation  will,  in  quite  a  large  percentage 
of  cases,  fail  to  elicit  any  decided  information  respecting  the 
time  of  beginning  and  the  actual  exciting  cause  of  the  malady, 

Preuisposixg  Causes.  Age. — Chronic  oophoritis  is  essen- 
tially a  disease  of  adult  life.  Rarely  seen  before  the  age  of  pu- 
berty, it  is  just  as  infrequently  met   with  after  tike  menopause, 
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and  then  only  and  always  as  a  remnant  of  a  disease  that  had  al- 
ready had  its  existence  before  menstruation  ceased.  That  it  may 
appear  before  the  menses  are  established  tliere  is  no  doubt ;  for, 
as  \V3  shall  see  later,  certain  cases  of  so-called  amenorrhea  depen- 
dent upon  undeveloped  uterus  and  ovaries  are  not  really  such,  but 
are  rather  instances  of  atrophic  oophoritis  complicating  the  in- 
fectious diseases  of  childhood. 

The  youngest  case  coming  under  my  notice  was  16  years  of 
age,  the  oldest  49  years,  but  both  were  in  the  menstrual  period 
of  life.  As  the  disease  had  existed  for  a  considerable  period  in 
most  of  my  cases,  the  average  duration  for  all  having  been  about 
two  and  a  half  years  before  coming  under  observation,  the  fol- 
lowing table  exhibits  only  the  age  at  the  time  of  presentation 
for  treatment : 


15  to  20  years. 
20  to  25  years 
25  to  30  years, 
30  to  35  years. 
35  to  40  years. 
40  to  45  years, 
45  to  50  years 


Cases. 

Per  cent. 

8 

3.2 

79 

31.5 

76 

30.4 

50 

20.0 

24 

9.6 

10 

4.0 

3 

1.2 

thus  showing  the  most  frequent  occurrence  of  the  malady  dur- 
ing the  period  when  the  genital  functions  are  must  actively  and 
violently  exercised — that  is,  during  early  married  life  and  at 
the  time  of  most  active  childbearing. 

Social  Condition. — Above  all  things  marriage  is  an  impor- 
tant factor  in  the  development  of  this  disease.  Of  the  250  cases 
on  wliich  the  conclusions  in  this  paper  are  founded,  but  12  times 
did  it  occur  in  single  women — that  is,  in  only  1  in  every  21 
cases,  or  in  only  4.8  per  cent  of  all.  Even  this  does  not  repre- 
sent the  whole  truth,  for  of  these  12  single  females  2  had  al- 
ready borne  children  and  6  others  were  not  leading  virtuous 
lives. 

Early  marriage,  possibly  before  the  parts  are  sufficiently  de- 
veloped to  withstand  without  suffering  the  assaults  of  the  mari- 
tal act,  is  undoubtedly  important  as  a  predisposing  cause.  Thus, 
of  the  238  who  were  married,  104  had  entered  the  married  state 
before  the  age  of  20  years.  This  fact  of  early  marriage  is 
rather  cliaracteristic  of  the  races  from  which  these  cases  were 
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drawn.     The  earliest  marriage  among  my  patients  was  14  years, 

and  210,  or  88  per  cent,  were  married  by  the  time  they  were  24 
years  of  ao:e.     Thus  the  a^es  at  marriage  were  : 


14  years 

In  to  I'O  years 
20  to  25  years 
25  to  -O  years 
30  to  35  years 
35  to  40  years 


Cases. 

Percent. 

2 

0.8 

102 

42.9 

108 

45.3 

20 

8.4 

3 

1.3 

3 

1.3 

To  indicate  how  distinctly  this  factor  manifests  itself ,  a  simple 
comparison  with  tlie  marriage  age  in  our  own  city  will  show 
t!ii>  with  startlinof  clearness.     Thus  : 


Age. 


Under  20  years. , 
20  to  25  years . .  , 
25  to  30  years  .. 
30  to  35  years.. 
35  to  40  years.. . 
40  to  45  years.. . 
45  to  50  years . . . 
Over  50  years .. 


New  York  City 


25.9  percent, 

41.3  '• 

17.4  " 
7.2  " 
4.5  " 
1.9  " 
1.1  " 
0.7  " 


Author's. 


43  7  per  cent. 
45.4      " 

8.3  " 
1.3  " 
1.3      " 


Difference  in 

favor  of 
oophoritis. 


17.8  per  cent. 
4.1       ■' 


As  a  striking  illustration  of  the  bearings  of  wedded  life  on 
this  (question,  we  note  the  fact  that  a  large  percentage  of  the 
cases  follow  compara!^ively  soon  after  marriage,  for  of  tlie  238 
women  there  were  : 


Married  6  months  or  less.. . 
Married  6  months  to  1  year 

Man  led  2  years 

Married  3  j'ears 

Married  4  years 

Married  5  years 

Married  6  years. .    

Married  7  years 

Married  8  years 

Married  9  year.s 

]VIarried  10  years    

Married  over  10  years 


=  121  cases,  50.8  per  cent. 


71  cases,  29.9  per  cent. 
46      "      19.3 


This  is  contrary    to  the    opinion   entertained  by  Fontana,  but 
agrees  with  that  of  Duncan  and  Olshausen. 
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As  further  bearing  on  this  point  I  note  tlie  fact  that  there 
were  14  of  these  women  who  were  married  for  the  second  time. 
In  preparing  the  foregoing  table,  cases  of  second  marriage  be- 
ing included  therein,  the  total  period  of  married  life  with  both 
husbands  was  taken.  But  when  we  look  into  the  duration  of 
their  second  marriages  a  demonstration  of  the  effects  of  marriage 
is  at  once  evident.  Six  were  living  with  the  second  husband 
one  year  or  less,  2  others  about  two  years,  and  still  3  others 
three  years  or  less,  thus  giving  11  out  of  14  who  had  entered 
wedlock  a  second  time  who  were  living  thus  for  three  years  or 
less.  None  of  these  14  were  married  for  the  first  time  at  a  par^ 
ticularly  earlj  age,  hence  this  had  no  bearing  on  their  cases. 
Whether  second  marriages  offer  a  special  predisposition  to  the 
disease,  over  and  beyond  the  resubmitting  for  a  second  time  to  the 
consequences  of  the  over-indulgence  of  early  married  life,  when 
perhaps  the  v^ital  powers  have  lost  some  of  their  power  of  re- 
sisting such  perturbations  of  physiological  functions,  it  is  difiicult 
to  decide.  The  fact,  however,  stands  that  the  comparatively 
large  proportion  of  5.9  per  cent  occurred  in  instances  of  second 
marriage,  the  average  age  of  these  cases  at  first  marriage  being 
about  19|  years,  at  second  marriage  29  years.  Marriage,  ac- 
cording to  Tilt,  late  in  life  is  apt  to  induce  an  ovarian  inflam- 
mation, explaining  this  occurrence  on  the  ground  that  the  ova- 
ries, having  been  debarred  from  their  proper  stimulus  when  most 
needed,  become  so  accustomed  to  the  privation  that  when  such 
stimulus  is  at  last  presented  it  produces  a  morbid  impression. 
He  also  claims  that  ovaritis  may  be  the  consequence  of  marriage 
during  the  menopause,  and  attempts  to  explain  the  profuse 
liemorrliages  so  common  at  this  period  to  the  reaction  of  the  dis- 
eased ovaries  upon  the  uterus.  My  experience  to  a  considera- 
ble extent  coincides  with  this,  for  I  have  met  with  cases  of 
chronic  oophoritis  at  this  time  of  life.  Thus,  of  my  250  cases, 
13,  or  5.2  per  cent,  occurred  after  the  fortieth  year  of  life,  while 
2.6  per  cent  had  married  after  the  age  of  30  years. 

As  a  necessary  corollary  of  early  marriage  we  have  early 
childbearing ;  but  this  holds  true  only  in  part  in  these  cases,  for 
oophoritis  undoubtedly  has  a  deterrent  effect  upon  impregnation. 
Primi parity  does  not  occur  here  at  as  early  an  age  as  would  be  ex- 
pected from  the  early  period  of  marriage  ;  but  still  the  mothers 
will  be  found  to  have  been  comparatively  young  when  compared 
with  the  generality  of  primiparge  in  our  city.  Thus  the  age  at 
the  birth  of  the  first  child  was  : 


ITS    TREATMENT    BY    ELECTRICITY. 


215 


Age. 


Under  20  years. 
20  to  30  years. . 
30  to  40  years. . 
40  to  50  years  . 


Oophoritis. 


31.2  percent. 
67.4      «' 
1.4      " 


New  York  City. 

17.8  per  cent. 
62.4      " 
15.1       " 

4.7      " 

Difference  in 

favor  of 
the  former. 


13.4  per  cent. 
5.0      " 


showing  a  slighter  difference  between  the  two  sets  of  cases  than 
was  shown  by  the  former  comparison  of  the  age  at  marriage  of 
these  same  cases. 

Of  the  238  married  women  62  had  never  been  pregnant  up 
to  the  time  of  coming  under  observation.  Of  the  176  fertile 
women  no  less  than  35,  or  19.9  per  cent,  had  begun  their  child- 
bearing  life  with  a  miscarriage.  Compared  with  other  uterine 
cases  this  percentage  is  excessive ;  for  of  2,734  fertile  women  of 
whom  I  have  kept  notes  regarding  this  point,  all  of  whom  pre- 
sented themselves  for  the  treatment  of  some  genital  ailment, 
only  13.5  per  cent  had  a  miscarriage  as  a  iirst  pregnancy.  Here 
we  see  how  violent  must  have  been  the  perturbation  that  brought 
about  such  a  result  in  cases  afterward  presenting  oophoritis. 
No  doubt  the  cause  acting  to  produce  this  primal  miscarriage, 
reinforced  by  the  evils  induced  by  sucli  an  accident,  extended 
onward  along  tlie  genital  tract  to  bring  about  the  final  ociphoritis. 

Rapid  impregnation  after  marriage  is  another  predisposing 
factor,  though  not  strikingly  so.  Of  the  141  women  who  bore 
living  children  at  term,  in  134  cases  the  period  intervening  be- 
tween marriage  and  the  birth  of  the  child  has  been  noted.  Of 
these  67.2  per  cent  were  delivered  within  the  first  yeai-,  26.8 
per  cent  by  the  end  of  the  second  year,  and  3  per  cent  each 
during  the  third  and  fourth  years.  I  have  said,  not  strikingly 
so,  for  rapid  impregnation  is  characteristic  of  the  class  from 
whom  these  patients  are  drawn.  Thus,  for  comparative  pur- 
poses and  to  exemplify  this  fact,  we  have  the  following  table 
showing  these  relations : 


Primiparity 
Primiparity 
Primiparity 
Primiparity 
Primiparity 
Primiparity 
Primiparity 
Primiparity 


during 
during 
during 
duriug 
during 
during 
during 
during 


first  year 

second  year. . 
third  year  .  . 
fourth  year. . 

fifth  year 

sixth  year. . . 
seventh  year, 
eighth  year. . 


All  cases. 


1,447—68.3  per  cent. 

550—26.0 

69—  3.3 

24—  1.1 

12—  O.G 

5—  0.2 

8—  0.4 

3—  0.1 


Oophoritis. 


90—67.2  per  cent. 
36—26.8      " 

4—  3.0       " 

4—  3.0      " 
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indicating  a  comparatively  close  correspondence  between  the 
two  classes  of  cases.  The  same  is  also  true  of  miscarriage  as  a 
termination  of  a  first  pregnancy,  a  similar  close  correspondence 
existing.  Thus,  the  time  of  impregnation,  not  the  time  of  mis- 
carriage, being  here  indicated,  we  have  : 


During  the  first  year. . . 
During  the  second  year 
During  the  third  year.. 
During  the  fourth  year 
During  the  fifth  year  . . 
During  the  sixth  year  .. 


All  cases. 


222— 70. 3  per  cent. 
71—22,5       " 
17—  5.4       " 

2—  0.6       •• 

3-  0.9       " 
1—  0.3       " 


Oophoritis. 


21—67.7  per  cent. 
7—22.6      '• 
1—3  2      " 
2—  6.5       " 


Again,  another  important  point  :  Of  159  in  whom  this  mat- 
ter was  indicated,  in  53,  or  33|-  per  cent,  the  pregnancy  preced- 
ing the  time  ar  which  they  presented  themselves  was  a  miscar- 
riaoje.  This  is  remarkable  when  recallino-  the  fact  that  abortions 
bear  a  ratio  to  fall-term  labors  of  1  to  4.3,  these  figures  being 
based  upon  a  study  of  3,447  gynecological  cases. 

Frequent  occurrence  of  gravidity  cannot  be  said  to  influence 
to  any  ciu-ideral)le  degree  the  occurrence  of  oophoritis.  On 
the  contrary,  in  patients  the  subjects  of  this  disease  impregna- 
tion is  not  very  apt  to  occur,  the  existence  of  tlie  malady,  to- 
gether with  the  usual  coexisting  uterine  complications,  prevent- 
ing conception.  Sterility  is  the  rule  where  the  disease  has 
I'apidly  followed  marriage.  Where  occuiring  later  on  in  mar- 
ried life  childbearing  entirely  ceases,  or  if  impregnation  takes 
j)lace  it  is  very  apt  to  be  abortive,  miscarriages  being  particu- 
larly frequent  in  such  cases.  There  is  a  double  cause  for  such 
interrupted  pregnancies  :  the  or»phoritis  itself  produces  a  diseased 
ovum,  while  the  uterine  lining  membrane  supplies  a  diseased 
nidus  for  the  impregnated  ovum  ;  for,  as  we  shall  see  later  on. 
uterine  and  ovarian  disease  coexist  in  the  large  majority  of 
cases.     These  facts  are  exemiDlified  in  the  table  on  page  217. 

Coe  '  states  that  fibrous  hyperplasia,  really  the  interstitial  va- 
riety of  chronic  oophoritis,  may  follow  repeated  pregnancies  ; 
but,  as  the  above  seems  to  indicate,  this  is  an  error. 

The  character  of  the  labors  appears  to  bear  some  relation  to 
^  "  American  System  of  Gynecology,"  vol  ii.,  p.  866. 
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Duration  of  marriage. 


year  or  less 29 

years 24 

17 

22 

29 

19 

11 

21 

11 

8 

3 

7 

6 

4 

27 


years  

years  

years  

years  

years    

years 

years    

years  

years  

years         

years  

years  

years  and  over 

Total 


238 


Fertile. 


12 
7 
8 
9 

10 
6 
2 
3 
1 
1 


62 


3  }' 

S  a 


S  i>  <8 


0.88 
1.18 
1.78 
1.23 
2.53 
1.92 
2.22 

2  83 

3  20 
3.43 
2.e7 
4.^0 
5.60 
4.75 
6.69 


2.95 


S= 


0.35 
0.59 
0.89 
0.85 
1.79 
1.38 
1.56 
2.11 
2.50 
2  71 
2.3:^ 
2.67 
4.20 
4.25 
5.35 


2.18 


£  So 
>  — *- 


0.53 
<».59 
0.89 
0.3S 
0.74 
0.54 
0.fi7 
0.72 
0.70 
0.71 
0.33 
1.33 
1.40 
0.50 
1.35 


0  78 


the  disease.  Thus,  of  the  238  married  women,  142  had  borne  386 
full-time  children,  and  of  these  the  labors  were  instrumental  in 
8  instances — that  is,  an  average  forceps  application  of  1  in  every 
48  cases.  Beside.^,  4  others  had  given  birth  to  dead  children, 
and  a  considerable  number  described  their  labors  as  either  diffi- 
cult or  tedious. 

ExcITI^'G  Causes, — These  are  many,  but  their  mode  of  action 
will  be  found  to  be  pretty  uniform  ;  frequently  repeated  or 
continuous  congestions  of  the  parts  finally  passing  over  into 
chronic  inflammation,  or  a  simple  direct  extension  of  inflamma- 
tion from  some  other  part  of  the  genital  apparatus  finally  bring- 
ing about  the  disease.  A  third  possible,  though  doubtful,  way 
in  which  the  disease  may  be  brought  about  is  by  metastasis. 
This  was  formerly  predicated  of  the  oophoritis  following  gonor- 
rhea and  occurring  during  the  course  of  a  mumps.  In  gonor- 
rhea we  now  know  the  disease  to  be  dependent  upon  actual 
extension  ;  in  mumps  metastasis  offers  a  possible  explanation, 
though  the  probabilities  are  that  its  occurrence  here  is  due  to 
the  direct  action  of  the  germ  of  the  disease  ufton  the  glands 
themselves. 
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A.  Edccitlng  Causes  actmg  hy  Producing  Congestion  of  the 
Ovaries : 

(a)  Sexual  excesses.  (Ii)  Laceration  of  the  periaeum. 

{b)  Imperfect  sexual  relations.  (  i)  Subinvolution  and  areolar  hyperpla- 

(c)  Masturbation.  sia. 

{d)  Use  of  aphrodisiacs.  {j)  Uterine  tumors. 

(e )  Suppression   of  menses,    especially    (A;)  Uterine  displacement. 

when  sudden.  {I)   Prostitution. 

(/)  Laceration  of  the  cervix  uteri.  {m)  Unilateral  ovarian  cystoma. 

{g)  Cervical  stenosis.  (n)  Emotional  influences. 

{a)  Sexual  Excesses. — That  this  is  an  important  causative  agent 
is  sliown  bj  the  frequent  occurrence  of  the  disease  soon  after 
marriage,  when  sucli  a  cause  is  most  operative  ;  after  second  mar- 
riage ;  and  its  remarkable  frequency  in  prostitutes,  more  espe- 
cially the  young.  As  already  shown,  almost  one-third  of  the 
cases  occurring  in  married  women  presented  themselves  at  or 
before  the  end  of  the  third  year  of  married  life,  while  in  over 
one-half  the  disease  manifested  itself  before  five  years  had  passed. 
Besides,  31.3  per  cent  of  the  cases  traced  back  the  origin  of  the 
disease  to  the  time  of  marriage.  The  abuse  of  a  physiological 
function,  entailing  congestion,  was  finally  paid  for  by  continuous 
hyperemia  of  the  organs,  which  ultimately  terminated  in  an  in- 
sidious, almost  unobserved  inflammation,  whose  presence  only 
became  known  when  fully  developed.  In  not  a  few  of  these 
cases  absolutely  no  other  explanation  for  the  existence  of  the 
disease  could  be  found,  there  being  no  signs  or  history  of 
any  other  possible  cause,  such  complicating  disease  as  exist- 
ed being  undoubtedly  dependent  upon  a  similar  origin  as  the 
oophoritis. 

(b)  Imperfect  Sexual  Relations,  such  as  incompatibility,  an  old 
husband  and  a  young  wife,  the  practice  of  conjugal  onanism, 
the  avoidance  of  maternity,  etc.,  producing,  as  they  do,  conges- 
tion of  the  ovaries  without  the  subsequent  relaxing  effect  of 
the  normal  completion  of  the  marital  act,  tend  to  produce  the 
disease  in  time.  Pregnancy  and  lactation,  with  the  consequent 
rest  of  the  genital  organs,  being  absent,  these  causes  are  more 
certain  to  act.  The  avoidance  of  impregnation  is,  in  my  expe- 
rience among  the  better  classes,  of  common  occurrence,  checks 
of  all  kinds  being  resorted  to  ;  and  in  this  fact  is  to  be  found  a 
plausible  explanation  for  the  frequent  existence  of  uterine,  tu- 
bal, or  ovarian   disease  among  such  women.     More  than  once 
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have  I  seen  women,  who  m  early  married  life  had  avoided  mater- 
nitj',  who  later  on,  when  desirous  of  bearing  children,  fonnd 
impregnation  im}30ssible  simply  and  solely  because  they  had  a 
penalty  to  pay  which  inexorable  Nature  demanded  of  them. 
And  not  a  few  such  cases  are  the  victims  of  chronic  oopho- 
ritis. 

(c)  Mcifiturbation. — This,  in  my  experience,  is  not  frequently 
operative.  Chronic  oophoritis  being  rare  in  the  single,  except 
in  such  as  are  leading  an  irregular  life,  a  necessary  conclusion 
must  follow  that  onanism  is  not  a  prominent  cause  of  the  dis- 
ease ;  in  fact,  so  far  as  my  experience  goes,  it  is  of  very  rare 
occurrence  as  a  cause.  In  not  one  of  my  cases  did  it  seem  to 
act  as  such. 

{d)  Use  of  Aphrodisiacs. — This  is  mentioned  as  a  possible 
cause,  but  as  such  agents  are  of  infrequent  use,  at  least  in  this 
city,  its  action  is  more  than  problematic.  Tilt  holds  a  similar 
opinion.  I  have  never  met  with  such  an  instance,  nor  can  1  find 
any  recorded  in  literature. 

{e)  Sujypressiofi  of  2Ienstruation. — We  can  imagine  oopho- 
ritis following  a  chilling  during  menstruation  with  its  subse- 
quent sudden  suppression,  but  so  far  I  have  never  met  with 
such  a  case  and  am  therefore  very  sceptical  on  this  point.  In 
one  form  of  the  disease,  the  atrophic  or  cirrhotic,  amenorrhea  is 
symptomatic  of  the  malady,  but  not  causative.  However,  most 
authorities  refer  to  it  as  producing  oophoritis,  though  facts  to 
prove  the  connection  between  the  two  are  wanting.  Cold,  as 
a  causative  factor  of  uterine  or  ovarian  disease,  I  have  long 
looked  upon  with  suspicion,  and  before  admitting  its  powers  in 
the  present  premises  must  demand  more  positive  proof  than  at 
present  exists.  Of  suppression  from  other  causes  the  same 
holds  true.  In  such  cases  of  oophoritis  as  have  come  under  my 
observation  coexistent  with  suppression,  the  latter  was  purely 
symptomatic  of  the  former  and  never  causative. 

(/)  Cernieobl  Stenosis. — Stenosis  of  the  cervical  canal,  either  at 
the  external  or  internal  os,  was  present  in  such  a  large  number 
of  cases  that  it  is  more  than  probable  that  some  connection  ex- 
ists between  them.  Of  the  238  married  women  62  had  never 
been  pregnant,  and  of  these  no  less  than  24  were  affected  with 
narrowing  of  the  cervical  canal,  11  of  these  latter  also  present- 
ing the  condition  so  well  described  by  Barnes  as  conical  cervix. 
The  mode  of  action  here  is  twofold.     By  the  damming  back  of 
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secretions  endometritis  is  set  up,  with  final  extension  along  tlie 
tub2s  ;  or  the  constant  irritation,  especially  at  the  menstrual  pe- 
riods, sets  up  congestion  in  the  ovaries,  with  ultimate  inflamma- 
tion of  these  bodies. 

(g)  Laceration  of  the  Cervix. — Of  the  238  married  women 
■coming  under  my  care  with  chronic  oophoritis,  142  had  already 
borne  one  or  more  full-time  children,  and  of  these  no  less  than 
55  were  also  aifected  with  laceration  of  the  cervix  to  a  patho- 
logical degree — that  is,  in  38  per  cent  of  all  cases  in  parous 
women  cervical  laceration  coexists.  This  cannot  be  an  acci- 
dental coexistence,  for  Goodell  has  noticed  a  similar  causative 
relation.  Besides,  the  explanation  is  a  simple  one.  Laceration 
induces  uterine  congestion  and  subinvolution,  with  similar  inter- 
ference with  the  involution  of  the  vagina,  ovaries,  etc.  If  con- 
tinued for  a  sufficiently  long  time  the  uterus  itself  undergoes  a 
fibroid  degeneration,  or  what  is  known  as  areolar  hyperplasia  ; 
while  the  ovaries,  keeping  step  with  the  uterus,  undergo  a  simi- 
lar change,  and  thus  we  have  chronic  interstitial  or  fibroid 
oophoritis.  Besides,  as  other  secondary  results  of  the  laceration, 
we  have  endometritis  chronica  with  possible  extension  along  the 
mucous  tract  to  the  tubes  and  finally  to  the  ovaries.  We  must 
also  bear  in  mind  that  the  cervical  tear  offers  an  avenue  for  the 
entrance  of  septic  material  with  all  the  evils  that  it  entails, 
among  these  ovarian  inflammation.  Besides,  as  uterine  lymph- 
angitis may  thus  be  set  up,  and  as  tlie  connection  between  the 
lymphatics  of  the  uterus  and  ovaries  is  very  intimate,  anotlier 
possible  mode  of  the  setting  up  of  ovarian  inflammation  is  to 
be  borne  in  mind,  that  is,  by  the  extension  of  a  lymphangitis. 

(//)  Perineal  Laceration. — The  action  of  this  cause  is  entirely 
analogous  to  that  of  cervical  laceration,  vaginal  and  uterine  sub- 
involution with  consequent  ovarian  congestion  being  the  sequela 
of  this  accident.  It  is  not  as  frequently  operative,  by  any  means, 
however,  as  laceration  of  the  cervix,  for  it  was  present  witli 
chronic  oophoritis  but  8  times  ;  that  is,  it  was  found  in  onl}^ 
5.0  per  cent  of  all  cases  of  fertile  women,  as  against  38  per  cent 
f(^r  cervical  tears.  It  is  worthy  of  remark  here  that  in  9 
cases  cystocele,  rectocele,  or  cysto-rectocele  coexisted  with  oopho- 
ritis, this  being  indicative  rather,  however,  of  the  influence  of 
the  various  forms  of  laceration  on  the  involution  of  the  mater- 
nal parts.     Five  times  there  was  cystocele.  once  rectocele,  and 
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three  times  cysto-rectocele.  These  conditions  but  added  fnel  to- 
the  fire  by  the  constant  dragging,  increasing  tlie  already  exi^;t- 
ing  universal  cono-estion. 

(i)  Suhinvohition  and  Areolar  Hyperplasia  of  the  Z^terus. — 
Areolar  hj}3erplasia,  as  defined  and  described  by  Thomas,  is  al- 
most alwaj's  a  sequel  or  end  process  of  subinvolution.  It  occurs 
as  a  pure  fiI)rous  degeneration  of  the  uterine  walls,  and  as  sueli 
indicates  tiie  possible  termination  of  ovarian  subinvolution  with 
its  consequent  chronic  congestion  in  a  similar  interstitial  til>r(>us 
change.  The  ovaries  during  pregnancy,  according  to  Jacque- 
mier,  increase  in  volume  twofold,  assume  a  vertical  direction, 
are  drawn  closer  to  the  body  of  the  uterus,  and  rise  with  it. 
According  to  Henning  the  puerperal  ovary  is  largest  during  the 
six  weeks  after  labor.  We  can  understand,  therefore,  the  coin- 
cident occurrence  of  ovarian  subinvolution  with  subinvolution 
of  the  uterus,  the  reaction  of  the  one  on  the  other  producing 
a  vicious  circle,  which  in  time  brings  about  what  in  reality 
amounts  to  a  low  form  of  chronic  interstitial  inflammation.  Just 
so  we  see  subinvolution  of  the  vagina  and  also  of  the  perineum, 
as  indicated  by  laxness  and  looseness  of  the  former  with  ten- 
dency to  prolapsus  ;  or  as  shown  by  gaping  of  the  vulval  open- 
ing, with  relaxation  and  inelasticity  of  the  circum vulval  soft  tis- 
sues of  the  latter,  so  often  coexisting  with  uterine  subinvoluticn. 
All  these  are  but  parts  of  a  general  process,  and  it  is  easily  con- 
ceivable that  similar  conditions  may  coexist  in  the  ovaries, 
which  in  time,  as  in  the  case  of  the  uterus,  may  pass  over  into 
a  state  of  chronic  hyperplasia.  As  a  matter  of  fact,  uterine  sub- 
involution existed  in  16  of  my  cases,  while  areolar  hyjierplasia, 
undoubtedly  dependent  upon  a  pre-existing  subinvolution,  was 
present  in  no  less  than  28  other  cases.  Thus  we  have  44  cases 
in  which  these  conditions  were  operative  in  the  production  of  a 
chronic  ot'qjhoritis,  for  in  every  one  of  these  the  patients  traced 
their  troubles  back  to  a  previous  labor  at  term  or  to  a  miscar- 
riage. In  fact,  no  less  than  40.7  per  cent  of  all  cases  dated  their 
illness  l)ack  to  a  [)regnancy,  either  interrupted  or  completed. 

{j)  Uterine  Juniors. — Eastman'  believes  that  diseased  ovaries 

and   tubes   stand    in    important   causative   relations   to   uterine 

fibroids.    Popoff '  proves  such  to  be  a  fact ;  for  in  20  cases  where 

'  Indiana  Medical  Journal,  April,  1890. 

'^  "Inaugural  Dissertation,"  No.  55,  St.  Petersburg. 
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the  ovaries  were  removed  for  the  reHef  of  fibromata,  he  found 
invariabl_7  a  liyperplasia  of  the  connective  tissue,  with  corre- 
spondinaj  enlargement  of  the  organs,  the  principal  effects  being 
cortical.  He  considers  these  morbid  changes  in  the  ovaries  as 
dependent  upon  prolonged  congestion  resulting  from  the  pre- 
sence of  the  fibroid.  In  a  further  communication  '  he  sums  up 
the  ovarian  changes  as  follows:  1.  In  fibromjomata  of  the 
uterus  the  ovaries  are  almost  always  the  subject  of  more  or  less 
extensive  changes,  including  the  tuinca  albuginea,  the  interstitial 
tissue,  and  the  follicles.  2.  Changes  in  the  interstitial  tissue 
are  most  frequently  observed,  being  always  manifested  by  pro- 
liferation of  the  connective  tissue,  with  increase  in  the  volume 
of  the  ovary.  3.  This  interstitial  process  appears  to  extend  uni- 
formly along  the  length  of  the  entire  cortical  layer,  or  it  may 
involve  only  small  portions  of  the  organ.  It  may  involve  only 
vessels  and  nerves  at  the  periphery,  and  appear  as  a  thickening 
of  the  vascular  walls  with  obliteration  of  the  lumen  of  the  ves- 
sels, together  with  thickening  of  the  peritoneum  and  atrophy  of 
the  nerve  fibres,  4.  The  follicles  participate  in  this  process  in 
two  different  ways — either  they  present  an  exaggerated  devel- 
opment, each  ovary  showing  cystic  degeneration,  representing  the 
Graafian  follicles  in  different  stages  of  their  development ;  or  the 
follicles  are  destroyed,  having  undergone  an  atresia  which  in- 
volves the  primary  and  the  Graafian  follicles.  5.  The  same  pro- 
cess of  atresia  occurs  also  in  cases  of  cystic  degeneration  with 
the  formation  of  small  cysts,  the  result  of  the  atresia  being  to 
cause  the  appearance  of  bodies  of  different  dimensions  (corpora 
albicantia),  corresponding  to  the  volume  of  the  distended  folli- 
cles. 6.  This  obliteration  of  follicles  appears  to  be  the  most 
frequent  mode  of  termination  of  affections  of  the  ovaries  (folli- 
cular oophoritis).  7.  The  medullary  substance  of  some  ovaries 
is  characterized  by  excessive  vascularity.  Among  my  250  cases 
chronic  oiiphoritis  coexisted  with  uterine  fibroid  four  times,  the 
ovaries  in  every  instance  being  large,  smooth,  firm,  very  sensi- 
tive, and  descended  into  Douglas'  pouch.  The  fibroids  them- 
selves were  c  )mpiratively  small,  whereas  the  ovaries  were  en- 
larged to  three  or  four  times  their  natural  size  and  the  source  of 
considerable  suffering:  in  fact,  it  was  really  the  odphoritis  that 
brought  these  patients. 

'  Gazette  de  Gyuecologie,  Paris,  March  15th,  1891. 
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UterinB  canuer  has  bsen  advanced  as  an  occasional  cause,  but 
I  have  as  yet  met  with  no  instance  of  this  combination. 

(k)  Uterine  Displacement. — It  is  difficult  to  determine  in  how 
great  a  degree  chronic  oophoritis  is  dependent  upon  uterine  dis- 
placement. That  the  connection  is  slight  there  is  very  little 
doubt,  though  it  is  conceivable  that  in  some  cases  of  retrodis- 
placeraent,  especially  when  coexisting  with  or  due  to  previous 
peritonitis  with  consequent  adhesions  or  shortening  of  liga- 
ments, chronic  congestion  of  pelvic  parts  may  be  set  up  and 
inflammation  of  ovaries  thus  result.  Or  the  ovaries  may  be 
dragged  down  from  their  normal  position  and  secondarily  be- 
come the  seat  of  congestion  with  ultimate  inflammation.  This 
does  sometimes  occur,  though  hardly  as  often  as  is  supposed. 
Fontana  is  of  those  who  believe  that  uterine  displacement  is  a 
factor  in  the  production  of  oophoritis,  placing  special  stress 
upon  retroflexion.  Kugelmann  claims  that  descensus  and  pro- 
lapsus uteri  are  particularly  important.  To  a  certain  extent  my 
facts  bear  out  Fontana's  claims;  but  that  backward  displace- 
ment is  of  great  importance  can  hardly  be  believed  in  the  light 
of  the  following  figures.  In  all  but  13  cases  the  position  of  the 
uteru5  was  carefully  noted  in  my  250  instances  of  chronic 
oophoritis,  these  positions  being  : 

Normal  77  times. 

Anteflexion 41     " 

Anteversion 23     " 

Retroversion 51     '" 

Reiroflexion 16    " 

Latero version,  left 9     " 

Latero version,  right 4     " 

Autelateroversion,  left 1  time 

Retrolateroversion,  right 1     " 

Retroversion  of  anteflexion 1     " 

Normal  but  low 2  times. 

Retroverted  and  low 7     " 

Retroflexed  and  low  1  time. 

Descensus  (second  degree) 2  limes. 

Descensus  (third  degree) 1  time. 

Retroflexed  and  lateroverted,  left 1     " 

We  liere  note  that  in  the  largest  number  of  cases  the  uterus 
remained  in  its  normal  position;  that  backward  displacements 
were  comparatively  frequent,  conjointly  about  equalling  normal 
placement ;  that  compound  malpositions  were  unusually  com- 
mon, a  striking  indication  of  the  probable  dependence  of  the 
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disease  upon  pre-existing  peri-iiteriiie  inflammation.  Descensus 
])layed  bnt  a  small  part  in  the  production  of  oophoritis.  Com- 
pared with  uterine  displacement  in  other  forms  of  genital  dis- 
eases, the  most  notable  and  marked  variations  will  be  found  in 
the  relative  existence  of  retrodisplacements  and  in  compound 
malpositions.  Thus,  for  comparative  purposes,  the  following  ta- 
ble has  been  arranged,  the  cases  classified  under  the  head  "gen- 
eral uterine  cases"  consisting  of  a  series  of  unselected  cases  pre- 
senting themselves  consecutively  for  the  treatment  of  some 
form  of  uterine  malady  : 


Position  of  uterus. 


Xornia! 

Anteflexion 

Anteversion 

Ketroversiou 

Retroflexion 

Ketroversion  of  anteflexion 
Relrolatero version,  right.. . 

Retrolateroversion,  left 

Antelateroversion,  right 

Antehiteroversion.  left  .   .  . 

Lateroversion.  right 

Lateroversiou,  left 

Descensus 

Retrolateroflexion,  left 

Total 


Greneral  uterine 
cases. 


Number.    Per  cent 


894 

457 

193 

414 

90 

32 

9 

6 

2 

9 

11 

23 

141 

1 

2282 


39.2 
20.0 
8.5 
18.1 
8.9 
1.4 
0.4 
0.3 
0.1 
0.4 
0.5 
1.0 
6.2 
0.1 


Chronic  oophoritis. 


Number.    Per  cent. 


77 
41 
22 
51 
16 
1 
1 


1 
4 
9 
13 
1 

237 


32.5 
17.3 
9.3 
21  5 
6.8 
0.4 
0.4 


0.4 
1.7 
3.8 
5.4 
0.4 


(/)  Prostitution,  particularly  when  such  a  life  is  entered 
upon  at  an  early  age,  is  very  apt  to  produce  a  condition  of 
chronic  oophoritis.  The  causes  here  are  manifold.  Excessive 
venery,  irregular  mode  of  life,  alcoholic  excesses,  and  the  dan- 
gers of  gonorrhea,  all  acting  together  in  a  vitiated  constitution, 
tend  to  induce  chronic  ovarian  disease.  Duncan  and  Tail  both 
remark  the  extreme  frequency  of  chronic  oophoritis  in  young 
prostitutes.  '•  In  prostitutes,"  says  Tait,'  "  of  a  tender  age,  this 
atfection  is  of  extreme  frequency,  and  often  ends  in  the  chronic 
ovaritis  with  adhesion  of  the  Fallopian  fimbriae  to  the  ovary^ 
and  the  subsequent  atrophy  of  all  the  sexual  structures,  so  often 
found  in   their  bodies."     According  to    Walter  and  Eenaudin 

'  "  Diseases  of  the  Ovaries,"  1883,  p.  92. 
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the  ovaries  of  prostitutes  are  seldom  found  without  some  mor- 
l)id  lesions — an  experience  which  has  l)een  confirmed  by  that  of 
Dr.  Oldham,  who  found  the  changes  to  he  those  principally  of 
oophoritis.  Of  the  12  cases  in  single  women  coming  under  my 
notice,  6  at  least  were  leading  lives  of  prostitution  and  2 
others  had  already  given  birth  to  a  child.  Besides  these,  2  of 
the  married  women  admitted  impregnation  before  marriage. 
The  almost  universal  sterility  of  old  prostitutes  finds  its  explana 
tion  in  tlie  existence  of  this  chronic  ovarian  disease.  Oophoritis 
when  occurring  in  the  single — unless  some  other  cause,  as,  for 
instance,  the  infectious  diseases,  can  be  positively  determined — 
points  almost  unmistakably  to  illicit  intercourse  for  its  origin, 
gonorrhea  being  an  extremely  important  element  in  such  cases. 

(m)  Unilateral  Ovarian  Cystoma  is  frequently  accompanied 
by  marked  disease  of  the  opposite  ovary.  This  is  a  matter  of 
common  experience,  as  shown  by  the  fact  that  the  removal  of 
the  non-cystic  ovary  together  with  the  one  the  seat  of  cystoma 
is  of  very  common  occurrence.  Thus  Tait  in  89  instances  of 
ovariotomy  i-emoved  both  ovaries  27  times.  The  explanation 
here  is  also  simple.  Just  as  a  kidney  does  double  work  when 
its  fellow  is  crippled  and  i>nable  to  do  its  part,  so  will  the  ovary 
take  up  the  work  of  its  mate  when  diseased,  sncli  overwork  finally 
resulting,  from  continuous  congestion,  in  chronic  inflammation. 

{n)  Emotional  Causes,  such  as  fright  when  sudden,  have  several 
times  in  my  experience  induced  chronic  oophoritis,  more  espe- 
cially the  atrophic  form.  The  sudden  cessation  of  menstrua- 
tion from  such  a  cause  is  of  common  experience,  and  in  several 
instances  of  which  I  have  notes  the  menstruation  recurred  only 
at  long  intervals  and  finally  ceased  altogether,  the  ovaries  being 
found  on  examination  small  and  functionless,  the  uterus  having 
shared  a  like  fate.  Goodell  instances  among  other  emotional 
causes  long  engagements,  disappointments  in  love,  single  life, 
reading  corrupt  literature,  unhappy  marriages,  nerve  exhaus- 
tion, and  hysteria — all  these,  he  claims,  producing  disturbances 
in  the  ovarian  circulation  which  in  time  pass  over  into  a  condi- 
tion of  chronic  inflammation. 

(To  be  continued.") 
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(With  plate.) 


Patient  32  jears  old,  primipara;  had  one  miscarriage  two 
years  before  at  five  months,  brought  on  by  a  fright. 

The  whole  of  the  superficial  venous  system  was  much  nearer 
the  surface  than  ordinarily  is  the  case.  The  long,  saphenous 
veins  were  much  distended  and  tortuous,  especially  near  the 
thigh.  Had  been  so  for  years.  Father  had  that  peculiarity. 
The  patient  wore  elastic  stockings  reaching  from  the  ankle  to 
the  thigh.  She  wished  to  have  them  on  when  she  was  in  labor, 
and  they  were  put  on  near  the  end  of  the  first  stage. 

Labor  came  on  a  little  after  midnight,  November  20th.  Pains 
regular  and  strong,  but  when  I  first  saw  her,  at  noon  the  next 
day,  the  cervix  was  still  long,  though  the  os  was  patulous.  The 
pains,  however,  continued,  and  about  5  in  the  afternoon  the 
second  stage  of  labor  commenced.  Shortly  after  there  ap- 
peared at  the  vulva  a  stream  of  blood,  which  made  me  fearful  of 
a  separation  of  the  placenta  or  the  rupture  of  a  vessel  of  the 
vagina.  I  thought  the  latter  might  have  taken  place,  as  one  of 
the  parietal  bones  of  the  presenting  head  overlapped  the  other, 
so  as  to  give  a  very  sharp  cutting  edge.  To  stop  the  hemor- 
rhage I  bi'ought  down  the  head  as  quickly  as  I  could. 

The  perineum  was  stiff  and  unyielding,  and  I  had  hot  cloths 
applied  to  the  vulva,  and  also  gave  some  chloroform,  partly  to 
relax  the  perineum,  and  partly  because  the  pains  were  so  severe. 

The  labor  terminated  at    6.     The  placenta  followed  shortly 

'  Read  before  the  Section  of  Obstetrics  and  Gynecology,  Xew  York  Aca- 
demy of  Medicine,  May  25tb,  1893. 
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without  any  trouble,  the  uterus  contracted.  I  had  a  douche 
given,  as  I  found  there  were  a  number  of  clots  in  the  vagina. 

An  hour  after  labor  there  was  no  appearance  of  hemorrhage. 
The  fourchette  was  lacerated,  the  laceration  extending  a  little 
into  the  perineum,  but  not  enough  to  necessitate  taking  a  stitch. 

At  11  tiie  nurse  said  that  there  began  to  be  a  hemorrhage,  and 
the  left  labium  majus  swelled  to  the  size  of  an  orange  in  a 
very  short  space  of  time.  It  was  tense  and  glistening.  When 
I  got  there,  a  little  after  2,  the  swelling  was  begiiming  to  sub- 
side. The  lower  portion  of  the  vulva,  where  the  slight  lacera- 
tion had  baen,  was  marked  by  a  huge  clot,  and  the  vulvar  oritice 
was  filled  with  a  clot,  and  the  blood  was  clotted  about  the  mons 
veneris.  There  was  very  little  blood  escaping,  and,  owing  to  the 
exhausted  state  of  the  mother,  I  thought  it  better  not  to  disturb 
anything  until  morning.  Should  hetnorrhage  again  take  place, 
the  patient  could  ill  afford  to  lose  the  blood,  and,  owing  to  the 
imperfect  light,  it  might  be  impossible  to  find  the  bleeding  point. 

The  next  morning  the  tumor  had  decreased  still  more  in  size 
and  the  clots  were  removed  from  the  outside.  It  was  not  an 
easy  task,  as  the  clots  were  firm  and  resisting,  and  every  touch 
was  painful.  I  endeavored  then  to  clear  the  urethra,  which  was 
blocked  up  with  a  clot.  It  was  difficult  to  find  that  opening,  as 
the  parts  were  so  sore  aiid  swollen.  It  was  therefore  a  matter 
of  congratulation  that  the  patient  was  able  shortly  after  to  void 
her  urine  herself. 

While  attempting  to  remove  the  clots  which  had  formed 
about  the  laceration  bleeding  recommenced.  This  determined 
me  to  use  the  expectant  plan  of  treatment.  I  ordered  two 
douches  daily  of  1 :  3000  bichloride,  and  that  the  vulva  be 
dressed  with  the  same.  Bismuth  was  thrown  into  the  vagina, 
after  the  douches,  by  a  powder  blower. 

It  was  remarkable  how  quickly  the  tumor  subsided.  Huge 
vaginal  clots  came  away  three  days  after,  and  on  the  fourth  day 
it  was  hardly  larger  than  a  butternut,  and  on  the  seventh  day 
the  clot  attached  to  the  labium  fell  off,  leaving  a  nice,  clean 
wound  and  the  parts  of  normal  size.  The  uterus  contracted 
steadily  and  normally. 

While  the  hemorrhage  was  at  its  height  on  the  evening  that 
the  hematoma  formed,  the  nurse  removed  the  elastic  stockings, 
and  she  said  that  after  that  the  hemorrhage  stopped  very 
quickly.     The  veins  about  the  vulva  were  not  niarkedly  dilated. 
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In  this  rare  affection  there  are  several  points  of  interest  which ^ 
with  the  accompanying  case,  may  prove  of  profit  wlien  presented 
for  consideration. 

Hematoma  of  the  vulva  has  come  to  inclnde  those  cases  of  ex- 
travasation of  blood  into  either  one  or  both  of  the  labia — most 
frequently  the  left,  it  is  asserted — while  hematocele  is  restricted 
to  such  extravasations  occurring  in  the  vagina.  Older  writers  use 
hematocele  for  both  the  external  and  internal  hemorrhage. 
Sometimes  they  speak  of  vulvo-vaginal  hematocele  or  hema- 
toma, as  the  case  may  be,  according  to  the  situation  of  the  san- 
guineous tumor.  It  is  sometimes  called  thrombus  of  the  vulva  ; 
but  as  there  are  cases  when  the  tumor  is  due  to  the  extravasa- 
tion of  arterial  blood,  the  term  thrombus  should  be  used  only 
when  it  is  known  that  the  tumor  is  of  venous  origin. 

It  is  a  question  as  to  the  comparative  frequency  of  this  trou- 
ble, and  likewise  as  to  the  comparative  frequency  of  its  location. 
Some  writers  have  thought  that  the  pudendal  form  was  more 
frequent  than  the  vaginal,  but  I  think  that  the  literature  and 
experience  would  show  the  reverse  to  be  the  case. 

When  it  occurs  disassociated  with  pregnancy  it  is  traumatic 
in  its  origin.     It  is  difficult  to  imagine  any  other  cause. 

It  sometimes  occurs  spontaneously  before  labor.  There  are 
a  number  of  cases  reported  of  this  nature.  Its  occurrence 
during  and  after  labor  can  be  easily  accounted  for  as  due  to 
trauma,  but  it  is  not  easy  to  account  for  its  occurrence  spontane- 
ously. One  writer  thinks  that  it  is  due  to  the  extreme  vascu- 
larity of  the  parts,  and  the  increased  tensiou  on  the  vessels,  con- 
comitant with  the  pregnant  condition  ;  while  during  labor  it  is 
caused  by  anything  tliat  obstructs  the  circulation,  as  an  unusually 
large  head,  a  contracted  pelvis,  or  extreme  efforts  of  the  patient. 
In  estimating  the  frequency  of  the  accident  the  following  table 
(see  opposite  page)  is  given  by  Wenning,'  who  says  that  he  thinks 
the  frequency  is  about  one  in  two  thousand.  Winckel  gives  it  as 
his  experience  ae  one  in  sixteen  hundred.  To  make  any  such 
average  is  impossible  and  does  not  seem  scientiiic.  We  all 
know  how  such  cases  may  come  in  groups,  the  observer  having 
had  a  wide  experience  and  for  years  may  not  have  encountered 
a  case,  when  suddenly  one  or  more  may  occur  in  his  practice. 

Anotlier  interesting  point  that  has  been  raised  is  whether  the 

'  Table  given  by  W.  H.  Wenning,  Obstetrical  Gazette,  Cincinnati,  1883,  vol. 
vi.,  pp.  617. 
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Name  of  observer. 


Johnson  and  Sinclair 

Hecker 

Dubois 

Hegenberger 

Spath 

Other  Vienna  observers  before  Spath., 

Spiegelberg 

Deneux  

Hervez  de  Ciiegoin 

Charpentier 

Scanzoni 

McCiintock 

Barker  

Oueniot,  Perret,  and  Bouchard,  each. 
Winckel 


Cases. 

Cases  of  labor. 

Years  of  observation. 

7 
5 

13,748 
16,435 
14,000 
14,000 
6,000 
33,241 
50,000 

7  years. 

3 

11 

4 

10 

5 

3 
1 

40  years' 
20  years' 
2  last  yes 

practice, 
practice. 

a 

15 

18,000 

irs. 

25 

22 

■ 

2 

1 

1,600 

accident  is  dependent  on  a  varicose  condition  of  the  veins. 
One  would  naturally  think  that  such  wonld  be  the  case  ;  but 
the  reports  would  prove  the  contrar}-.  It  rarely  occurs  when 
such  a  condition  is  present,  and  extreme  varicosity  of  the  vulva 
is  not  uncommon  in  pregnancy.  There  was  not  at  any  time  any 
appearance  of  varicose  veins  about  the  vulva  in  the  case  pre- 
sented. I  examined  with  especial  reference  to  this.  I  think 
that  the  v^eins  were  very  distensible,  and  probably  the  elastic 
stocking  distended  those  of  the  pelvis  to  an  uncommon  degree. 
The  size  of  the  tumor  depends  on  the  size  of  the  vessel  rup- 
tured, as  would  also  the  rapidity  of  its  appearance.  There  are 
several  instances  on  record  where  the  tumor  has  formed  an 
hour  or  more  after  the  labor,  when  the  uterus  has  contracted 
and  there  was  every  appearance  of  a  normal  termination.  This 
is  no  doubt  due  to  the  fact  that  the  injured  vessel  was  small, 
and  that  the  pressure  of  the  head  had  closed  the  point  of  rup- 
ture, which  opened  again.  In  many  instances  recorded  the 
tumor  has  been  of  enormous  size — as  large  as  a  child's  head,  a 
cocoanut,  or  a  man's  head  they  have  been  described.  The  ap- 
pearance of  the  tumor  is  shining  and  glistening,  or,  when  the 
extension  is  extreme,  ecchyraotic  well-nigh  to  gangrenous,  and 
generally  a  spontaneous  rupture  occurs.  The  rent  in  the  peri- 
neum prevented  this  extreme  distention  in  my  case.  The  pain 
is  dependent  on  the  distention,  as  also  the  amount  of  tension  of 
the  clitoris.  It  was  very  great  in  the  case  reported  if  the  parts 
were  touched,  otherwise  there  was  no  trouble.  In  Dr.  Simon's 
case,  where  the  vessels  which  ruptured  were  in  the  neighbor- 
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hood  of  the  clitoris  and  the  di8tentioii  was  very  great,  the  pa- 
tient shrieked  with  the  pain. 

The  most  important  question  of  all  is  the  one  in  regard  to 
treatment,  and  there  are  earnest  advocates  for  botli  methods,  the 
operative  and  the  non-operative.  It  must  doubtless  l)e  decided 
by  circumstances.  In  deciding  not  to  operate  unless  there 
should  be  some  imperative  demand  for  it,  in  the  case  jiresented, 
I  had  in  mind  a  case  of  pelvic  liematocele  following  labor 
which  had  occurred  while  I  was  interne  at  tlie  New  York  In- 
firmary, in  which  the  extravasation  was  rapidly  absorbed  with- 
out any  interference.  It  was  surprising  how  rapidly  the  mass 
in  Douglas'  cul-de-sac  disappeared.  It  has  been  seen  how  rap- 
idly tiiis  occurred  in  my  case,  and  such  is  the  history  of  most 
of  those  on  record.  The  rapid  changes,  owing  to  the  jirepara- 
tion  of  the  parts  for  the  subinvolution,  must  account  for  this. 
I  say  preparation,  for  several  cases  are  cited  where  the  henia- 
toma  occurred  a  week  or  two  before  delivery,  and  tlie  healing 
was  of  surprising  rapidity,  whether  left  to  absorption  without 
incision  and  the  emptying  out  of  the  clots,  or  after  this  was 
done.  In  either  case  great  care  should  be  taken  to  keep  the 
parts  aseptic,  and  the  rule  is  that  the  patient  goes  on  to  recov- 
ery with  little  constitutional  disturbance. 

This  brings  us  to  the  consideration  of  the  gravity  of  the  com- 
plication. Concerning  this,  too,  there  has  been  great  diversity 
of  opinion.  Girard  thinks  that  it  is  considered  more  grave 
than  it  is,  and  that  the  num])er  of  fatal  cases  has  been  due  to 
infection,  wrong  diagnosis,  and  the  lack  of  skill  of  the  ignorant 
midwives  who  have  been  in  charge.  He  gives  twenty-four  cases 
in  one  hundred  and  twenty,  Deneux  gives  twenty-two  fatal 
cases  out  of  sixty,  Perret  seventeen  out  of  forty-three,  Johnson 
and  Sinclair  two  out  of  seven.  The  mortality  depends  upon 
the  time  that  the  hemorrhage  takes  place  and  upon  the  extent 
of  it.  If  it  occurs  during  labor  it  is  fatal  both  to  the  mother 
and  the  child.  If  it  occurs  late  in  the  second  stage,  or  after  de- 
livery, the  prognosis  depends  on  the  extent  of  the  hemorrhage, 
but  in  the  majority  of  cases  has  been  favorable. 
The  Madison,  25  Madison  avenue. 
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Reports  of  successive  years'  work  in  pelvic-abdominal  sur- 
gery continue  to  claim  space  and  attention  in  all  the  journals  of 
the  day,  and  if  this  branch  of  surgery  be  growing  less  invasive 
we  do  not  hear  of  it.  Even  text  books  fresh  from  the  press, 
with  but  few  exceptions,  show  the  same  trend,  and,  after  un- 
satisfactory comment  upon  the  value  of  slower  methods  of 
relief,  proceed  to  full-length  portraits  and  descriptions  of  the 
more  radical  means  of  cure. 

Yet  the  gynecologists  who  weigh,  as  they  always  did,  the  ques- 
tions of  conservatism  and  radical  procedures  well  in  the  balance, 
seem  to  be  for  a  time  silenced,  notwithstanding  the  fact  that 
the  two  elements  are  not  incompatibles  and  that  a  safe  reaction 
between  the  two  can  be  produced.  The  existence  of  the  con- 
seientious  gynecologists,  too,  seems  to  be  mockingly  questioned  in 
these  times;  and  if  they  still  live  who  consider  well  the  benefit 
to  the  patient  before  the  fame  of  "the  operator  of  the  day," 
the  profession  and  the  laity  alike  are  in  quest  of  the  species. 

There  should  be  no  reason  for  the  general  practitioner  of  the 
day  to  look  askance  at  the  specialist  in  gynecology  and  accuse 
the  latter  of  "hypocrisy"  and  of  greed  for  fame,  if  not  for  gain. 
It  seems  to  me  that  the  root  of  the  trouble  has  not  yet  been 
reached  nor  the  truth  of  the  matter  been  acknowledged.  Per- 
haps the  brilliancy  of  result  attained  in  the  past  few  years  has 
blinded  even  painstaking  workers  and  has  been  the  pardonable 
cause  of  so  great  an  operative  fury. 

Every  gynecologist  knows  what  palliative  measures  will  ac- 
complish, and  if  he  cannot  publish  scores  of  cases  where  patients 
have  been  made  most  comfortable  by  these  means,  he  is  not 
honest.  And  the  truth  revealed  is  that,  were  a  liitle  more  time 
with  much  more  patience  employed,  the  operating  table  might 
be  in  less  demand. 
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Take  a  case  of  chronic  catarrhal  salpingitis  with  ovaritis,  for 
instance.  The  ovaries  are  large  and  tender,  the  tubes  swollen 
and  tortnous ;  there  are  adhesions  to  the  lateral  walls  of  the 
pelvis,  though  not  numerous.  The  symptoms  of  painful  men- 
struation, more  or  less  intermenstrual  pain,  much  general  pelvic 
tenesmus,  and  sterility  are  all  rehearsed  by  the  patient. 

The  appendages  are  removed — with  what  result  ?  Sterility, 
of  course.  Then  there  intervene  several  months  of  more  or  lees 
pain,  irregular  flow,  distressing  nervous  symptoms,  all  attendant 
upon  the  abi'upt  establishment  of  an  artificial  menopause;  at 
times  there  is  fixed  pain  in  the  region  of  the  stumps.  All  these 
bring  disappointment  to  one  who  hoped  for  great  and  speedy  re- 
lief from  an  operation  undergone  after  a  long  season  of  prepara- 
tory treatment. 

Suppose  the  treatment  had  been  but  palliative.  What  is  the 
history?  Although  the  more  time  may  have  been  consumed, 
there  will  be  more  regular  recurrence  of  painless  periods,  absence 
of  intermenstrual  pain,  relief  of  the  general  pelvic  distress. 
Sterility  is  not  even  an  absolute  prospect,  and  in  place  of  the 
attitude  of  depression  and  nervous  inelasticity  there  is  gradual 
improvement  of  the  general  health,  abeyance  of  marked  nervous 
disturbance;  usually  the  whole  morale^  physical  and  mental, 
assuming  a  more  healthful  tone. 

And  yet  these  latter  cases  are  untold  and  unpublished  amid 
all  the  clanior  of  progress. 

In  the  Woman's  Hospital  of  Philadelphia,  with  which  I  have 
been  connected  for  the  past  four  years,  there  are  reported  for 
the  year  1892,  824  house  cases,  407  of  which  were  in  the  gyne- 
cological wards.  Of  these  there  were  106  cases  in  which  were 
various  forms  of  disease  of  the  appendages.  For  47  of  this  num- 
ber laparatomy,  or  celiotomy,  was  performed,  with  a  mortality 
of  but  three  cases.     We  tabulate,  for  convenience,  as  follows: 

47  ia  which  laparatomy  was  performed. 
36  discharged  improved:  no  opcratiou. 
20  unimproved. 
8  not  treated. 

In  the  afternoon  clinics  of  the  out-patient  department,  of  which 
I  had  charge,  there  were  for  the  same  period  392  new  cases,  315 
being  gynecological.  Of  these  there  were  84  cases  of  different 
forms  of  disease  of  the  appendages.  They  were  classified  as 
follows : 
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Ovaritis  and  salpingitis 40 

Cystic  disease  of  ovaries 14 

Prolapsed  ovaries 10 

Peri-ovaritis 15 

Hydrosalpinx 3 

Extra-uterine  pregnancy     2 

Of  these  84  cases  laparatomy  was  done  for  4 — 1  for  extra- 
iiteriue  pregnancy,  1  for  hydrosalpinx,  and  2  for  cystic  disease 
of  the  ovaries. 

The  remainder  had  all,  of  necessity,  not  choice,  to  be  nnder 
palliative  treatment  alone.  The  following  cases,  given  for  illus- 
tration, will  tell  what  that  treatment  accomplished.  They  are 
selected  because  they  are  cases  that  reported  themselves  for 
three,  four,  or  five  months  after  being  discharged  well.  The 
others  were  alike  imder  treatment,  with  equally  good  immediate 
results,  but  suthcient  time  has  not  elapsed  to  permit  their  being 
brought  forth  as  evidence. 

-  Case  I. — K.  B.,  aet.  26  years,  married  nine  years ;  one  child  7 
years  of  age.  Came  under  my  care  January  23d,  1892.  History 
of  painful  periods;  flow  scant,  at  times  largely  clotted ;  much 
intermenstrual  pain  ;  much  distress  after  walking  Ami  a  short 
distance;  pain  in  both  iliac  regions,  extending  down  into  the 
thighs.  Complained  of  fickle  appetite,  obstinate  constipation ; 
was  nervous  and  irritable. 

Bimanual  examination  revealed  the  large,  retroverted,  ad- 
herent uterus.  Ovary  to  the  left  prolapsed  and  tender.  Tubes 
swollen  and  tender.  Great  tenderness  throughout  posterior  and 
lateral  fornices. 

The  following  was  the  treatment  used :  The  application  of 
tincture  of  iodine  to  the  cervix  as  high  np  as  the  vaginal  vault. 
Two  tampons  of  antiseptic  wool,  one  anointed  with  a  mixture 
of  equal  parts  belladonna  and  compound  iodine  ointment,  the 
other  saturated  with  a  ten-per-cent  solution  of  ichthyol  and 
glycerin,  were  used;  these  were  packed  well  up  behind  the 
cervix,  one  in  each  lateral  fornix,  with  the  patient  in  tlie  knee- 
chest  position. 

She  was  instructed  to  carry  out  treatment  at  home  in  the 
fullowing  manner:  Removing  the  tampons  at  the  end  of 
twenty -four  to  thirty-six  hours,  a  vaginal  douche  of  three  quarts 
of  hot  water,  medicated  by  tiie  addition  of  a  tablespoonful  of 
powdered  borax,  was  to  be  taken  once  daily.     The  knee-chest 
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posture  was  to  be  assumed  once  a  daj',  holding  it  from  twenty 
to  thirty  minutes. 

Depletion  was  secured  by  means  of  a  saline  laxative  night  and 
morning,  unless  the  bowels  were  too  freely  moved.  In  addition 
a  digestive  mixture  was  prescribed. 

The  patient  came  twice  a  week  for  the  local  treatment.  After 
three  weeks  of  tlie  routine,  during  which  both  rational  and 
physical  signs  showed  improvement,  she  came  into  the  house, 
that  treatment  might  be  pursued  more  satisfactorily.  For  six 
weeks  she  was  under  constant  observation.  During  that  period 
the  uterine  cavity  was  dilated,  curetted,  irrigated,  and  capillary 
drainage  of  tubes  and  endometrium  established  by  means  of  iodo- 
form gauze  packed  well  into  either  coruu.  Three  times  was 
this  done,  then  followed  by  the  return  to  the  vaginal  packings 
before  described.  At  the  end  of  her  six  weeks'  stay  there  was 
great  reduction  in  size  of  the  uterus  and  of  the  lateral  masses, 
with  so  marked  an  absence  of  all  tenderness  that  previous  to 
her  discharge  a  hard-rubber  Hodge  pessary  was  introduced  and 
worn  with  great  comfort. 

She  reported  herself  at  varying  intervals  through  the  year, 
even  as  late  as  December,  1892.  There  had  been  no  relapse 
of  the  trouble,  despite  the  fact  that  the  patient  had  not  been 
wholly  free  from  many  demands  of  family  and  society. 

Case  II. — A.  G.,  set.  36  years,  married  eighteen  years;  a  two 
months'  miscarriage  one  year  after  marriage ;  one  child,  not 
now  living,  born  the  following  year.  This  labor  instrumenta], 
resulting  in  a  cervical  tear,  repaired  seven  years  ago. 

Came  under  my  care  February  1st,  1892.  History  of  acute 
exacerbation  of  an  old  endometritis ;  periods  of  late  had  been 
very  scant;  increasing  dysmenorrhea;  intense  backache;  pelvic 
tenesmus;  also  an  intense  pruritus  vulva?. 

Bimanual  examination  revealed  the  congested,  retroverted 
uterus,  with  marked  tenderness  all  over  the  uterine  body  ;  a 
mass  posterior  and  to  the  right,  very  tender  to  palpation,  cor- 
responding to  the  appendages  of  that  side,  but,  owing  to  exu- 
date, not  distinctly  outlined.  Counter  irritation  over  either  iliac 
region  was  prescribed.  Depletion  obtained  by  saline  laxatives. 
A  tampon  of  belladonna  and  compound  iodine  ointment  was 
packed  high  into  the  posterior  fornix,  with  the  patient  in  the 
knee- chest  position. 

As  the  patient  lived  out  of  the  city,  the  journey  back  and 
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forth,  with  its  incident  exposure,  being  deemed  inadvisable, 
she  too  was  admitted  to  the  hospital  one  week  following  her 
appearance  at  the  clinic.  Thereupon  she  was  put, upon  general 
tonic  treatment,  with  the  usual  attention  to  the  regulation  of 
the  bowels,  depletion  being  maintained  by  salines  from  time  to 
time,  as  indicated. 

Vaginal  packings  with  ichthjol  and  glycerin,  also  belladonna 
and  compound  iodine  ointment,  were  used  thrice  weekly.  A 
daily  douche  of  four  to  six  quarts  of  hot  water,  medicated  as 
above,  and  before  eacli  treatment  the  vaginal  injection  of  1:8000 
bichloride  of  mercury,  were  given. 

Her  first  period,  not  two  weeks  after  entrance  to  the  hospital, 
was  painless,  profuse,  continuing  four  to  six  days.  At  the  end 
of  five  weeks  of  treatment  (the  patient  being  compelled  to 
return  home)  there  was  no  pelvic  tenderness.  A  soft-rubber 
Hodge  pessary  was  inserted  and  the  patient  directed  to  con- 
tinue the  daily  douches.  She  was  seen  as  late  as  October,  1892. 
Had  no  relapse  of  acute  trouble,  the  periods  were  normal,  and 
the  general  condition  was  extremely  good ;  there  was  but  slight 
fulness  in  the  region  of  the  appendages  on  the  right ;  absolutely 
no  tenderness. 

Case  III. — J.  E.,  tet.  36  years,  married  seven  years;  four 
children.  Labors  all  difiicult  ;  at  the  last,  four  months  before 
her  appearance  at  clinic,  craniotomy  had  been  done.  Presented 
herself  for  the  first  time  March  24th,  1892.  History  for  the 
last  two  months  of  almost  constant  though  slight  flow,  at  times 
accompanied  with  great  pain ;  severe  backache  ;  great  pain  in 
the  region  of  the  appendages ;  obstinate  leucorrhea ;  extremely 
nervous  and  irritable. 

The  bimanual  revealed  a  laceration  of  the  cervix  up  to  the 
vaginal  vault ;  a  perineal  laceration  back  to  the  sphincter ; 
much  peri-uterine  tenderness  ;  appendages  exquisitely  tender  ; 
considerable  pelvic  exudate. 

Ordered  counter-irritation  with  ointment  of  the  red  iodide  of 
mercury  over  either  inguinal  region  ;  iodine  to  the  cervix  ;  tam- 
pons of  tincture  of  iodine  and  glycerin,  one  into  either  lateral 
fornix ;  interchangeably  with  this  the  ichthyol  and  glycerin 
solution  used.  The  routine  of  douches,  injections,  etc.,  with  the 
daily  practice  of  the  knee-chest  position,  was  also  instituted. 

These  measures,  with  attention  to  the  emunctories  and  general 
nutrition,  continued  for  six  weeks.     At  the  end  of  that  time, 


1>86  lippert:  the  value  of 

domestic  difficulties  interfering,  she  was  obliged  to  abandon  her 
dispensary  visits.  She  was  given  instruction  to  continue  the 
daily  douches,  etc.,  and  told  to  report  herself  at  the  end  of  each 
period. 

When  last  seen,  January,  1S93,  while  no  local  examination 
could  be  made,  her  general  condition  was  excellent.  She  had 
been  able  for  many  months  to  do  the  work  for  a  large  family 
with  surprising  ease. 

Case  IV. — C.  G,,  let.  31  years,  single.  History  of  irregular 
periods,  with  increasing  dysmenorrhea,  for  the  last  live  years  ; 
intense  backache ;  sense  of  constant  weight  in  the  pelvis ;  pain 
in  both  groins,  lancinating,  extending  down  into  the  thighs  ; 
constipation,  flatulence,  dyspepsia ;  general  nutrition  poor. 
First  seen  May  4th,  1892. 

The  bimanual  revealed  the  uterus  retroflexed,  congested,  very 
low  in  the  pelvis  ;  ovaries  prolapsed,  large,  and  tender,  the 
right  one  evidently  cystic;  thickened  tubes;  no  adhesions  that 
were  especially  firu). 

The  treatment  previously  detailed  was  prescribed.  That  she 
might  be  under  constant  observation,  the  patient  came  into  the 
house  for  six  weeks.  At  the  end  of  her  stay,  while  there  was 
no  tenderness  and  all  the  rational  symptoms  had  improved,  the 
large  ovary  to  the  right  was  still  appreciable,  and  accordingly 
operation  was  advised.  Contemplating  marriage,  the  patient 
decided  the  matter  for  herself,  refusing  radical  procedures. 

When  seen  in  September,  1892,  she  was  reported  as  having 
had  no  sign  or  symptom  of  discomfort. 

Case  V. — E.  G.,  set.  22  years,  married  four  years  ;  one  child, 
aged  3  years  ;  one  miscarriage,  of  two  to  three  months,  a  year 
ago.  Presented  herself  April  11th,  1892.  Had  been  under  the 
care  of  a  physician  for  three  months  previous,  evidently  for  an 
acute  ovaritis  and  salpingitis.  Her  physician  leaving  town,  the 
patient  put  herself  under  our  care.  She  had  improved  markedly 
under  former  treatment,  the  only  distressing  symptom  at  this 
time  being  severe  backache.  She  was  anxious  to  be  made  as 
comfortable  as  possible,  as  she  was  forced  to  remove  with  her 
famil}^  to  Indian  Territory  in  less  than  a  month's  time. 

The  bimanual  revealed  the  large,  retroflexed  uterus  ;  no  ten- 
derness; ovary  to  the  left  prolapsed,  but  absolutely  no  pain,  ten- 
derness, nor  fulness  in  the  region  of  the  appendages. 

She  was  fitted  with  a  Hodge  pessary  with  a  padded  posterior 
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arm  (soft  rubber).  Was  instructed  to  treat  herself  with  the 
daily  vaginal  douche,  and  taught  to  assume  the  knee-chest  posi- 
tion, that  she  miglit  practise  it  daily. 

Once  again  she  was  seen,  and  the  pessary  examined  m  sHv, 
before  she  left  the  city. 

In  January,  1893,  I  heard  from  her  directly  to  the  effect  that 
she  had  known  nothing  but  good  health  during  this  interval. 

Case  VI. — R.  L.,  set.  28,  single.  For  the  past  fom-  years 
suffered  from  constant  ovarian  pain,  intense  backache,  increas- 
ing dysmenorrhea,  distressing  reflex  nervous  symptoms,  intense 
headaches,  obstinate  constipation,  flatulence,  etc.  Presented 
herself  August  7th,  1892. 

The  bimanual  revealed  the  uterus  in  normal  position,  though 
rather  low  in  pelvis  ;  ovaries  prolapsed  and  tender,  the  right 
one  probably  cystic. 

At  once  the  routine  treatment  of  posture,  vaginal  douches, 
vaginal  packings,  as  detailed,  was  instituted.  The  enmnctories 
were  regulated  and  the  general  nutrition  improved.  This  was 
continued  for  three  months.  Local  treatment  as  before  was 
given  twice  each  week.  At  the  end  of  the  time,  while  not 
discharged  by  me,  treatment  having  to  be  abandoned,  she  had 
shown  rapid  improvement  as  to  both  the  rational  and  physical 
signs  In  January,  1893,  slie  reported  herself  as  being  "■per- 
fectly well." 

Case  YII. — E.  P.,  set.  29  years,  married  six  years;  no  chil- 
dren ;  one  miscarriage  Ave  and  a  half  years  ago.  Presented  her- 
self January  13th,  1892.  History  of  painful^  profuse  periods  for 
the  last  year  and  a  half;  constant  backache,  headaches,  etc. ;  pain 
in  ovarian  regions  ;  abundant  purulent  vaginal  discharge. 

The  bimanual  revealed  the  congested  uterus,  peri-uterine  ten- 
derness, tenderness  in  both  lateral  fornices,  with  appreciable 
lateral  masses.  She  was  ordered  counter-irritation  over  the  ab- 
domen, with  depletion  by  the  use  of  salines,  followed  by  routine 
of  postural  treatment,  tamponing  of  vagina,  Avith  daily  douches, 
etc.  The  patient  was  under  treatment  for  nearly  three  months. 
During  this  interval  the  periods  became  normal ;  there  was 
gradual  disappearance  of  all  tenderness  and  cessation  of  the 
vaginal  discharge.  All  the  rational  symptoms  showed  marked 
improvement  in  addition. 

In  September,  1892,  the  patient  was  reported  as  being  entirely 
comfortable,  having  suffered  no  relapse  during  this  time. 
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Case  VIII. — L.  A.,  set.  25  years,  married  three  years;  one 
child  2  years  old ;  one  miscarriage,  at  third  or  fourth  month, 
8ome  months  before  her  appearance  at  the  clinic.  Presented 
herself  March  28th,  1892,  with  the  following  history:  After 
the  miscarriage,  had  evidently  some  degree  of  septic  invasion, 
though  she  had  been  told  it  was  "  typhoid  fever.''  Came 
now  complaining  of  constant  pelvic  tenesmus,  backache,  with 
distressing  ovarian  pains  and  much  vaginal  discharge. 

Bimanual  examination  found  a  large  uterus;  tenderness  all 
over  the  uterine  body  ;  masses  to  either  side,  probably  the  tender 
appendages,  although  no  definite  outline.  After  three  weeks  of 
dispensary  treatment  slie  was  referred  to  the  house.  Here  for 
six  weeks  she  was  subjected  to  the  course  detailed  in  foregoing 
cases.  Here  again,  though  operation  was  advised,  the  patient 
elected  to  do  without,  feeling  so  markedly  improved. 

She  reported  herself  several  times  during  the  past  wnnter  at 
the  clinic,  giving  no  history  of  further  trouble. 

Case  IX. — J.  H.,  set.  24  years,  married  one  year  ;  not  yet 
pregnant.  For  the  last  three  or  four  years  had  increasing  dys- 
menorrhea; constant  backache,  with  fixed  ovarian  pain;  increas- 
ing pelvic  tenesmus.     Presented  herself  July  28th,  1892. 

Bimanual  examination  found  the  uterus  retroverted  ;  tender- 
ness in  the  region  of  the  appendages ;  both  ovaries  prolapsed  and 
enlarged,  the  left  one  probably  cystic. 

She  was  under  treatment  until  September.  Upon  discharge, 
tlie  uterus  was  in  good  position  ;  although  the  left  ovary  was 
still  large,  there  was  absolutely'  no  tenderness. 

When  the  patient  was  last  seen,  in  December,  1892,  both  local 
and  general  conditions  alike  remained  good. 

Perhaps  it  need  be  stated  that  most  of  these  women  were  in 
humble  circumstances  and  conditions  of  life,  with  families  de- 
pendent upon  their  efforts,  time  therefore  being  as  precious  as 
money. 

An  argument  frequently  urged  is  that  operations  are  resorted 
to  because  of  taking  less  time  than  the  course  of  treatment  so 
often  prescribed  above.  Considering  the  fact  that,  unless  a  pa- 
tient be  admitted  to  the  hospital  under  exceptionally  favorable 
circumstances,  preparatory  treatment  occupies  from  three  to  four 
weeks,  that  convalescence  after  operation  extends  through  four 
to  six  weeks  more,  is  this  longer  a  strong  argument  ? 

We  wish  to  be  distinctly  understood  as  not  decrying  broadcast 
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operation  when  necessary.  Indeed,  in  more  than  one  case  cited 
above  the  latter  was  the  advice  given  to  the  patient.  But  pal- 
liative measures  being  the  necessity  and  not  the  choice,  we 
think  it  only  fair  that  the  good  accomplished  be  acknowledged. 
In  each  such  case  the  patient  was  warned  of  relapse  as  the  prob- 
able danger  ;  but  with  great  care  even  that  being  minimized, 
conscientious  discharge  of  both  patient  and  duty  was  performed. 

Another  plea  :  reany  of  these  patients  were  ignorant  women 
or  were  those  of  most  ordinary  intelligence.  Talk  as  we  may  of 
the  dread  of  the  knife  being  but  fancy,  easily  overcome,  the 
fact  remains  that  this  same  dread  has  driven  suffering  women 
from  door  to  door,  from  dispensary  to  dispensary,  from  doctor 
to  doctor,  in  search  of  one  who  could  fairly  offer  some  other 
ameliorating  prospect.  As  a  matter  of  proof,  in  this  same  clinic 
were  seven  cases,  each  with  fibromyoma  of  the  uterus.  The 
tumors  were  in  no  case  extremely  large,  though  serious  enough 
to  provoke  the  symptoms  of  hemorrhage,  pelvic  tenesmus,  ir- 
ritability of  the  bladder  and  rectum,  and  all  the  accompany- 
ing pressure  signs.  So  long  as  these  women  were  kept  under 
observation  with  a  view  to  improving  the  general  nutrition,  les- 
sening pelvic  congestion  and  thereby  local  discomfort — in  truth, 
only  preparatory  treatment  for  operation — so  long  were  they 
comfortable  and  showed  the  improvement  needed.  At  the 
mention  of  the  knife,  however,  each  one  was  terror-stricken, 
lapsing  into  obscurity.  And  only  last  week,  in  response  to  in- 
quiries made,  came  the  replies  that  nothing  bad  been  done  since 
leaving  the  dispensary.  Of  course  these  were  instances  in 
which  we  deprecate  anything  but  early  operation  ;  yet  they 
serve  to  show  how  we  can  defraud  other  women — whose  daily 
bread  is  bitterness,  whose  portion  is  suffering — of  temporary 
comfort  at  least,  by  want  of  patience  and  moderation. 

337  Second  avenue. 
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BY   WHAT   AUTHORITY  ARE  RESECTIONS   OF  THE  FALLOPIAN 

TUBES  AND  OVARIES  AND    THE  ENUCLEATION    OF 

MYOMATA    CHARACTERIZED    AS    'SURGICAL 

AMUSEMENT "'  ? 


A.   MARTIN.   M.D., 
Berlin. 


There  is  no  subject  in  gynecology  more  frequently  discussed 
than  that  of  the  operations  upon  the  uterine  adnexa.  It  is  un- 
deniable that  the  indications  for  these  operations  have  expanded 
only  too  rapidly  from  a  narrow  field  to  nearly  unlimited  pro- 
portions. 

The  relative  simplicity  of  their  technique  and  the  favorable 
prognosis  of  the  operations  themselves  have  led  to  the  removal 
not  alone  of  appendages  which  are  diseased  to  such  a  degree 
that  no  other  treatment  can  effect  a  cure,  but  their  extirpation 
is  also  resorted  to  in  cases  in  which  it  is  believed  that  the  abro- 
gation of  the  functions  of  ovulation  and  menstruation  will 
remedy  other  disorders  of  the  genital  organs,  and  even  for  the 
alleviation  of  groups  of  symptoms  which  have  no  demonstrable, 
and  often  but  suspected,  relations  to  the  functions  of  the  organs 
of  generation. 

That  there  are  indications  for  the  removal  of  the  diseased 
adnexa  I  fully  admit.  If  the  diseased  ovaries  and  tubes  are 
not  susceptible  of  treatment  by  suitable  medicinal  measures, 
they  must  be  removed  as  soon  as  they  interfere  appreciably 
with  the  health  and  usefulness  of  the  patient.  In  these  cases 
I  call  the  procedure  "oophorectomy"  and  not  "castration." 
The  term  "castration"  I  wish  to  reserve  for  cases  in  which 
health}^  still  functional  ovaries  are  removed.  ]  perform  this 
operation  only  if  I  wish  to  suppress  their  physiological  functions 
in  cases  in  which  there  is  aplasia  of  the  genital  organs.  I  admit 
the  propriety  of  castration  in  the  treatment  of  uterine  fibroids, 
although  I  never  resort  to  it,  preferring  to  attack  the  new  growth 
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directly.  But  I  am  forced  to  reject  the  other  indications  for 
castration  not  only  by  the  uncertainty  of  the  results,  but  also  by 
my  observations  that  the  hoped-for  cure  is  frequently  not  attained 
and  that  the  condition  of  the  patient  is  only  too  often  worse  after 
than  it  was  before  the  operation.  I  wish  to  especially  empha- 
size the  fact  that  the  general  health  is  more  frequently  unfavor- 
ai)ly  affected  after  a  castration  than  after  the  double  oophorec- 
tomy. 

Amongst  the  symptoms  of  which  patients  who  have  under- 
gone a  double  oophorectomy  sometimes  complain  we  must  dif- 
ferentiate two  groups.  The  one  depends  upon  the  presence  of 
the  scar  formation  in  the  pelvis  and  in  the  abdominal  parietes. 
In  cases  pursuing  a  normal  course  these  seldom  give  rise  to 
painful  symjjtoms,  which  are  apt  to  disappear  with  the  gradual 
absorption  of  the  scar  tissue.  The  discomfort  may  be  ameliorated 
by  therapeutic  measures,  and  serious  disturbances  are  rarely  of 
long  duration.  Yet  the  separation  of  adhesion  bands  or  the 
resection  of  an  abdominal  hernia  may  necessitate  a  secondary 
operation. 

The  second  group  includes  the  symptoms  due  to  the  disturbed 
functions  of  the  genital  apparatus.  Menstruation,  as  a  rule,  im- 
mediately ceases,  if  the  repair  of  the  pelvic  wound  proceeds  un- 
interruptedly, and  the  menopause  is  accompanied  by  only  slight 
disturbances,  which  vary  with  age,  individuality,  and  mode  of 
life.  But  if  the  reparative  process  deviates  from  the  normal,  es- 
pecially if  the  cicatrices  are  surrounded  with  lymph  exudations, 
I  have  observed  excessive  and  painful  menorrhagia,  which  does 
not  always  cease  with  the  absorption  of  the  exudation.  This 
menorrhagia  may  be  a  source  of  serious  suffering  to  the  poor 
patients,  and  not  seldom  resists  even  heroic  measures. 

Although  we  so  conduct  our  celiotomies,  to  the  best  of  our 
ability  and  knowledge,  as  to  avoid  these  undesirable  complica- 
tions, we  are  as  yet  unable  to  formulate  the  prognosis  in  this 
connection  with  the  same  certainty  as  we  are  to  predict  that  the 
operation  will  accomplish  the  desired  cure.  Adding  to  this  the 
fact  that  oophorectomia  duplex  and  castration  produce  sterility, 
it  is  obvious  that  we  are  in  duty  bound  to  avoid,  if  possible,  the 
removal  of  both  ovaries,  be  they  healthy  or  diseased. 

These  considerations  arise  not  alone  in  cases  in  which  the  indi- 
cation for  castration  is  doubtful,  but  they  must  also  be  extended 
to  those  cases  in  which  the  diseased  adnexa  urge  us  to  operative 
16 
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interference.  Undoubtedljthe  sequelseof  the  operation  appear, 
especially  .of  the  second  group,  or  at  any  rate  only  inconsiderably, 
if  but  even  a  small  portion  of  ovarian  tissue  be  permitted  to  re- 
main. 

The  possibility  of  a  partial  removal  of  the  ovaries,  or  the 
opening  of  hydropic  follicles,  has  already  been  pointed  out  by 
that  master  of  ovariotomy,  Sii*  Spencer  Wells.  The  procedure 
has  been  systematically  developed  by  Schroder  and  myself.  I 
have  further  extended  this  Held  of  conservative  gynecology  to 
disease  of  the  Fallopian  tubes  and  to  myomatous  degeneration 
of  the  uterus. 

Table  of    "Conservative  Operations"   terfoumed  by  A.  ^Iaktin,  of 

Berlin. 


1 
Operations. 

Deaths. 

liesection  of  one  ovary,  or  multiple  puncture  of  hy- 
dropic or  hemorrhagic  Graafian  follicles,  after  the 
other  ovarv  had  entirely  been  removed 

27 

40 
141 

1       • 

Of  these  twenty-six  cases,  the  remaining  portion 
of  the  ovary  became  diseased  in  two,  necessitat- 
ing   a    second    celiotomy.     Of    the    remaining 
twenty-four  cases,  eight  became  pregnant. 

Resection  of  atretic  Fallopian  tubes  after  extirpa- 
tion of  the  other  diseased  oviduct 

In  four  of  the  thirty  eight  cases  recovery  was 
not    permanent  ;     the    pre-existing    perimetritis 
continued.     In  one  case  conception  took  place. 

Enucleations  of  interstitial  myomata  of  the  corpus 
uteri 

2 
26 

These  comprise  a  number  of  operations  dating 
from  a  period  when  the  technique  of  abdominal 
section  was  yet  in  the  developing  stage.     There 
was  10  death  amongst  the  last  twenty  operations. 
Of     the   remaining    one     hundred  "and     fifteen 
cases,  recurrence  was  noted  in  four  ;  two  became 
pregnant. 

This  modus  of  conservatism  was  at  iirst  rejected  as  "surgi- 
cal amusement."  But  as  soon  as  a  series  of  successes  could  no 
longer  be  denied,  others  made  timid  attempts  in  this  direction. 
To  raj'  great  satisfaction  S.  Pozzi,  in  an  excellent  paper/  advo- 
cated the  resection  of  the  ovaries.  So  far  as  is  known  to  me,  the 
opening  of  atretic  Fallopian  tubes  has  thus  far  found  no  other 
advocate.     Skutsch,  however,  has  performed  this  operation  inde- 
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pendently  of  tny  pubHeations ;  others,  Zvveifel  for  instance,  have 
rejected  it  after  a  few  trial?.     What  are  the  reasons  for  this  ? 

As  interference  with  liealing  is  practically  not  to  be  feared, 
as  shown  by  my  series  of  successful  operations,  it  was  pointed 
out  that  the  maturino^  of  the  Graafian  follicles  might  be  un- 
favorably influenced  by  a  resection  of  the  ovaries  and  the  scar 
formation  necessarily  following  it.  This  scar,  it  is  said,  would, 
become  painful.  The  danger  of  a  return  of  the  disease  was  also 
interposed  as  an  objection.  I  admit  that  this  remnant  of  ova- 
rian tissue  maj  undergo  degeneration,  but  that  there  exists  a 
peculiar  predisposition  my  experience  has  not  demonstrated. 

Of  twenty-six  cases  recurrence  took  place  in  two,  while  in 
twentj-four  the  normal  functions  were  preserved.  The  two  re- 
current cases  referred  to  were  relieved  bj  a  second  operation, 
and  it  should  also  be  noted  that  up  to  six  months  ago  these  pa- 
tients remained  in  perfect  health  and  in  the  full  possession  of 
their  sexual  faculties. 

As  I  pointed  out  in  1888,  a  second  celiotomy  upon  the  same 
person  offers  no  obstacle ;  it  is  not  attended  with  sufficient 
technical  difficulties  to  raise  the  fear  of  a  possible  return  of  the 
disease.  I  also  wish  to  ask,  is  the  complete  removal  of  both 
ovaries  an  absolute  protection  against  renewed  disease,  inflam- 
matory processes,  and  new  formations  ?  Not  at  all.  The 
stumps  may  become  the  seat  of  disease,  and  fibroid  tumors,  and 
even  malignant  growths,  may  appear  after  castration  indepen- 
dently of  the  previous  disease. 

The  opening  of  atretic  Fallopian  tubes  appears  to  Pozzi  il- 
logical. He  says  the  disease  which  led  to  atresia  must  necessa- 
rily destroy  the  active  elements  of  the  oviduct  and  exclude  re- 
generation after  tlieir  resection.  This  statement  I  again  cannot 
admit  as  true.  It  must,  of  course,  be  understood  that  a  resection 
can  only  be  successful  in  tubes  the  contents  of  which  are  of  a 
serous,  non-infectious  character  and  are  free  from  pus.  The 
surfaces  of  the  tubal  walls  must  be  smooth  ;  ulcerative  processes 
naturally  exclude  resection.  If  the  tubal  walls  and  contents 
conform  with  these  indications,  the  cavity  should  be  cleansed 
and  disinfected  before  the  edges  of  the  wound  of  incision  are 
stitched.  Tubal  sacs  in  existence  for  a  long  time  also  collapse 
after  being  thus  treated,  and  a  contraction  of  their  walls  can,  as 
a  rule,  be  recognized. 

So  far  I  have  not  been  able  to  demonstrate  a  regeneration  of 
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the  tubal  epithelium.  That  tliis  occurs  1  feel  certain,  in  ana- 
logy with  the  regeneration  of  the  uterine  epithelium  after  the 
expulsion  of  the  ovum. 

But  has  it  been  proven  that  an  intrinsic  activity  on  the  part 
of  the  tubes  is  necessary  to  permit  of  their  normal  functions? 
What  part  does  the  oviduct  play  in  the  transit  of  the  ovum  to 
the  uterus?  This  is  as  yet  not  known.  Now,  as  pregnancy  has 
occurred  in  one  case  of  tubal  resection,  we  are  forced  to  admit 
that  the  resected  tube  is  still  capable  of  performing  this  function. 

At  the  German  Gynecological  Congress  held  at  Bonn  in  1891, 
Chrobak  opposed  tubal  resection,  arguing  that  it  might  lead 
to  the  production  of  extra-uterine  pregnancy,  and  Landau  con- 
tended that  the  operation  would  open  the  gates  to  septic  and 
gonorrheal  infection.  Extra-uterine  pregnancy  has,  so  far  as 
I  know,  not  occurred  amongst  my  cases.  We  do  not  yet  know 
the  mechanism  of  ectopic  gestation,  so  that  this  criticism  may 
be  withheld  until  the  complication  has  been  observed. 

I  do  not  share  the  fear  that  the  resection  may  lead  to  septic 
or  gonorrheal  infection.  As  already  stated,  resection  is  contra- 
indicated  if  the  contents  of  the  tubal  sacs  are  of  a  septic  or 
gonorrheal  character.  What  may  subsequently  enter  the  tubes 
is  a  matter  against  which  these  patients  can  as  little  be  guarded 
as  other,  healthy  women. 

To  these  conservative  operations  I  add  as  a  third  group  the 
enucleation  of  myomata. 

When  I  performed  this  operation  lirst  in  1879,  I  was  struck 
by  the  simplicity  of  its  technique,  the  reconstruction  of  the 
uterus,  and  the  satisfactory  results  to  the  patient.  Since  then  an 
extensive  experience  has  convinced  me  that  myomata  should  be 
treated  by  enucleation,  celiotomy,  and  by  laparatomy  in  young 
persons,  if  the  tumor  is  not  much  larger  than  the  size  of  a  fist 
and  consists  of  one  or  but  a  few  sharply  detined  nodules. 

Under  these  conditions  the  prognosis  of  the  operation  is 
favorable.  Of  fourteen  patients  under  36  years  of  age  twelve 
recovered,  two  died. 

If  it  is  not  necessary  to  open  the  uterine  cavity,  so  much  the 
better.  There  then  results  an  involution  of  the  uterus  that 
leaves  the  organ  of  its  normal  conligui'ation.  Recur)ence  cannot 
in  advance  be  excluded — that  is,  that  minute  nodules,  latent  at 
the  time  of  operation,  shall  not  later  be  roused  into  activity. 
This  occurred  four  times  amongst  one  hundred  and  fifteen  cases 
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Tinder  my  observation.  But  is  this  a  higli  percentage,  cousid- 
ering  the  large  number  of  fibroid  nodules  often  found  in  the 
uterus  and  the  frequency  of  myomata? 

Clinically,  it  has  long  been  known  that  myomatous  nodules 
may  develop  after  the  menopause.  This  may  also  happen  after 
castration,  as  I  observed  in  a  case  of  oophorectomia  duplex. 
Are  women  after  enucleation  exposed  to  dangers  from  w^hich 
they  are  free  without  operation  i 

Finallj',  I  have  to  add  that  enucleation  preserves  the  possi- 
bility of  conception.  This  consideration  arises,  at  most,  in  but 
a  limited  number  of  cases.  The  majority  have  passed  the  boun- 
dary line;  many  are  virgins;  and  in  some  the  source  of  the 
sterility  may  be  found  in  the  husband. 

In  the  remaining  cases,  however,  the  preservation  of  the 
sexual  faculties  is  of  inestimable  value,  as  the  observation  of 
many  cases  has  led  me  to  conclude.  That  this  desideratnm 
was  only  fulfilled  in  a  limited  number  of  cases  affords  no  legiti- 
mate objection ;  the  mere  possibility  of  an  ensuing  pregnancy 
has  in  many  of  my  cases  been  sufficient  to  disperse  threatening 
shadows  from  marital  happiness. 

I  am  to-day  able  to  report  two  cases  in  which  conception 
occurred, labor  proceeding  spontaneously  and  without  difficulty. 

Xow,  if  the  prognosis  of  enucleation  is  comparable  with  the 
prognosis  of  the  other  methods,  and  the  theoretical  objections 
regarding  recurrence  are  shown  to  be  unjust,  by  what  right  dare 
we  deprive  these  patients  of  the  possibility  of  preserving  their 
sexual  functions  ? 

These  figures  are  sufficient  to  prove  that  this  conservative 
operation  adds  no  dauger,  so  far  as  convalescence  is  concerned. 

That  the  vast  majority  of  patients  are  relieved  of  their  symp- 
toms and  remain  cured. 

That  recurrence  or  disease  in  the  resected  organs  is  excep- 
tional. 

That  the  woman  preserves  her  sexual  functions;  and  that 
pregnancy  is  possible  with  such  partially  pi*eserved  organs. 

Practical  experience  has  shown  the  objections  to  the  conser- 
vative methods  to  be  unwarranted.  The  criticisms  must,  there- 
fore, be  characterized  as  unjust.  It  may  even  be  asked  if  this 
form  of  conservative  procedure  is  not  demanded  under  the  con- 
ditions named,  and  if  in  these  cases  the  operator  has  a  right  to 
destrov  the  female  sexual  functions. 
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CLINICAL  REPORT  OF  CASES  OF  PYOSALPINX  TREATED 

BY  UTERINE  DRAINAGE,  WITH  SUBSEQUENT 

CONCEPTION.' 


ROBERT  A.  MURRAY,  M.D., 
New  York. 


It  seems  almost  like  heresy  to  bring  before  such  eminent  spe- 
cialists and  abdominal  surgeons  a  paper  having  for  its  object  the 
demonstration  that  pyosalpinx  can  be  cured  in  some  cases  with- 
out resort  to  celiotomy  and  removal  of  the  offending  organs. 
From  the  pathology  of  Bernutz  thirty  years  ago,  and  the  demon- 
strations by  Lawson  Tait,  Hegar,  and  many  brilliant  opera- 
tors following  their  methods,  gynecologists  became  convinced 
that  the  vast  majority  of  cases  commonly  diagnosticated  pelvic 
cellulitis  were  really  cases  of  pelvic  peritonitis  resulting  from 
disease  of  the  Fallopian  tubes  and  ovaries.  Tlie  reasoning,  how- 
ever, was  deficient,  in  that  it  did  not  go  back  to  the  cause  of  the 
disease  in  the  tubes;  and  the  treatment  defective,  when  it  did  not 
seek  to  remove  the  endometrial  inflammation  which  preceded 
the  salpingitis.  So  we  have  had  an  era  in  which,  to  the  practi- 
cal surgeon,  the  diagnosis  of  tubal  disease,  particularly  if  there 
had  been  recurring  attacks  of  pelvic  inflammation,  was  the  abso- 
lute indication  for  celiotomy  and  removal  of  the  tubes  and  ova- 
ries. During  this  period  of  tubal  operations,  from  1S7T  to  1886, 
I  had  a  class  in  gynecology  in  a  dispensary  which  afforded  a  large 
field  for  observation  of  cases  of  saljiingitis.  The  patients  were 
poor,  of  the  working  class,  and  could  not  generally  be  persuaded 
to  go  to  a  hospital.  At  that  time  the  ordinary  treatment  of  these 
cases  was  rest;  application  of  iodine  and  alteratives  to  the  cervix, 
cervical  canal,  and  vaginal  vault,  counter-irritants,  hot  douche, 
as  introduced  by  Dr.  Emmet ;  and  the  use  of  the  vaginal  tampon, 
made  with  or  without  antiseptic  and  alterative  drugs.  Under 
this  treatment  many  of  the  cases  grew  better  slowly  and  required 

'  Read  before  the  American  Gynecological  Society,  Philadelphia,  May  18th, 
1893. 
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inuch  general  tonic  treatment  and  care  to  prevent  recurrence  of 
the  attack. 

Following  Prof.  C.  A.  Budd  and  Dr.  Lente,  I  very  frequently 
made  applications  to  the  endometrium  with  ChurchilTs  tincture 
of  iodine,  carbolic  acid,  and  other  irritant  alteratives,  but  to  do  so 
had  to  dilate  the  cervix  fully  to  prevent  uterine  colic  and  slight 
attacks  of  peritonitis.  If  the  cervix  was  fully  dilated  the  pain 
was  not  persistent  after  the  applications,  and  the  subsequent 
decrease  in  size  of  the  lai'ge  tubes  and  uterus  was  very  marked. 

In  a  number  of  the  cases  the  patients  told  me  that  after  this 
treatment  there  followed  a  profuse  whitish  discharge,  and  their 
relief  from  pain  was  coincident  with  this  flow.  And  having  ob- 
served this  result,  I  was  led  to  believe  that,  in  my  endeavor  to 
cure  the  endometritis  and  to  contract  a  large  subinvoluted  uterus 
by  the  intra-uterine  application,  I  had  afforded  a  means  of  drain- 
age to  products  of  inflammatory  action  which  being  retained 
were  the  cause  of  disease.  It  then  became  my  practice  to  dilate 
the  cervix  and  to  curette  the  endometrium — which  I  did  because 
many  had  the  history  of  previous  abortions — the  result  being  that 
improvement  was  very  rapid  in  their  general  condition,  and  the 
tumors  formed  by  the  matted  tubes  and  ovaries  would  very 
frequently  entirely  disappear,  the  uterus  becoming  movable. 
Pregnancy  ensued  in  some  of  the  cases  which  I  followed,  and, 
having  confined  them  without  any  ])uerperal  accident,  I  believed 
them  cured.  I  did  not  at  that  time  use  iodoform  gauze,  though 
sometimes  employing  a  loose  tent  of  absorbent  cotton  in  the 
cervix.  These  cases  were  not  only  those  of  a  catarrhal  nature,  but 
also  pyosalpinx,  as  was  proved  by  the  periodical  flow  of  pus, 
while  the  patient  was  actually  under  observation,  by  gently  press- 
ing on  the  distended  tube  toward  the  uterus.  The  cases  most 
benefited  by  this  treatment  were  those  in  which  the  tubes  and 
ovaries  were  almost  at  the  brim  of  the  pelvis  in  their  normal 
position.  The  other  cases,  where  the  tubes  and  ovaries  were 
displaced  downward  behind  the  uterus  in  Douglas'  cul-de-sac 
and  attached  to  the  retroverted  uterus,  were  benefited,  in  that  the 
whole  mass  could  be  lifted  up  by  vaginal  tamponade,  supported 
and  allowed  to  drain,  and  so  become  less  tender,  more  movable, 
and  the  heavy  bearing-down  pains  at  the  menstrual  periods  were 
relieved.  If  these  cases  of  the  latter  class  occurred  in  people  of 
means,  who  could  take  much  care  of  themselves,  the  benefit  was 
so  great  that  operations  seemed  unadvisable.     But  in  the  chronic 
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cases,  with  fixed  uterus,  and  wlieu  no  lifting  up  or  treatment 
would  aid,  the  uterine  end  of  the  Fallopian  tube  being  sealed  by 
inflammation,  and  occasional  leakages  at  the  fimbriated  extremity 
causing  recurrent  attacks  of  peritonitis,  I  have  advised,  after  a 
thorough  treatment  with  the  tampon  of  boroglyeeride  or  ichthyol 
to  reduce  tenderness  and  soften  adhesions,  that  the  appendages  be 
removed  if  exploratory  celiotomy  showed  the  necessity. 

ISTot  to  burden  the  patience  of  the  Society,  I  will  narrate  the 
histories  of  but  six  cases,  three  having  a  gonorrheal  and  three 
a  puerperal  origin. 

Case  T.  Gonorrheal  endometritis  and  ijyosalpin'x ;  concep- 
tion.— Mrs.  M.  T.,  age  21.  married  ;  had  one  child  by  former 
husband  ;  no  puerperal  complications.  I  saw  her  in  January, 
1883,  in  an  attack  of  pelvic  peritonitis  with  a  history  of  gonor- 
rheal infection  five  months  previous  from  her  husband.  She 
had  a  very  acute  attack  at  the  outset  of  the  disease,  and  since 
tliat  time  suffered  from  a  ])rofuse  leucorrhea.  extreme  dys- 
menorrhea, pain  lasting  for  a  week  after  menstrual  period  and 
confining  her  to  bed.  She  is  relieved  by  a  free  flow  of  matter 
and  is  then  able  to  do  her  duties  in  the  house;  coition  is  pain- 
ful ;  and  though  her  disease  is  better,  still  after  the  occasional 
flow  of  matter,  if  intercourse  occurs,  it  brings  on  a  gleet  in  her 
husband.  Physical  exan)ination  shows  a  well-defined  mass  on 
the  left  side,  very  tender,  fixing  the  uterus  in  a  moderate  retro- 
and  left  lateral  version.  Uterus  enlarged  ;  cervix  lacerated, 
right  side ;  right  tube  and  ovarv  matted  toijether.  forming  mass 
on  right  side,  but  smaller  than  left  side.  The  vagina  was 
syringed  clean  with  1:1000  bichloride  solution;  the  cervix 
wiped  dry  with  absorbent  cotton  ;  the  cervical  canal  cleansed 
with  cotton  and  found  patulous  to  os  internum.  A  tampon  of 
boroglyeeride  was  applied  so  as  to  support  the  pelvic  organs, 
and  left  forty-eight  hours,  and  absolute  rest  enjoined.  Opiates 
given  to  relieve  pain,  after  free  catharsis  b}'  Epsom  salts.  The 
pain  was  so  much  relieved  at  my  next  visit  (in  three  days)  that, 
after  a  carbolic  douche,  I  made  a  bimanual  examination  and 
was  surprised  to  find  that,  making  careful  pressure  on  the  left 
tumor,  which  1  recognized  as  a  distended  tube,  I  could  cause 
quite  a  flow  of  pus  from  the  uterus.  Introducing  the  speculum. 
I  saw  the  pus  exuding  from  the  cervix.  I  told  the  patient  cf 
x\\2  condition,  advised  the  dilatation  of  the  cervix,  the  curetting, 
washing  of  the  uterine  cavity,  and  pressure  exerted  by  tampons 
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of  boroglyceride  as  she  could  bear  them.  Xext  day  I  etlierized 
tlie  patient,  dilated  the  cervix,  thoroughly  curetted  the  iiteiois, 
cleansed  it  with  bichloride  douche  with  double-flow  catheter, 
and  applied  a  loose  boroglyceride  tampon,  removing  it  in  twenty- 
four  houri^.  There  was  some  soreness  after  the  manipulation, 
but  the  temperature,  whicli  had  fluctuated  between  100°  in  the 
morning  and  103°  in  the  afternoon,  became  normal,  and  in  three 
weeks,  when  I  allowed  her  up,  there  was  no  discharge,  the 
uterus  had  become  movable,  tenderness,  onh'  obtainable  on  deep 
pressure,  was  very  slight,  the  hardness  and  exudations  had  al- 
mr^sfc  disappeared  from  the  broad  ligaments.  She  ultimately 
became  thoroughly  well  under  tonics  and  hot  douches.  I  cured 
her  husband  of  gonorrhea,  dilated  stricture,  and  they  were  both 
well.  In  May.  1885,  two  years  after  her  recovery,  I  delivered 
her  of  a  live  child,  necessitating  version.  No  temperature  or 
puerperal  complications  in  convalescence. 

Case  If. — Mrs.  R.,  19,  married  live  months;  always  healthy 
until  married  ;  menstruation  normal.  About  two  months  before 
consulting  me — February,  1884: — had  profuse  leucorrheal  dis- 
charge, (lysuria,  heat  and  burning  of  vulva,  and  pain  of  lanci- 
nating character  in  lower  abdon^en.  After  the  application  of 
hot  poultices  to  abdomen  and  hot  vaginal  douches,  got  better. 
Xow  the  patient  is  suffei'ing  acute  pelvic  pain.  Temperature 
103|^°,  pulse  120,  respiration  28.  Has  had  vomiting,  difficult 
and  painful  menstruation  ;  abdomen  distended,  tympanitic,  and 
very  tender,  so  that  the  bedclothes  cannot  touch  it.  Vaginal 
examination  reveals  vulva  and  vagina  hot,  with  purulent  dis- 
charge ;  utei'us  fixed  immovably,  exquisitely  tender,  large  exu- 
dations mattino;  tubes  and  ovaries  and  renderino-  vao-inal  vault 
boardy  to  touch.  Bimanual  cannot  be  practised,  as  abdomen  is 
too  tender.  Menses  one  week  ago,  ITusband  acknowledged 
having  a  gonorrhea  two  months  before  marriage,  but  thought 
he  was  cured,  but  has  had  a  gleet  during  the  past  three  months  ; 
drinks  moderately.  Under  the  use  of  hot  fomentations,  noul- 
tices,  and  hot  carbolized  douches  and  opiates,  with  attention  to 
the  bowels,  the  pain  and  tenderness  subsided  in  a  few  days, 
but  the  hardness  of  the  broad  ligaments,  peritoneum,  and  fixa- 
tion of  the  uterus  did  not.  Iodine  and  fly  blisters  were  applied 
to  abdomen  and  hot  douche  continued  ;  but  there  was  a  rise  of 
temperature  each  afternoon,  and  the  patient  seemed  developing 
suppuration   fever.      Quinine,  iron,  and  good,  easily  digested 
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food  were  given,  and  slowly  her  strength  returned.  As  the 
tenderness  had  now  subsided  very  much,  bimanual  examination 
revealed  uterus  tixed  but  not  displaced.  At  both  sides  of  the 
uterus,  particularly  on  the  right,  a  mass  of  exudation,  through 
which  could  be  felt  the  enlarged  tubes,  firm,  immovable,  a  puru- 
lent discharge  flowing  from  a  very  small  cervix.  Pressure  on 
the  uterus  gave  little  pain,  though  in  the  fornix  vagina  was 
tender.  After  general  treatment  for  ten  days  longer,  with  con- 
tinuation of  the  local,  the  cervix  was  dilated,  the  uterus  cu- 
retted and  washed  out  with  a  carbolic  douche,  strong  carbolic 
acid  being  applied  to  the  whole  endometrium  with  an  applica- 
tor, followed  by  an  antiseptic  vaginal  douche.  Very  little  reac- 
tion followed  this  treatment,  as  the  uterns  was  held  firm  and 
strict  antisepsis  was  practised.  In  a  week  the  uterus  was  much 
smaller,  more  mobile,  and  the  exudations  were  much  dimin- 
ished. A  profuse  flow  of  pus  now  ensued  from  the  cervix,  the 
tubes  diminished  in  size,  fever  became  reduced,  and  the  pa- 
tient was  able  to  sit  up  and  wa,lk.  After  passing  tlie  menstrual 
period,  which  was  the  least  painful  of  any  since  her  marriage, 
she  declared  herself  perfectly  well.  In  three  months  after- 
ward, with  exception  of  some  slight  adhesions  fixing  uterus, 
there  was  nothing  abnormal  to  be  felt.  In  Maj-,  1SS6,  two  years 
after  the  attack,  she  engaged  me  to  attend  her  in  confinement, 
which  occurred  on  July  1st  and  was  normal,  no  puerperal  com- 
plications. I  have  since  confined  her  twice  and  attended  her  in 
one  miscarriage. 

Case  III.  Gon<yrrhea ;  ahortion  at  third  month;  pyosal- 
jpinx ;  recovery'  subsequent  precjnancy. — Mrs.  B.,  actress,  28, 
married  three  years,  consulted  me  for  severe  attack  of  pelvic 
peritonitis  due  to  gonorrhea  contracted  from  her  husband. 
Menses  normal ;  history  good.  She  had  had  the  attsck  of  gonor- 
rhea for  two  months  when  she  called  on  me  ;  her  husband  still 
had  gleety  discharge.  The  case  was  a  severe  one,  but  not  as 
protracted  as  the  last  cited,  and  was  treated  on  the  same  prin- 
ciple, but  without  dilatation  of  the  cervix  or  curetting.  When 
able  to  get  up  and  about,  while  still  some  enlargement  of  the 
uterus,  exudate  in  the  tubes  and  pelvic  peritoneum,  she  took  an 
engagement,  but  in  three  months  returned,  unable  to  work  on 
account  of  abdominal  pains  and  tenderness.  Physical  examina- 
tion then  revealed  the  uterus  enlarged,  normal  in  position,  but 
immovably  fixed  by  a  large  exudation  on  the  left   side,  very 
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tender  to  touch  ;  a  profuse  purulent  Icucorrhea.  Patient  put 
to  bed  ;  blister  to  abdomen,  repeated  at  short  intervals  ;  hot 
douches  and  laxatives  ordered  when  tenderness  subsided  ;  iodine 
applications  to  vaginal  vault,  followed  after  a  while  by  boro- 
^Ij'ceride  tampons.  The  uterus  decreased  in  size,  the  exudations 
diminished,  only  to  show  the  tube  distended  and  tender,  the 
cervix  small,  and  a  profuse  leucorrhea.  The  patient  was  now 
etherized,  the  cervical  canal  dilated,  the  uterus  curetted  thor- 
oughly though  gently,  washed  out  with  carbolic  acid,  and 
strong  plienic  acid  applied  to  the  endometriuui  with  cotton 
swab,  followed  by  antiseptic  vaginal  injection ;  reaction  was  not 
marked,  the  temperature  improved,  also  the  pain  and  soreness. 
Vaginal  tampons  were  now  employed,  of  boracicacid  and  glyce- 
rin, and  at  each  sitting — usually  every  third  day — the  exudate 
was  gently  massaged  toward  the  uterus,  the  result  being  a  How 
of  pus.  The  patient  became  so  much  better  that  she  took  an- 
other engagement  and  worked  hard,  the  only  treatment  being  a 
continuance  of  the  tonic  and  hot  douches  twice  a  day.  In  about 
six  months,  at  the  end  of  the  season's  work,  she  presented  her- 
self pregnant  about  three  months,  the  picture  of  health.  She 
had  an  abortion  before  the  end  of  a  month,  due  to  a  fall,  the 
ovum  coming  away  intact.  Convalescence  normal,  without  com- 
plications. After  a  year  she  became  pregnant  again,  and  was 
confined  without  puerperal  complication. 

Case  lY.  Pyosalpinx  after  abortion;  subsequent  pregnancy. 
— Mrs.  F.,  married,  22.  October,  1889.  Always  suffered  with 
dysmenorrhea ;  had  an  abortion  three  months  after  marriage, 
followed  by  an  attack  of  puerperal  peritonitis.  I  saw  her  with 
Dr.  A.  three  months  after,  when  physical  examination  showed 
large,  subinvoluted  uterus,  exudate  on  both  sides  of  the  uterus, 
very  tender,  uterus  immovable,  profuse  purulent  leucorrhea. 
Advised  dihitino-  cervix,  curettinsj  uterus,  and  thorouoh  anti- 
sepsis.  This  was  done,  and  followed  by  hot  douche,  with 
vaginal  tampons  wet  with  boric  acid  and  glycerin,  the  tampons 
applied  in  the  knee-chest  position,  as  the  dragging  of  the  uterus 
on  the  enlarged  tubes  caused  such  pain  that  she  was  not  able  to 
exercise..  The  tube  emptied,  as  her  physician  said,  nothing  to 
be  done  except  keep  her  uterus  open  and  let  the  tubes  drain. 
This  was  done.  Gradually  the  discharge  ceased.  She  Vvas  de- 
livered by  her  physician  two  years  after  without  any  ])uerperal 
complication  ;    has  enjoyed  most  excellent  health,  without  dys- 
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ineiiorrhea  or  pelvic  trouble  ;    lias  now  a  liealtliv  child  nearly  3 
years  old. 

Case  V.  Puerperal  peritonitis ;  endometritis ',  pijomlpinx. 
—  ^^l•s.  K.,  mother  of  five  children  ;  very  thin,  wiry  ;  32  years 
old.  May  1st,  ISS6.  One  month  after  last  continement  saw  her 
as  consultant,  with  a  very  severe  attack  of  puerperal  perito- 
nitis; temperature  104°,  pulse  136,  respiration  32;  abdomen 
distended,  pulse  small,  compressible,  and  irregular,  fetid  vaginal 
tlow,  uterus  enlarged,  patulous,  foul-smelling  discharge,  large 
exudate  fixing  uterus,  both  sides  of  pelvis  hard  and  very  tender. 
After  antiseptic  donche  of  bichloi-ide  J  :  3000  the  finger  was 
passed  into  the  uterus  and  pieces  of  placenta,  almost  gangrenous 
in  odor,  were  found  attached  to  the  uterus.  The  patient  was  so 
low — another  consultant  the  same  morning  having  refused  to 
do  anything — that  it  was  only  witli  the  worst  prognosis  that  1 
attempted  to  save  her.  The  uterus  was  thoroughly  curetted 
after  antiseptic  vaginal  and  uterine  donche,  and  again  washed 
thoroughly  clean,  so  that  no  fetor  appeared  in  discharge  after 
operation,  the  patient  not  being  lifted  from  her  bed.  Enemata 
of  brandy  and  beef  tea  were  given  every  three  hours;  digitalis 
and  strychnia  by  hypodermic,  in  small  doses,  repeated  until  the 
stomach  could  retain  nourishment.  The  case  improved  slowly 
in  her  general  condition  ;  locally  the  uterine  and  vaginal  douches 
reduced  the  fever  and  caused  the  uterus  to  become  smaller.  A 
purulent  discharge  remained,  which,  as  the  uterus  was  thor- 
oughly clean,  could  only  come  from  the  tubes.  I  observed  that 
after  the  douche  the  tenderness  was  much  diminished,  and  on 
making  an  immediate  bimanual  examination  after  a  douche  I 
was  able  to  press  on  the  exudate  on  both  sides  and  cause  pus  to 
flow  from  the  uterus.  As  all  fetor  had  disappeared  from  the 
discharge  and  the  tenderness  had  become  bearable,  I  applied 
dry  tampons  of  absorbent  cotton  covered  with  boric  acid  pow- 
der to  the  uterus  and  vaginal  walls,  first  giving  a  vaginal  injec- 
tion, then  gently  massaging  the  exudate  toward  the  uterus. 
These  tampons  were  changed  every  twenty- four  hours,  the  nurse 
pidling  them  out  b}'  the  attached  thread  and  giving  a  douche 
before  my  visit.  The  tampons  gave  such  relief  and  suj^poit  to 
the  patient  that  she  could  move  freely  in  ])ed,  get  up,  and  have 
the  bowels  act  without  pain.  After  a  fortnight  of  this  treatment 
the  tumors  formed  by  the  matted  tubes  and  ovaries,  as  w^ell 
a,s  the  discharge,  had  diminished  so  much  that  the  tampons  were 
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changed  every  two  davs,  and  her  progress  to  recovery  was  ra])id. 
She  regained  her  health,  was  able  in  snmmer  to  travel  to  En- 
rope,  and  I  agam  attended  her  in  June,  1888,  with  her  last  child, 
now  5  years  old.     No  puerperal  complications  ensued. 

Case  YI.    Puerperal  diphtheritis  of  vulva,  vagina,  litems; 
endometritis  /  pyosalpinx  ;    recovery  •    subsequent  pregnancij 
without  complications. — Mrs.  G.,  23,  married  two  years,  normal 
menstrual  history.     I  saw  her  in  consultation  on  the  eiglith  day 
witii  Dr.  B.,  who  had  delivered  her  with   twins  at  the  seventh 
month.     Patient  was  very  low,  tympanitic  and  tender  abdonjcii, 
dusky  hue  to  skin.     Temperature   lOOf ""  ;  pulse   128,  small,  ir- 
regular ;  respiration  30.     Physical  examination   revealed  lacera- 
tion of  perineum  to  the  s^^hincter,  covered  with  gray,  diphthe- 
ritic slough,  swollen  and  reddened   vulva,  erysipelatous  blush 
from   vulva  to  thighs  and  groin.     Lochia  scant,  foul-?melling. 
Antiseptic  douche  given.     Bimanual  examination  then  showed 
laceration,  bilateral,  of  cervix  ;  uterus  enlarged,  sensitive  ;  large 
exudation  at  both  sides,  fixing  womb.     The  finger  introduced 
into  the  uterus,  which  was  patulous,  found  shreds  o\  placenta, 
decomposed  blood,  and  a  very  foul  discharge.     A  hot  intra-ute- 
rine  injection,   1:5000  bichloride,  was  given,  the  uterus  thor- 
oughly curetted,  irrigated,  and,  the  speculum  being  introduced, 
the  vagina  and  the  portion  of  cervix  which  was  lacerated  and 
covered  witli  diphtheritic  membrane  were  painted  with  carbolic 
acid  and  tincture  of  iodine,  equal  parts,  the  same  solution  being 
applied  to  the  membrane  in  the  vagina  and  vulva,  and  an  anti- 
septic pad  applied.     Ice  bags  were  applied  to  abdomen  ;  ergot, 
nux  vomica,  and  iron,  and  large  quantities  of  whiskey  and  n)ilk, 
given    internally.     After   a   preliminary   rise   the   temperature 
gradually  subsided.     The  vaginal  and  intra-uterine  douche  were 
used  two  to  three  times  a  day  for  ten  days,  when,  the  membrane 
having  entirely  disappeared,  vaginal  injection  was  alone  given 
and   iodoform  applied  to  lacerations.     When  the   patient  was 
able  to  get  up  there  still  remained  a  thick,  immovable  uterus, 
with  enlarged,  distended,  matted  tubes  and  ovaries,  which  were 
treated  by  the  hot  douche,  the  boroglyceride  tampon,  counter- 
irritants  to  abdomen,  and  (as  the  pain  prevented  much  exercise) 
by  galvanic    electricity.     The  absorption  was   slow,  and  as  at 
times  there  was  a  flow  of  pus  from  the  womb,  especially  on  exer- 
cise, the  patient,  on  the  advice  of  her  friends,  consulted  two 
eminent  gynecologists,  who  advised  the  removal  of  the  tubes 
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and  ovaries,  as  she  would  never  be  better  and  the  organs  were 
useless  and  dangerous.  She  came  back  to  me,  as  the  pain  was 
relieved  while  under  treatment  and  she  earnestly  desired  a 
child,  being  a  Jewess.  I  treated  her  for  two  months,  gave  her 
tonics,  kept  the  uterus  w^ell  dilated,  and  the  vaginal  douche  was 
constantly  used.  After  the  summer  vacation  she  was  so  much 
better,  discharge  almost  gone  from  her,  uterus  more  movable, 
tubes  less  tender,  I  advised  her  to  take  her  tonics  and  stop  all 
direct  local  treatment.  Her  health  improved,  and  she  came  to 
me  in  two  years,  pregnant  at  the  seventh  month,  anxious  about 
her  accouchement.  I  delivered  her  with  forceps  of  a  nine-pound 
child,  male,  and  there  was  no  puerperal  complication,  and  the 
pelvis  is  normal.     She  has  been  well  for  the  last  thi-ee  j^ears. 

From  an  observation  of  these  cases — and  of  the  six  cases  nar- 
rated, three  had  been  seen  by  eminent  specialists,  who  had 
determined  that  nothing  but  operating  could  afford  relief — and 
also  from  the  practice  of  many  specialists  who  curette  the  uterus, 
under  antiseptic  precautions,  some  time  before  celiotomy  is  done, 
Avith  no  bad  results,  even  in  pyosalpinx  CRses,  I  believe  the  fol- 
lowing conclusions  are  fairly  deducible  : 

1.  That  many  cases  of  pyosalpinx  are  curable  without  muti- 
lating operations,  if  the  endometritis  be  treated  by  curettage 
and  drainage  with  strict  antiseptic  precautions. 

2.  That  true  drainage  of  a  pyosalpinx  into  the  uterus  is  pos- 
sible and  does  occur  when  the  tubes  and  ovaries  are  on  a  level 
with  the  uterus,  and  the  uterine  end  of  the  Fallopian  tube  is 
patulous,  or  can  be  made  so  by  treating  the  uterus. 

3.  That  uterine  curettage  and  drainage  should  be  practised  in 
every  case  before  operation,  unless  the  tubes  are  very  distended 
a,nd  thin,  to  cure  the  endometritis,  which  may  and  often  is  a  cause 
of  trouble  and  lack  of  relief  after  celiotomy  and  removal  of  the 
organs  is  performed. 

4.  That,  even  after  pyosalpinx,  frequently  the  tubes  and 
ovaries  are  not  useless  organs,  the  proof  being  that  pregnancy 
occurs  and  the  puerperinm  is  normal. 

.5.  That  only  after  proper  treatment,  the  tubes,  ovaries,  and 
uterus  remaining  bound  down  by  adhesions  and  a  menace  to 
life  and  health,  should  the  radical  operation  be  done. 

6.  As  a  matter  of  observation  in  large  maternities,  there  are 
very  few  cases  of  puerperal  complication  due  to  the  presence  or 
results  of  a  former  pyosalpinx. 
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SUCCESSFUL  CASE  OF  CESAREAN  SECTION. 


H.  W.  FOSTER,  M.D.. 
Bozeman,  Montana. 


Ox  Februarv  13tb  I  was  called  to  see  Mrs.  D.,  German,  age 
:i8,  primipara,  who  had  been  in  labor  since  the  morning  of  the 
10th  under  the  care  of  a  midwife,  who,  seeing  that  labor  was  not 
progressing,  had  called  in  a  physician.  On  the  evening  of  the 
12th  the  patient  had  been  put  under  an  anesthetic  and  crani- 
otomy had  bsen  attempted,  tlie  plivsician  satisfying  himself  as 
to  the  death  of  the  child. 

On  examination  I  found  considerable  meconium  coming  away, 
whicli  was  somewhat  offensive.  The  promontory  of  the  sacrum 
was  tilted  forward,  reducing  the  conjugate  diameter  of  the  pel- 
vis at  the  brim  to  two  inches,  through  which  you  could  just  feel 
the  head  of  the  child.  There  was  so  much  tenderness  that  com- 
plete anesthesia  was  necessary  before  an  examination  could  be 
made.  I  learned  that  it  had  been  impossible  to  get  her  bowels 
to  move,  she  having  had  repeated  rectal  injections,  and  salts  and 
senna  by  the  mouth.  She  was  very  much  exhausted,  pulse  135 
and  very  weak.  I  at  once  decided  to  perform  the  Porro  opera- 
tion. She  was  put  in  as  thorough  an  antiseptic  condition  as  was 
possible,  considering  her  condition  and  poverty,  the  family  liv- 
ing in  two  small  rooms. 

I  made  an"  incision  in  the  median  line,  commencing  two 
inches  above  the  navel  and  extending  almost  down  to  the  pubis. 
The  abdomen  was  quickly  opened,  exposing  the  uterus,  through 
which  an  incision  was  made  equalling  the  abdominal  in  length. 
The  uterus  was  not  lifted  out,  but  the  abdominal  walls  were 
kept  pressed  against  it  by  an  assistant. 

1  decided  not  to  use  an  elastic  ligature  until  after  the  wond) 
was  delivered  of  its  contents,  which  was  done  as  speedily  as  pos- 
sible, with  but  little  hemorrhage,  the  child  weighing  ten  and 
a  half  pounds  and  having  in  all  probability  been  dead  forty-eight 
hours.  While  I  was  taking  away  the  placenta,  my  assistant 
giving  the  anesthetic  urged  me  to  hurry,  as  the  patient  was 
sinking.     So,  on  considering  the  utter  hopelessness  of  the  case, 
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as  I  thought,  I  decided  to  simply  close  the  abdomen  as  it  was. 
The  uterus  was  united  by  a  continuous  Lembert  suture  of 
cliron\icized  catgut,  the  abdomen  thoroughly  flushed  with  hot 
water,  the  peritoneum  united  separately  in  the  same  way,  the 
abdomen  closed  with  interrupted  silk  sntures  and  dressed  with 
iodoform  and  gauze,  a  tight  binder  applied,  and  the  patient  put 
to  bed.  Hot-water  bottles  were  placed  about  her,  and  she  was 
given  hypodermic  injections  of  whiskey.  She  rallied  quite  well, 
and  in  about  four  hours  I  washed  out  the  uterus  and  vagina  with 
a  strong  solution  of  bichloride,  tinishing  with  sterilized  water. 
About  ten  hours  after  the  operation  enenuita  of  glycerin  and 
half-tablespoonful  doses  of  a  saturated  solution  of  sulphate  of 
magnesia  were  given  every  half-hour  to  open  the  bowels;  but  it 
was  not  until  the  morning  of  the  third  day  that  I  succeeded  in 
producing  an  evacuation,  the  temperature  then  coming  down 
from  101^°  to  99°,  and  the  pulse  from  120  to  80.  After  this  her 
convalescence  was  uninterrupted.  The  uterns  w^as  washed  out 
daily  with  the  bichloride  solution  nntil  the  sixth  day,  and  on 
the  seventh  day  I  removed  the  abdominal  sutures,  applying  two 
wide  strips  of  adhesive  plaster  on  a  line  three  quarters  of  an  inch 
from  the  line  of  incision,  containing  eyelets,  through  which  I 
passed  a  linen  tape,  and  laced  as  one  would  a  corset,  thus  giving 
additional  support  to  the  wound,  which  could  be  adjusted  from 
day  to  day  as  the  al^domen  receded. 

The  patient  was  allowed  to  sit  up  on  the  sixteenth  day,  with 
instructions  to  wear  the  adhesive  corset  a  couple  of  w-eeks  longer. 


TRANSACTIONS    OF    THE    GYNECOLOGICAL 
SOCIETY    OF    CHICAGO. 


Meeting  of  Fehru ill' y  llt/t,  1893 — Conthiued. 
The  President,  Dk.  E.  J.  Doering,  in  the  Chair. 


FOUR    RECENT    VAGINAL    OOPHORECTOMIES    BY    PROF.    HENRY 
T.    BY  FORD. 

Reported  by  Dr.  J.  T.  Binkley. 

Case  I. — Mrs.  C.  E.  A.,  Caucasian,  housewife,  set.  44  years, 
married  twenty  years,  one  child  19  years  old.  Only  pregnancy. 
Periods  regular,  slightly  painful ;  marked  constipation  ;  pain  upon 
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left  side  extending  down  into  tbigli ;  indigestion,  frequent  and 
severe  headaches,  and  insomnia.  Six  or  seven  years  ago  had  an 
attack  of  pelvic  cellulitis.  Diagnosis  :  prolapse  of  both  ovaries, 
with  chronic  ovaritis.  March  1st,  1892,  assisted  by  Drs.  Mc- 
Arthur  and  Kramer,  at  St.  Luke's  Hospital,  both  ovaries  and  tubes 
removed  through  an  incision  in  cul-de-sac  of  Douglas.  Tem- 
perature reached  100°  once,  and  was  nearly  always  under  99°. 
Discharged  cured  on  twenty-fifth  day. 

CaseII. — Mrs.  A.  B.,  Caucasian,  ?et.  50  years  ;  puberty  at  16 
years ;  married  twenty-three  years  ;  has  had  eight  children,  eldest 
20,  youngest  10  years  old.  Had  one  miscarriage  at  seven  months. 
Menopause  at  48  years.  Has  a  yellow,  offensive  leucorrhea  ;  in- 
tense pain  in  back,  pelvis,  abdomen,  and  right  hip.  Sick  since 
menopause.  Constipated  and  passes  too  little  urine.  Diagnosis: 
ovarian  abscess  and  pyosalpinx  left  side.  October  15th,  1892, 
assisted  by  Drs,  Binkley  and  Berry,  removed  ovary  the  size  of 
an  orange,  also  tube,  through  the  vagina.  Incision  through  me- 
dian line  posterior  wall  of  vagina,  abscess  wall  caught  by  two 
pairs  of  catch  forceps,  a  canula  thrust  between  them  into  the 
sac,  fluid  drawn,  and  sac  and  tube  drawn  through  the  open- 
ing, tied,  and  cut  off.  The  vaginal  incision  partly  sutured,  for- 
ceps applied  to  some  bleeding  points,  and  iodoform  gauze  packed 
between  forceps.  Forceps  removed  in  thirty-eight  hours.  In 
five  days  gauze  was  withdrawn  ;  in  fifteen  days  patient  sat  up, 
and  left  the  hospital  well  at  the  end  of  thirty-four  days.  On 
day  of  operation  temperature  reached  lOlf ° ;  after  three  days 
it  did  not  go  above  99°,  and  recovery  was  without  a  symptom. 

Case  III, — Mrs,  M,  M,,  Caucasian,  housewife,  set.  27 ;  pu- 
berty at  13  years.  Menstruation  regular,  lasting  five  days, 
normal  flow,  no  pain.  Always  felt  fairly  well.  Enters  hospital 
for  sterility.  Diagnosis:  hydrosalpinx,  inflammation,  hyper- 
plasia of  right  ovary, 

]S"ovember  17th,  1892,  assisted  by  Drs,  Binkley  and  Robinson, 
right  ovary  and  tube  delivered  per  vaginam,  tied,  and  cut  off. 
Patient  sat  up  on  fifteenth  and  left  hospital  on  thirty-first  day, 
recovering  without  a  symptom,  and  is  now  enjoying  perfect 
health. 

Case  IY, — Mrs.  M.  E,,  Caucasian,  housewife,  oet,  84  years ; 
married  sixteen  years ;  two  children,  no  miscarriage  ;  sick  four- 
teen years.  Menstruation  regular  every  four  weeks,  continues 
a  week,  and  is  very  painful.  Fain  in  iliac  and  hypogastric  re- 
gions, and  backache.  Bowels  act  regularly ;  sometimes  has  dys- 
uria. 

Two  years  ago  had  pelvic  abscess  and  was  operated  upon  for 
it.  Diagnosis:  small  right  ovarian  tumor,  left  ovaritis,  double 
salpingitis,  and  universal  adhesions, 

October  27th,  1892,  assisted  by  Drs,  Binkley  and  White, 
the  tubes  and  ovaries  on  each  side  were  delivered,  tied  off,  and 
removed  through  the  vagina.  The  adhesions  were  so  extensive 
17 
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and  firm  in  this  case  that  it  was  necessary  to  control  some  of 
the  bleeding  points  with  catch  forceps,  which  were  left  on  from 
twentj-four  to  thirty-six  honrs.  The  upper  two-thirds  of  the 
vaginal  incision  closed.  Drainage  was  provided  for  hy  carrying 
iodoform  gauze  up  on  either  side.  The  gauze  was  removed  in 
forty-eight  hours.  During  first  five  or  six  days  temperature  re- 
mained below  100°,  and  tlien  gradually  rose,  and  on  the  twelfth 
day  registered  103|-°,  indicating  retention  of  secretions.  The 
finger  was  introduced  into  the  vagina,  carried  into  vaginal  inci- 
sion, and  a  quantity  of  yellowish,  offensive  fluid  evacuated  and 
cavity  washed  out.  All  symptoms  disappeared.  After  some 
days  this  train  of  circumstances  repeated  itself,  drainage  was 
re-established  in  the  same  way,  and  all  progressed  favorably 
again.  But  a  third  similar  accumulation  and  retention  of  secre- 
tions occurred,  and  a  small,  self-retaining  silver  canula,  devised 
for  use  in  thin- walled  abscesses,  was  inserted,  and  the  patient 
went  on  to  recovery,  which  has  been  slow  and  prolonged  for 
the  above-mentioned  reasons.  This  case  presented  many  grave 
complications — double  pyosalpingitis  of  long  standing,  very  ex- 
tensive adhesions,  augmented,  no  doubt,  by  previous  operation 
— and  shows  clearly  the  main  advantage  of  the  method,  the  facil- 
ity with  which  perfect  drahiage  can  be  established  without  going 
into  the  abdomen.  Similar  conditions  in  abdominal  section 
would  no  doubt  have  caused  mere  serious  sequelse  and  probably, 
at  best,  chronic  if  not  permanent  abdominal  fistulae. 

Dr.  Byford  prefers  removing  diseased  ovaries  and  tubes  and 
small  ovarian  tumors  through  the  vagina  because  of  the  safety 
of  the  method  and  the  absence  of  all  trouble  from  hernia  or  ab- 
dominal fistulfe.  All  septic  changes  and  retained  secretions  that 
would  have  resulted  in  general  peritonitis  have  been  invariably 
relieved  by  discharge  through  the  vaginal  incision,  either  spon- 
taneously or  after  pushing  the  finger  through  the  cicatrix,  except 
in  one  case  of  pyosalpinx  in  which  an  infected  ligature  ulcerated 
into  the  rectum.  Every  case  operated  upon  by  Dr.  Byford  per 
vaginam  has  recovered. 

Dr.  Franklin  H.  Martin.-— Dr  Byford  is  certainly  to  be 
congratulated  on  the  record  he  has  made  in  the  removal  of  ova- 
ries, appendages,  and  small  tumors  by  the  vagina,  but  I  do  not  be- 
lieve his  conclusions  will  be  borne  out  by  operators  as  a  whole 
in  regard  to  cases  suitable  for  operation.  In  the  removal  of 
small  ovarian  cysts  where  there  has  not  been  peritoneal  exten- 
sion, or  pyosalpinx  without  peritoneal  extension  caused  by  leak- 
age producing  peritonitis — in  such  cases  the  operation  may  be 
performed  with  some  little  difficulty,  but  it  can  be  performed 
with  safety.  In  cases  of  pyosalpinx  with  peritoneal  extension 
and  peritonitis,  or  extension  and  suppuration,  what  we  would  or- 
dinarily call  a  pelvic  abscess  of  considerable  size  or  of  ovarian 
abscess  with  extension  to  the  peritoneum,  I  do,  not  believe  the 
operation  is  a  proper  one  to  do.     In   the   case  given  I   cannot 
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agree  with  the  report  that  the  conditions  would  have  been  less 
favorable  if  the  operation  had  been  done  by  the  abdomen.  I 
Jjclieve  if  operation  had  been  done  by  the  abdomen  the  hem- 
orrhage could  have  been  easily  controlled  by  the  ordinary  glass 
drainage  tube,  which  could  have  been  removed  in  twenty-four 
to  forty-eight  hours,  and  the  case  recovered,  as  hundreds  of 
cases  do,  without  listula.  The  incision  into  the  bottom  of  the 
vagina  undoubtedly  increased  the  hemorrhage  at  this  point,  and 
it  was  not  entirely  the  result  of  the  removal  of  the  adhesions; 
in  other  words,  if  he  had  gone  in  above,  the  mass  could  have 
been  enucleated  without  any  difficulty  whatever.  The  advan- 
tages of  the  operation  seem  to  be  first  a  cosmetic  one ;  these  pa- 
tients are  beginning  to  learn  that  Dr.  Byford  removes  pyosalpinx 
and  ovarian  "abscess — or  the  "  ovaries,"  as  they  say — through  the 
vao;ina  without  leaving  a  scar.  That  has  been  brought  forward 
to  me  by  patients,  in  at  least  three  cases,  as  a  great  point  m  favor 
of  that  method.  Another  point  is  freedom  from  hernia  ;  hernia 
will  occur  in  very  few  cases  after  removal  of  tlie  appendages 
through  an  abdominal  incision,  if  the  incision  is  properly  made 
and  properly  united,  as  would  be  the  case  in  Dr.  Byford's  hands. 
In  fact,  I  doubt  if  he  has  ever  had  a  hernia  from  an  abdominal 
oophorectomy.  Those  are  two  points  in  favor  of  the  operation 
which  occur  to  me. 

A  disadvantage  is  the  difficulty  in  reaching  the  ovaries,  even 
when  they  are  movable  and  ready  to  be  rolled  out  without  any 
enucleation.  Where  peritoneal  extension  has  occuried  it  is  im- 
possible to  do  the  work  except  entirely  by  guesswork ;  it  is  out 
of  sight,  and  therefore  dangerous.  I  have  noticed  in  Dr.  By- 
ford's  work  that  his  cases  are  properly  selected,  they  are  most 
of  them  favorable  for  that  kind  of  an  operation,  and,  where  the 
cases  are  properly  selected,  certainly  no  fault  can  be  found  with 
it,  leaving  the  cases  proper  for  an  abdominal  incision  for  that 
operation. 

Dr.  F.  Byron  Robinson. — Dr.  Byford  is  making  quite  a  re- 
markable record  of  successes  in  these  cases.  I  have  watched 
him  do  some  of  these  operations,  and  I  am  not  altogether  con- 
vinced that  it  is  the  best  thing.  The  whole  matter  rests  on  the 
selection  of  the  cases.  The  hemorrhage  in  these  cases  seems  to 
me  to  be  more  dangerous  than  in  abdominal  section,  and  in  this 
operation  it  is  easier  to  make  wounds  in  the  intestine.  In  one 
thing  the  operation  is  more  favorable  than  abdominal  section — 
that  is,  after  this  operation  women  are  not  so  likely  to  die  from 
shock  ;  the  shock  is  not  so  great.  A  woman  whose  uterus  is 
taken  out  through  the  abdomen  receives  a  wonderful  shock,  but 
when  it  is  taken  out  through  the  vagina  the  shock  seems  to  be 
very  much  less ;  that  must  be  due  to  the  traumatism  on  the  in- 
testines or  peritoneum.  But  I  do  not  think  Dr.  Byford's  operation 
is  going  to  be  the  one  for  pyosalpinx.  When  I  open  the  abdo- 
men for  pyosalpinx  I  find  it  difficult  enough  to  get  the  organs  out 
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when  I  liav^e  plenty  of  room.  I  think  the  whole  point  of  this 
operation  lies  in  the  selection  of  cases.  Of  course  the  shock 
from  vaginal  hysterectomy  resembles  very  much  the  shock  from 
labor,  while  the  shock  from  abdominal  section  is  always  grave 
enough. 


Meeting  of  March  11th,  1893. 
The  President,  De.  E.  J.  Doeking,  in  the  Chair. 
Dr.  Christian  Fenger  read  a  paper  on 

APPENDICITIS.' 

Dr.  F.  Henrotin  opened  the  discussion  with  a  paper  entitled 

ENTEROSTOMY     AND     DRAINAGE     IN     THE     TREATMENT     OF    DIFFUSE 
SEPTIC    PERITONITIS.'' 

Dr.  Daniel  H.  Williams  reported  several  cases  of 

INFLAMMATION    STARTING   IN   THE   CECUM   AND    VERMIFORM 
APPENDIX. 

A  very  Courteous  invitation  from  your  Secretary,  Dr.  Henry 
P.  JSTewman,  makes  it  possible  for  me  to  present  a  report  of 
some  cases  which  may  be  of  interest  and  in  keeping  with  the 
subject  of  the  evening.  It  is  not  my  object  to  be  exhaustive, 
or,  indeed,  to  take  up  the  literature  of  the  subject  at  any  length, 
but  simply  to  mention  some  of  the  practical  points  in  the  his- 
tory, diagnosis,  and  medical  and  surgical  treatment  of  inflamma- 
tions starting  in  the  cecum  and  appendix. 

The  first  case  presented  to  you  is  that  of  Mr.  J.  G.,  and  is  one 
of  the  type  of  which  I  have  had  three.  It  began  as  an  acute 
catarrhal  appendicitis  caused  by  a  foreign  body,  and  ended  in 
suppuration.     The  following  is  the  case  : 

It  was  not  seen  until  twelve  hours  before  operation.  The 
attending  physician,  a  painstaking  and  careful  man,  had  in  the 
meantime  diagnosed  it  as  perforative  appendicitis  and  urged  an 
immediate  operation.  The  patient,  while  at  work  some  two 
weeks  before,  was  attacked  with  sharp  pain  in  the  right  iliac 
region.  He  continued  to  work  for  ten  days  after  the  first  at- 
tack. When  seen  at  his  home  he  was  in  bed,  lying  on  his  back, 
right  leg  drawn  up  ;  temperature  102f°  F.,  pulse  130,  respira- 
tion 26  ;  no  nausea  or  vomiting  ;  abdomen  distinctly  tympanitic ; 
marked  rigidity  of  right  abdominal  muscles  ;  finger  tips,  nose, 
and  ears  cold  ;  general  tenderness  in  right  ing\iinal  region,  from 
Poupart's  ligament  below  to  a  line  drawn  from  the  anterior  su- 
perior spine  to  the  umbilicus.  Greatest  tenderness  was  over 
centre  of  the  tumor,  which  was  one  and  a  half  inches  above  the 

^See  original  article,  p.  161. 
^  See  original  article,  p.  199. 
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anterior  superior  spine,  on  a  line  with  the  umbilieue.  The  tu- 
mor was  irregular,  resistant,  and  not  well  defined  ;  skin  over 
tumor  edematous.  He  had  that  gray,  tired,  sallow,  anxious  look 
of  sepsis  which  means  much  to  the  eye  of  the  surgeon. 

This  case  was  admitted  into  tlie  Provident  Hospital  in  tlie 
evening,  and  the  diagnosis  of  perforative  appendicitis  was  con- 
firmed by  the  associate  surgeon.  Small  doses  of  whiskey  every 
three  hours,  enema  of  glycerin  and  Eubinat  water  the  evening 
before,  and  a  strictly  liquid  diet  were  ordered,  and  the  usual 
preparation  made  for  operations  of  this  kind. 

The  patient  was  brought  to  the  table  with  a  temperature  of 
103''  F.,  pulse  140,  respiration  30.  There  were  present  at  the 
operation  Drs,  Fuller,  Going,  Bailey,  Hall,  Curtis,  and  Barr. 
An  incision  three  inches  long  was  made  immediately  over  the 
tumor;  peritoneum  was  found  thickened ;  getting  through  the 
peritoneum,  about  two  ounces  of  fetid  pns  were  discharged. 
Necessary  care  was  taken  at  this  point  not  to  break  np  the  deli- 
cate limiting  adhesions,  so  often  found  and  so  necessary  to  pro- 
tect the  peritoneum  from  general  infection.  The  patient  was 
turned  on  his  right  side  to  facilitate  the  flow  of  pus.  Index  fin- 
ger was  introduced,  and  a  fecal  concretion  about  the  size  of  a 
small  filbert  was  removed.  A  soft-rubber  catheter  attached  to 
a  glass  tip  from  a  slightly  elevated  fountain  syringe  was  intro- 
duced and  the  cavity  irrigated.  The  mesentery  of  the  appen- 
dix was  tied  off  with  fine  silk  ;  the  appendix,  about  as  thick  as 
an  index  finger,  was  ligated  with  silk  and  removed.  The  stump 
was  touched  with  strong  carbolic  acid  on  a  probe  point,  cavity 
packed  with  iodofonn  gauze,  and  patient  removed  to  bed.  At 
8  P.M.  same  day  temperature  100^°  F. ;  T  a.m.  following  morn- 
ing, 99^°  F.  The  temperature  remained  in  the  neighborhood 
of  100°  F.  for  the  three  following  days,  when  the  patieiit  had 
an  ill-defined  chill.  The  packing  was  removed,  cavity  irri- 
gated with  Thiersch's  solution.  Bunning  upward  from  the 
bottom  of  the  ca^dty  there  was  a  slight  bulging  that  did  not  ap- 
pear to  communicate  with  the  original  abscess  cavity.  About 
two  inches  above  the  crest  of  the  ilium  an  edematous,  tender 
spot  was  located.  The  patient  was  returned  to  bed ;  tempera- 
ture 100°  F.  ]!^ext  morning  patient  was  anesthetized.  A  verti- 
cal incision  three  inches  long,  the  centre  of  which  was  over  a  pain- 
ful spot  (in  the  loin),  was  made :  cutting  through  the  lumbar  fascia, 
a  small  quantity  of  pus  escaped.  The  opening  was  enlarged 
and  made  to  communicate  with  the  original  abscess  cavity ;  a 
large  drainage  tube  was  placed  from  the  inguinal  opening 
through  the  opening  in  the  loin.  After  irrigating  with  Thiersch's 
solution  the  cavity  was  packed  with  iodoform  gauze  ;  tempera- 
ture at  8  p. if.  99°  F..  following  morning  98°  F.  From  this  time 
on  he  had  no  untoward  symptoms,  and  recovery  was  perfect  in 
about  five  weeks. 

The  second  case  was  as  follows:    Harrv  L..  8  vears  old.  em- 
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ployed  at  the  Union  Stock  Yards.  July  lOtb,  1892,  he  was  at- 
tacked suddenly  with  a  chill.  The  next  day  he  was  seen  by  the 
writer,  and  the  followhig  observations  were  noted :  Tempera- 
ture 101°  F.,  pulse  12U;  pain  in  right  inguinal  region,  most 
tender  one  and  a  half  inches  below  anterior  spine,  on  a  line  with 
the  pubes;  tip  of  nose,  ears,  and  fingers  cold;  abdomen  mode- 
rately tympanitic;  slight  rigidity  of  the  right  abdominal  mus- 
cles; bowels  habitually  constipated ;  a  small  tumor,  one  and  a 
half  inches  from  the  anterior  superior  spine  toward  the  pubes, 
was  made  out.  Operation  July  13th.  Present  at  operation, 
Drs.  Haskell,  Black,  Wesley,  and  Curtis,  An  incision  three 
inches  long  was  made,  the  centre  of  which  was  over  the 
tumor.  Small  intestines  presented.  On  cutting  through  the 
peritoneum  and  following  the  colon  down  to  its  junction 
with  the  ileum,  the  appendix  was  found  to  be  about  five  inches 
long.  It  was  large,  red,  and  edematous.  Incision  was  enlarged 
and  appendix  turned  into  the  field  of  operation  ;  the  mesentery 
of  the  appendix  was  ligated  with  fine  silk  ;  the  appendix  was 
isolated  and  ligated  close  to  the  cecum;  stump  treated  with 
strong  carbolic  acid  on  a  probe  point ;  the  cavity  was  carefully 
sponged  out,  but  not  irrigated.  This  stump  was  very  large  and 
dangerous-looking,  and  from  it  I  feared  infection  of  the  general 
peritoneal  cavity.  A  piece  of  rubber  tissue  was  placed  against 
the  intestines  and  iodoform  packing  was  made  to  the  surface. 
The  wound  was  stitched  up  all  but  about  an  inch  at  the  lower 
angle.  In  thirty-six  hours  this  boy's  temperature  was  normal. 
He  did  well  from  this  on,  and  returned  home  from  the  hospital 
in  twenty-two  days. 

The  third  case  was  as  follows :  Mrs.  A.,  State  street,  age  46 
years.  June  ilth,  returning  home  from  the  city  during  the  af- 
ternoon, she  was  attacked  with  a  chill,  followed  by  intense  pain 
in  the  right  iliac  region.  She  was  seen  the  same  evening  ; 
found  lying  on  her  back,  leg  flexed  on  thigh  and  the  thigh  on 
the  abdomen.  Her  bowels  had  been  habitually  constipated  ; 
temperature  101°  F.,  pulse  120,  and  respiration  28  ;  tongue 
coated  in  the  middle  and  red  on  tip  and  sides  ;  abdominal  mus- 
cles rigid,  moderate  tympanites.  A  small,  irregular  tumor  was 
found  about  an  inch  from  the  anterior  superior  spine  of  the 
ilium  toward  the  median  line;  point  of  greatest  tenderness,  two 
inches  above  Poupart's  ligament. 

Treatment,  glycerin  enema,  strict  liquid  diet,  continued  moist 
heat.  Second  day :  Tumor  increased  in  size ;  chill  at  3  a.m.; 
one-sixth  of  a  grain  of  morphine  hypodermieally.  Third  day  : 
Tumor  increased  in  size ;  increased  tympanites ;  more  pain ; 
slightly  cedematous  two  inches  above  Poupart's  ligament.  An 
immediate  operation  was  advised.  The  operation  being  re- 
fused, other  counsel  was  called.  June  30th  I  learned  that 
Mrs.  A.  had  been  taken  suddenly  worse  on  the  25th  and  died  on 
the  27th.     From  what  was  learned  from  Dr.  Burdick  it  seems 
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plain  and  reasonable  to  say  that,  starting  from  acute  appendici- 
tis, the  case  went  on  to  suppuration,  rupture,  and  death.  A 
post-mortem  examination  was  refused.  There  is  little  to  be 
said  of  this  case,  as  it  was  one  of  the  results  often  seen  where  the 
appendix  is  primarily  involved.  It  is  not  always  that  suppura- 
tion in  connection  with  the  appendix  results  fatally.  Limiting 
adhesions  wall  off  and  protect  the  peritoneum,  the  pus  finding 
its  way  to  the  surface  by  the  least  resistant  route,  where  it  rup- 
tures, or  an  extraperitoneal  operation  can  be  done  with  but  lit- 
tle danger.  The  only  point  in  this  connection  is  to  exercise  pa- 
tience and  care  so  that  the  limiting  adhesions  are  not  disturbed 
and  the  peritoneal  cavity  iufected. 

Of  the  next  type  or  class  of  cases  I  have  had  five,  all  but  one 
recovering  without  an  operation.  These  are  the  cases  which  are 
causing  a  most  bitter  contention  between  the  physician  and  sur- 
geon— the  physician  on  the  one  hand  asking  for  time,  the  sur- 
geon on  the  other  ignoring  time  and  pleading  for  immediate  in- 
terference. There  has  been  much  warm  contention  between 
such  conservative  men  as  White  of  Philadelphia,  Treves  of 
London,  Rand,  Lange,  and  Gerster  of  New  York,  and  some  of 
the  noted  surgeons  of  our  city  who  are  present  to-night — these 
men  arguing  against  the  practice  of  indiscriminate  laparatomy 
for  appendicitis.  On  the  other  hand,  McBurney  and  Weir  of 
I^ew  York,  Cruikshank  and  Fowler  of  Brooklyn,  and  a  host  of 
foreign  surgeons,  accept  no  middle  ground,  claiming  that  the  in- 
dications— such  as  sudden  onset,  high  temperature  immediately 
following,  vomiting,  localized  pain  and  tenderness  in  the  right 
iliac  region,  with  or  without  the  presence  of  tumor — are  positive 
signs  of  the  inflammatory  involvement  of  theappendix,  and  that 
we  have  no  means  of  distinguishing  the  cases  which  will  go  on 
to  suppuration  from  those  which  will  result  in  resolution ;  and 
they  argue,  therefore,  with  some  reason,  that  early  laparatomy 
should  be  resorted  to,  in  order  that,  by  ocular  inspection  of  the 
parts,  a  correct  diagnosis  can  be  made  and  timely  treatment 
afforded. 

October  5th,  1892,  Frank  B.  went  home  from  his  place  of 
employment  at  6  o'clock,  ate  his  supper,  and  retired.  At  11 
o'clock  he  awoke  with  sharp  pains  in  the  right  iliac  region.  He 
was  seen  at  11:30  a.m.  October  6th,  and  the  following  observa- 
tions noted  :  Age,  14  years ;  previous  health  good ;  no  history 
of  former  attacks;  rather  inclined  to  lie  on  his  back  with  tlie 
right  leg  drawn  up  ;  complained  of  pain  if  any  attempt  was 
made  to  straighten  it;  face  Hushed;  tongue  covered  with  a 
brownish  coat ;  temperature  103°  F.,  pulse  120,  respiration  26  ; 
lungs  and  heart  normal,  except  increased  rate  ;  urine,  quantity 
not  estimated,  a  large  deposit  consisting  mostly  of  urates, 
otherwise  negative  ;  bowels  constipated  ;  persistent  nausea,  no 
chiUs  ;  tenderness  referred  to  right  iliac  region  ;  on  closer  exam- 
ination with  the  finger  tips,  the  most  painful  spot  was  found 
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two  inches  below  the  umbilicus,  one  and  one-lialf  inches  to  the 
right  of,  on  a  line  with,  the  anterior  superior  spine  ;  rigidity  of 
the  right  abdominal  muscles;  tymj)anitic  over  lower  right  abdo- 
men ;  no  dulness  on  percussion  ;  pain  in  the  region  supi)]ied 
bj  the  lumbar  plexus,  thigh,  abdomen,  perineum,  and  testes. 

Brought  to  face  such  an  array  of  symptoms,  the  question  one 
should  first  consider  is,  What  are  the  contents  of  this  region  I 
The  cecum  and  the  appendix.  What  causes  would  give  rise  to 
such  symptoms?  An  acute  inflammation,  known  by  its  sudden- 
ness, tenderness,  and  elevation  of  temperature.  What  known 
factors  will  cause  the  inflammation  ?  Two  of  the  most  promi- 
nent are  infection  and  a  foreign  body.  Studying  abdominal 
and  pelvic  anatomy  for  the  past  six  months  with  Dr.  F.  Byron 
Robinson,  it  was  time  and  again  demonstrated,  as  Treves 
had  previously  shown,  that  the  cecum  is  e'ntirely  covered  by  the 
peritoneum,  and,  though  it  may  not  have  a  mesentery  as  the 
appendix  has,  it  swings  free  in  the  peritoneal  cavity,  and  inflam- 
mation in  the  cecum  is  very  likely  to  reach  its  peritoneal  cov- 
ering, and  not  the  cellular  tissues  in  the  iliac  fossa.  The  cecum 
may  be  inflamed  in  association  with  a  general  colitis,  or  fre- 
quently from  inflammation  due  to  retention  and  impaction  of 
feces.  Inflammation  thus  started  may  extend  into  the  appen- 
dix, and,  by  closing  the  opening  from  this  into  the  cecum,  give 
rise  to  an  appendicitis  by  retention  of  mucus — a  recognized  cause 
of  recurring  attacks. 

From  a  pathological  point  of  view  the  cecum  ofi"ers  a  ready 
explanation  for  mild  and  many  recurring  attacks,  the  cause 
usually  being  fecal  impaction  ;  but  for  the  cause  of  those  in  which 
suppuration  is  most  often  met  we  must  look  elsewhere. 

Prof.  Sahli,  in  a  recent  observation,  says:  "These  inflamma- 
tory conditions  represent  an  infection  of  the  cecum  and  appen- 
dix. Their  severity  depends  on  the  actual  cause  of  the  disease, 
and  the  starting  point  does  not  explain  their  clinical  picture. 
I^on-perforating  ones  may  run  a  severe  course,  and  perforating 
ones  a  mild  one.  The  division  into  typhlitis  stercoralis  and 
appendicitis  is  not  tenable.  The  swelling  which  is  felt  in  the 
so-called  typhlitis  stercoralis  is  not  feces  alone,  but  much  more 
often  an  exudation  and  inflammatory  infiltration.  The  question 
should  be  as  to  which  cases  ought  to  be  operated  upon,  and 
not  as  to  whether  typhlitis  should  be  treated  by  operation  or 
not."  In  his  extensive  experience  he  does  not  agree  with  the 
eminent  men  of  the  surgical  centres  of  Europe  or  with  those  in 
this  country,  that  all  cases  should  be  operated  upon,  for  it  is  by 
no  means  proven  that  the  mortality  is  diminished  by  operating 
upon  all  cases  without  discrimination. 

The  first  thing  to  decide  in  these  cases,  which  bear  such  a 
close  resemblance  in  their  every  aspect  for  the  first  two  or  three 
days,  is  to  operate  or  not  to  operate.  On  this  point  the  broad- 
minded  physician  and  the  conservative  surgeon  can  meet  with 
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much  profit,  for  it  is  a  very  wise  man  who  would  operate  in  the 
lirst  twentj-four  hours  on  every  case  of  inflammation  starting  in 
the  cecum  and  appendix. 

Treatmeyit. — It  was  learned  on  the  first  visit  that  his  mother 
had  given  him  a  tablespoonful  of  castor  oil  without  effect.  An 
enema  of  one  ounce  of  glycerin  and  four  ounces  of  Eubinat 
water  was  given  at  11  a.m.  ;  before  12  he  had  had  a  copious  stool. 
At  8  o'clock  the  same  evening  another  enema  of  the  same  kind 
was  followed  by  another  copious  stool.  ^Nausea  and  vomiting 
continued  for  thirty-six  hours.  This  was  relieved  by  small  doses 
of  magnesia  sulphate  and  acetate  of  potash.  For  the  pain,  men- 
thol dissolved  in  dilute  alcohol  was  applied  on  a  sheet  of  absor- 
bent cotton.  This  gave  immediate  relief  and  satisfactory  results. 
I  have  since  used  this  on  three  cases  of  the  same  kind  at  the 
Protestant  Orphan  Asylum  and  two  in  private  practice,  with 
complete  relief  from  the  pain. 

I  cannot  speak  too  highly  of  menthol  for  this  localized  pain. 
It  was  suggested  by  its  well-known  effect  on  local  pain  else- 
where. It  might  be  suggested  that  the  physician  personally 
superintend  the  first  application,  or  he  may  be  disappointed  in 
getting  his  patient  properly  relieved.  Solid  food  of  all  kinds 
was  prohibited,  and  an  absolute  liquid  diet  was  maintained  until 
the  patient  was  fully  convalescing.  In  one  case  hot  poultices 
were  used  with  some  relief  and  comfort  to  the  patient.  After 
a  few  days  they  became  an  annoyance  by  their  weight;  light 
menthol  dressings  were  substituted  with  complete  relief  during 
the  rest  of  this  illness.  This  patient  returned  to  his  place  of 
employment  in  twenty-four  days. 

T>R.  ^Y.  AY.  Jaggard  reported 

A      CASE      OF      ABSCESS      OF      THE      VEEMIFOKM     APPENDIX     CLOSELY 

ADHERENT    TO    EECTUM   AND    EIGHT    TUBE,     ASSOCIATED 

WITH    DOUBLE    PYOSALPINX  ;    REMOVAL    OF    SAC 

AND    APPENDAGES ;       RECOVERY. 

Miss  L.  C,  age  21,  single,  worker  in  a  factory,  was  referred  to 
me  by  her  physician,  Dr.  J.  A.  DeYore,  about  the  middle  of 
December,  1892,  with  the  following  history:  The  patient  had 
enjoyed  fairly  good  health  until  four  months  previous  to  my 
seeing  her.  At  that  time,  while  on  a  visit  to  the  Eastern  coast, 
she  suffered  from  a  severe  attack  of  pain  in  her  right  side,  which 
confined  her  to  the  bed  for  four  or  five  days.  She  did  not  con- 
sult a  physician,  as  she  considered  her  illness  due  to  catching 
cold  at  her  menstrual  period  and  thought  she  would  be  all  right 
in  a  few  days.  She  acknowledges,  however,  to  having  had  a 
high  fever  and  of  feeling  very  ill.  She  has  never  been  free 
from  pain  in  the  pelvis  since  that  time  and  has  been  unable  to 
work.  Five  weeks  ago  she  was  seized  with  severe  pain  in  the 
right  pelvis  and  sent  for  Dr.  De  Yore.    An  examination  revealed 
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a  severe  pelvic  inflammation,  which  he  treated  with  the  usual 
remedies.  There  was  considerable  fever,  pelvic  pain  and  ten- 
derness, and  excruciating  pain  whenever  the  bowels  moved.  The 
local  symptoms  subsided  sufficiently  to  enable  the  patient  to 
walk  about,  but  examination  showed  the  pelvis  tilled  with  a  hard, 
tender  mass,  for  the  relief  of  which  condition  she  was  sent  to 
St.  Mark's  Hospital,  and  kindly  referred  to  me. 

An  examination  under  chloroform,  December  21st,  revealed 
hard,  nodular,  and  somewhat  movable  masses  on  either  side  of 
the  uterus.  The  latter  was  crowded  against  the  pubes  and  rather 
freely  movable.  The  masses  were  closely  adherent  to  the  rectum. 
ISTo  fluctuation  could  be  felt. 

A  celiotomy  was  performed  two  days  later.  The  omentum 
Avas  found  closely  adherent  to  the  fundus  of  the  uterus.  This 
was  carefully  separated,  and  upon  the  patient  being  placed  in  the 
Trendelenburg  posture  the  large  intestine  was  seen  running 
transversely  across  the  pelvis  and  attaclied  to  the  uterus  and 


broad  ligaments  by  firm  adhesions,  completely  shutting  in  the 
deeper  portions  of  the  pelvis.  The  bowel  adhesions  were  care- 
fully separated  and  the  rectum  exposed.  The  appendages  were 
rolled  up  under  the  broad  ligaments  and  densely  adherent.  In 
enucleating  these  masses  an  abscess  sac  containing  about  an  ounce 
of  pus  was  opened.  This  sac,  which  at  the  time  was  supposed 
to  be  an  abscess  of  the  ovary,  was  closely  adherent  to  the. rectum, 
from  which  it  was  peeled  with  extreme  difficulty.  The  appen- 
dages were  enucleated  and  removed  and  the  stumps  cauterized. 
The  abdominal  cavity  was  thoroughly  irrigated  with  large 
quantities  of  sterilized  water,  and  the  abdomen  closed  after  the 
insertion  of  a  drainage  tube. 

An  examination  of  the  specimens  proved  most  interesting. 
The  left  tube  was  greatly  thickened  and  its  lumen  dilated  and 
filled  with  pus.  The  right  ovary  was  enlarged  and  intimately 
adherent  to  the  tube.     The  abscess  sac,  which  at  the  operation 
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liad  been  considered  ovarian,  was  seen  to  be  attached  to  the 
outer  extremity  of  the  tube.  Its  diameter  was  about  one  and  a 
half  inches.  A  hole  was  discovered  in  the  wall  of  the  sac, 
through  which  a  line  probe  could  be  passed.  This  orifice,  the 
walls  of  which  were  smooth,  did  not  present  the  appearance  of 
having  been  punctured.  A  tine  probe  could  also  be  passed 
through  the  entire  length  of  the  tube.  A  good  photograph  of 
the  specimen  was  obtained.  The  abscess  sac  was  judged  to  be 
the  dilated  vermiform  appendix,  and  this  supposition  is  strength- 
ened by  the  position  of  the  bowel,  observed  at  the  time  of  the 
operation,  andtlie  history  of  the  case.  It  is  to  be  regretted  that 
the  nature  of  the  abscess  sac  did  not  suggest  itself  at  the  opera- 
tion, as  it  would  have  been  interesting  to  note  the  condition  of  the 
gut. 

The  patient,  with  the  exception  of  a  slight  purulent  discharge 
which  occurred  in  the  course  of  the  drainage  tube,  made  an  un- 
interrupted recovery. 

Dr.  Weller  Vax  Hook. — In  his  study  of  appendicitis  Dr. 
Fenger  has  taken  the  pathological  point  of  view,  which  is  the 
one  we  must  take  if  we  wish  to  attain  a  complete  understanding 
of  appendicitis. 

It  is  the  custom  of  many  operators  to  break  up  adhesions  in 
all  cases  of  appendicitis  and  remove  the  appendix.  After  adhe- 
sions have  been  formed  and  the  general  peritoneal  cavity  has 
been  fenced  off  from  the  source  of  infection,  it  seems  to  me  that 
the  Sonnenburg  method  of  operation  is  the  most  reasonable  and 
offers  the  patient  the  best  opportunity  for  recovery — packing 
with  iodoform  gauze  or  stitching  the  peritoneum  on  the  tumor 
surface  to  the  parietal  peritoneum.  One  such  case  came  under 
my  observation,  where  there  was  a  layer  of  omentum  between 
the  tumor  wall  and  the  abdominal  wall ;  and  after  stitching 
that  layer  of  peritoneum  to  the  parietal  peritoneum  the  pus  cav- 
ity was  easily  opened  on  the  following  day,  and  the  patient 
made  a  good  recovery. 

It  seems  to  me,  in  those  cases  where  we  are  greatly  in  doubt 
as  to  the  propriety  of  operating  or  resorting  to  medical  treat- 
ment, we  shall  have  to  look  to  the  future  to  give  us  an  ideal 
knowledge  of  the  pathology  of  the  disease,  l^othing  has  been 
said  this  evening  in  regard  to  the  bacteriology  of  appendicitis 
and  the  peritoneal  inflammations  consequent  upon  it.  A  large 
variety  of  bacteria  are  doubtless  to  be  found  in  different  cases 
of  appendicitis.  The  Bacterium  coli  commune  has  been  found, 
and  the  characteristic  inflammation  that  follows  its  introduction 
into  the  peritoneal  cavity  has  been  noted  ;  and  doubtless  the  or- 
dinary pus  microbes  are  frequently  responsible  for  inflammation 
in  the  appendix.  The  number  of  bacteria  that  normally  in- 
habit the  appendix  is  immense.  If  we  could,  by  examination  of 
the  urine  for  the  excreted  toxines  or  ptomaines  produced  by  the 
pathogenic  micro-organisms,  determine  what  particular  patlio- 
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genie  bacteria  or  class  of  bacteria  were  present  in  and  about  the- 
appendix,  we  might  find  indications  which  would  determine  for 
or  against  laparatomy  in  these  doubtful  cases.  This,  of  course, 
is  a  point  we  shall  have  to  leave  to  the  future  to  settle  ;  but  it 
is  certain  that  a  bacteriological  study  of  appendicitis  is  much 
needed. 

The  suggestion  to  operate  upon  recurrent  attacks  of  appendi- 
citis, not  during  the  interval,  but  at  the  time  of  the  exacerba- 
tion, has  been  made  also  by  Dr.  Bayard  Holmes,  for  the  reason 
that  the  abscess  cavity,  being  distended  by  pus  and  elevated  to^ 
ward  the  abdominal  parietes,  to  which  it  would  probably  be 
found  adherent,  would  be  easily  drained.  So  far  as  I  know, 
there  is  no  reason  why,  when  the  abscess  surrounding  the  ap- 
pendix has  been  thoroughly  drained,  it  should  not  become  cica- 
trized and  the  patient  recover. 

Dr.  Henry  Banga. — As  to  the  indication  for  operation,  I 
have  come  to  the  conclusion  that  I  would  not  operate  unless  I 
could  feel  a  tumor  at  the  classical  place.  I  have  sometimes 
thought  that  in  general  peritonitis,  especially  that  kind  follow- 
ing laparatomies,  what  really  kills  the  patient  is  not  the  inflam- 
mation or  the  infection,  but  mostly  the  difficulty  in  the  action 
of  the  heart  and  respiration  caused  directly  by  the  distention  of 
the  bowel.  And  if  we  add  to  this  difficulty  of  the  circulation 
and  respiration  the  anxiety  of  the  patient,  the  want  of  food, 
rest,  and  sleep,  there  are  enough  causes  to  explain  why  those 
patients  die  without  infection. 

I  had  made  up  my  mind  never  to  operate  for  appendicitis 
complicated  with  general  peritonitis  ;  but  since  I  heard  from  Dr. 
Henrotin  the  good  results  he  has  had  in  opening  the  colon,  I 
intend,  in  the  future,  to  try  the  same  procedure,  not  only  in 
a  case  of  appendicitis  complicated  with  general  peritonitis,  but 
also  in  a  desperate  case  of  tympanites  or  peritonitis  following 
laparatomy. 

Dr.  Van  Hook  speaks  of  stitching  the  abscess  wall  to  the 
edge  of  the  abdominal  wound.  I  never  saw  an  abscess  wall  that 
might  have  been  stitched  on.  My  first  case  was  that  of  a  boy 
about  6  years  old.  On  the  seventh  day  there  was  a  circum- 
scribed tumefaction,  no  general  peritonitis.  The  father  hesi- 
tated about  consenting  to  the  operation.  Feeling  satisfied  that 
the  tumor  was  adherent  to  the  abdominal  wall,  I  thought  an 
explorative  puncture  could  do  no  harm,  and  we  agreed  that  I 
should  make  a  puncture,  and  if  I  found  pus  I  should  operate  at 
once.  I  got  pus,  and  the  father  said :  "  Go  ahead."  After  I 
had  gone  through  the  abdominal  wall  I  was  first  puzzled  by  the 
fact  that  the  tumor  seemed  very  much  smaller — so  much  so 
that  I  wanted  to  assure  myself  once  more  of  the  presence  of 
pus.  I  inserted  the  needle  in  two  different  places  with  nega- 
tive results.  What  puzzled  me  next  was  the  entirely  healthy 
appearance  of  the  peritoneum,  which  showed  that  the  abscess 
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liad  not  become  adherent,  and  I  felt  very  bad  about  mv  reckless 
punctures.  Yet  the  fact  remained  that  bj  my  first  aspiration  a 
drachm  of  pus  had  been  withdrawn.  I  had  to  open  the  abscess. 
It  seemed  to  me  impossible  to  do  it  extraperitoneally,  as  the 
peritoneum  right  before  me  showed  absolutely  no  signs  of 
nearby  inflammation,  and  as  1  was  at  a  loss  to  know  in  what  di- 
rection I  would  have  to  peel  off  in  order  to  reach  the  abscess  ; 
besides,  I  ran.  the  risk  of  buttonholing  it  somewhere  at  the  bot- 
tom of  the  wound.  I  then  opened  the  peritoneum,  with  the  in- 
tention of  going  straight  on  toward  the  appendix.  A  loop  of 
small  intestine  presented  in  the  peritoneal  wound,  showing  the 
signs  of  acute  inflammation  of  its  serous  covering.  I  tried  to 
push  the  bowel  over  to  the  median  line,  in  order  to  keep  as 
close  as  possible  to  the  iliac  fossa.  The  bowel,  however,  was 
adherent  to  the  iliac  fossa.  Pressing  the  nail  of  my  right  index 
finger  close  to  the  iliac  fossa,  I  began  to  peel  the  bowel  off,  when 
all  at  once  I  fell  with  the  tip  of  my  finger  into  an  abscess  cavity 
containing  about  two  tablespoonfuls  of  matter  mixed  with 
blood.  I  washed  the  cavity  out,  dried  it  with  iodoform  gauze, 
and  inserted  a  drainage  tube.  The  boy  got  well  in  a  short 
time. 

Since  then  I  have  had  three  such  cases,  where,  after  cutting 
through  healthy-looking  peritoneum,  I  came  across  a  loop  of 
intestine  fixed  to  the  iliac  fossa,  which  I  detached  with  the 
finger  nail,  keeping  laterally  toward  the  spina  ilei  as  much  as 
possible,  when  all  at  once  pus  would  well  out.  In  no  case 
did  I  find  a  "sac"  to  be  sewed  to  the  wound.  After  cleansing 
the  cavity  and  inserting  a  drainage  tube  I  considered  the  ope- 
ration successfully  performed.  All  patients  got  well.  Should 
the  diseased  appendix  present  itself,  1  would,  of  course,  remove 
it ;  but  I  would  never  search  for  it  after  freely  opening  the  ab- 
scess. The  logic  of  the  operation  is  simply  to  lead  the  ac- 
cumulated matter  to  the  surface,  thus  preventing  its  breaking 
through  into  the  general  peritoneal  cavity,  thereby  starting 
fatal  general  peritonitis. 

Dr.  Henky  T.  Byford  presented  specimens  of 

TWO    FETL'SES    REMOVED    FROM    THE    PERITOXEAL    CAVITY    AT    OXE 

OPERATION. 

Truth  is  stranger  than  fiction.  I  have  here  two  fetuses,  at 
about  the  same  stage  of  extra-uterine  development,  removed 
from  the  abdomen  by  one  operation.  They  were  apparently 
about  four  months  old  when  they  perished.  The  condition  was 
complicated  by  a  right  hematosalpinx  and  a  left  hydrosalpinx. 

Mrs.  P.  G.,  age  42  years,  married  twenty-five  years  ;  eight 
children,  youngest  12  years. 

Seven  years  ago  went  two  weeks  over  her  time;  then,  October 
23d,  1885,  had  a  slight  flow  of  blood  and  was  taken  with  most 
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severe  cramping  pains  in  lower  abdomen,  recurring  again  and 
again.  Was  in  bed  until  December  lOtli,  then  got  up  and  went 
to  tlie  office  of  Dr.  W.  H.  Byford,  who  sent  her  back  to  bed  for 
two  weeks  longer.  Called  on  Dr.  King,  who  prescribed  ergot 
and  caused  the  expulsion  of  something  from  the  uterus. 

Five  years  ago  had  a  similar  attack,  commencing  with  cramps 
and  fainting.  The  late  Dr.  J.  S.  Knox  diagnosed  a  pelvic  hema- 
tocele. Has  been  treating  for  diseased  appendages  almost  ever 
since.  Three  months  ago  she  had  an  attack  of  pelvic  peritonitis 
with  bulging  in  the  cnl  de-sac  of  Douglas.  I  apparently  cured 
the  attack  by  drawing  off  about  five  ounces  of  serum  from  the 
cul-de-sac. 

Abdominal  section  February -2 1st,  1893,  at  the  Woman's  Hos- 
pital, assisted  by  Drs.  J.  T.  Binkley  and  Marie  White.  Found 
the  uterus  and  appendages  matted  together  in  a  conglomerate 
mass  the  size  of  two  large  fists,  with  intestines  adherent  over 
them.  Came  first  upon  a  hematosalpinx  on  right  side,  which 
burst  and  let  out  about  four  ounces  of  a  bloody  fluid.  I  then 
came  down  upon  a  membranous  sac  adherent  in  the  pelvis,  con- 
taining a  fetus  with  bones  well  preserved.  After  tying  off  this 
side  I  found  almost  exactly  the  same  thing  on  the  left  side, 
except  that  the  tube  contained  a  watery  fluid.  The  adhesions 
were  so  firm  that  a  portion  of  the  cyst  of  the  right  ovary  had  to 
be  left  on  an  adherent  loop  of  intestine,  and  the  fetal  sac  of  the 
right  side  had  to  be  ligatured  and  a  portion  left  on  the  rectum, 
to  which  it  was  adherent.  No  definite  placenta  was  found. 
The  operation  was  quite  a  bloody  one  throughout.  Drainage 
for  thirty-six  hours.  Unusually  smooth  recovery,  temperature 
remaining  below  100°  F.  throughout,  excepting  a  temporary 
rise  during  the  second  week  from  a  superficial  stitch-hole  abscess 
in  the  unusually  fat  abdominal  walls. 

This  is  another  of  the  many  cases  that  are  being  discovered 
in  which  extra-uterine  pregnancy  has  not  killed  the  patient.  It 
is  the  second  patient  I  have  had  with  two  tubal  pregnancies, 
none  of  which  produced  any  apparent  dangerous  symptoms. 
The  condition  has  l)y  no  means  the  mortality  attached  to  it  that 
many  eminent  surgeons  would  have  us  believe.  I  know  of  no 
other  case  in  which  both  tubes,  each  with  a  fetus,  have  been  re- 
moved at  the  same  operation.  The  history,  together  with  the 
mummified  appearance  of  the  fetuses,  would  make  it  quite 
probable  that  one  of  the  conceptions  occurred  seven  years  ago 
and  the  other  five  years  ago ;  that  each  had  caused  a  pelvic 
hematocele,  had  become  encysted,  and  remained  to  trouble  the 
patient  ever  since,  but  not  to  kill  her. 

He  also  exhibited  an 

INFECTED   OVARIAN    TUMOR   WITH    EXTENSIVE    ADHESIONS    REMOVED 
FROM    A   WOMAN    FOUR   MONTHS    PREGNANT. 

Mrs.  H.  T.  S.,  age  38  years,  married  fifteen  years;   three  chil- 
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dren,  oldest  13  years,  youngest  T|-  years;  two  miscarriages, 
one  soon  after  birth  of  lirst  cliild  and  one  three  yeaj'S  ago. 
Pregnant  four  montlis.  Pain  in  riglit  ovary  since  birth  of  first 
child.  An  ovarian  tumor  the  size  of  an  adult  head  was  diag- 
nosed  by  myself  a  year  ago.  Operation  advised  and  refused. 
Heturned  about  February  1st,  four  months  pregnant,  with  tu- 
mor but  little  increased.  Ovariotonjy  February  lltli,  1S93,  at 
the  "Woman's  Hospital,  assisted  by  Drs.  J.  T.  Binkley  and  Marie 
White.  Found  a  dermoid  ovarian  cystoma  in  the  right  iliac  and 
umbilical  region,  completely  embedded  in  old  organized  perito- 
neal, omental,  and  intestinal  adhesions.  During  a  tedious  enu- 
cleation the  cyst  wall  broke  and  emptied  some  fluid  with  a  fecal 
odor  and  of  the  color  aud  consistence  of  pus,  which  was  care- 
fully wiped  out.  The  pedicle  was  quite  long  and  was  tied  about 
one  inch  from  the  uterus.  The  abdominal  cavity  was  flushed 
with  hot  water.  As  the  uterus,  enlarged  from  a  four  months^ 
pregnancy,  filled  up  the  cul  de-sac,  two  glass  drainage  tubes 
were  introduced,  a  long  one  extending  to  the  right  lumbar  re- 
gion and  a  short  one  to  the  pelvic  brim  a  little  to  the  left  of  the 
median  line.  The  peritoneum,  muscle,  and  all  layers  of  fascia 
sutured  with  a  single  row  of  silkworm-gut  sutures.  The  sub- 
cutaneous fat,  which  was  nearly  two  inches  thick,  and  the  cuta- 
neous edges,  were  allowed  to  gape  open  unsutured.  Dry  ab- 
sorbent cotton  was  laid  between  the  raw  edges.  Drainage  tubes 
out  in  forty  hours.  The  cotton  on  the  open  wound  was  changed 
every  four  hours  during  the  first  few  days,  then  four  times 
daily,  then  three  times,  and  finally  twice  daily.  The  sutures 
were  taken  out  in  two  weeks.  The  wound  has  been  dry  from 
the  beginning  and  the  cutaneous  edges  have  closed,  so  that  to- 
day, five  weeks  from  the  operation,  there  is  a  narrow  line  of 
dry,  glazed  connective  tissue  along  the  line  of  incision.  No- 
thing but  dry  cotton  has  so  far  been  brought  in  contact  with  the 
wound.  The  temperature  never  went  above  100.1:°  F.,  except  at 
the  end  of  the  fourth  day,  when  it  went  to  102.4°  and  was 
accompanied  by  vigorous  and  painful  uterine  contractions.  One 
dose  of  morphine  dispelled  these  and  relieved  the  temperature 
permanently.  Until  the  last  ten  days  there  had  been  a  frequent 
return  of  'abdominal  pains  without  temperature,  but  always 
promptl}'  relieved  by  one  dose  of  morphia.  They  have  now  al- 
most ceased  to  return. 

The  interesting  features  are  the  tolerance  of  the  pregnant 
uterus  to  a  severe  abdominal  operation  lasting  two  hours,  the 
apparently  more  than  ordinary  vitality  displayed  by  the  perito- 
neum during  pregnancy,  the  method  of  suturing  the  incision 
in  a  fat  abdomen  by  accurate  suture  of  the  peritoneum  and  fas- 
cia only,  and  the  healing  of  the  open  wound  of  fatty  tissue  of 
twelve  square  inches  of  surface,  without  any  cleansing  or  dress- 
ing except  dry  absorbent  cotton,  and  without  the  occurrence  of 
suppuration. 
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Dk.  F.  Byron  Robinson  presented  a  specimen  to  illustrate 

gerlach's  valve  in  the  oecum. 

It  is  well  known  that  men  and  women  do  not  suffer  from  ap- 
pendicitis to  an  equal  degree.  Bamberger,  of  Vienna,  used  to 
say  that  men  had  appendicitis  six  times  as  often  as  women.  No 
doubt  this  is  too  high,  but  still  anj  one  who  carefully  watches 
persons  who  are  attacked  with  appendicitis  will  readily  observe 
that  men  are  attacked  much  oftener  than  women.  There  is  a 
kind  of  explanation  why  men  suffer  from  appendicitis  more  fre- 
quently than  women,  and  the  specimen  which  I  present  to- 
night aids  the  explanation.  If  one  examines  a  goodly  number 
of  bodies  he  may  observe  that  the  fold  of  mucous  membrane 
which  surrounds  the  mouth  of  the  vermiform  appendix  varies 
very  much  in  condition  and  size.  In  young  men  the  fold  of  the 
valve  appears  quite  large  and  almost  closes  the  opening  in  the 
appendix.  In  old  men  the  valve  atrophies  and  leaves  quite  a 
wide  mouth.  This  wide  mouth  is  what  allows  old  men  to  es- 
cape appendicitis.  In  women  the  valve  around  the  mouth  of 
the  appendix  is  small  and  does  not  close  the  opening.  Now,  an 
appendix  with  a  wide-open  mouth  will  allow  any  foreign  body 
to  drop  into  it  and  also  to  drop  out  of  it  again,  and  in  this  man- 
ner no  irritation  will  arise  in  the  appendix.  In  the  young  man, 
with  a  long  Gerlach  valve  closing  the  mouth  of  the  appendix, 
the  matter  is  quite  different.  Just  as  soon  as  a  foreign  body 
drops  into  the  appendix  through  Gerlach's  valve  the  irritation 
induces  the  mucous  membrane  to  swell,  and  Gerlach's  valve  then 
closes  the  mouth  of  the  appendix  completely  and  no  drainage 
is  allowed.  The  result  is  an  abscess  or  a  collection  in  the  appen- 
dix. Hence  young  men  have  more  appendicitis  than  women, 
on  account  of  the  large  size  of  Gerlach's  valve  in  men.  The 
valve  is  small  in  women  and  atrophied  in  old  men. 


Ifeeiing  of  April  ^Ut,  1893. 

The  President,  Dr.  E.  J.  Doering,  in  the  Chair. 

Dr.  L.  Hektoen. — I  wish  to  narrate  two  instances  of  peculiar 

lesions  connected  with  the  vermiform  appendix 

which  I  observed  post  mortem.  One  instance  occurred  in  a 
man  with  a  fecal  fistula  opening  in  the  right  groin  below 
Poupart's  ligament.  He  had  been  operated  upon  in  Germany 
for  an  inguinal  hernia.  An  operation  was  made  for  the  fecal 
fistula,  wliich  terminated  fatally.  The  post-mortem  examination 
showed  that  the  fistula  was  due  to  a  patent  vermiform  appendix 
lying  in  the  inguinal  canal,  the  opening  in  the  appendix  being 
at  its  free  end. 

The  second  instance  of  peculiar  lesion  about  the  appendix  is 
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somewhat  similar  to  the  one  cited  by  Dr.  Jaggard  at  the  last 
meeting,  as  illustrated  by  the  specimen  shown  by  Dr.  Holmes  at 
a  meeting  of  this  Society  two  or  three  years  ago.  In  this  case, 
as  in  the  one  of  Holmes,  the  appendix  was  adherent  to  the  rec- 
tum, and  there  was  a  fistulous  connection  between  the  appendix 
and  the  rectum.  In  addition  there  were  in  my-  case  adhesions 
binding  the  appendix  and  the  rectum  to  the  right  ureter,  and 
also  an  opening  intu  the  right  ureter.  Through  this  opening  an 
ascending  ureteritis  and  pyelonephritis  had  occurred. 

Dk.  T.  J.  Watkins. — I  have  one  or  two  cases  I  would  like  to 
put  on  record.  One  case  is  somewhat  similar  to  the  case  re- 
ported. There  was  present  an  inflamed  and  dislocated  left 
Fallopian  tube,  which  had  become  attached  to  a  suppurating 
mesenteric  gland.  The  gland  contained  about  one  drachm  of 
pns,  and  in  separating  the  adhesions  and  removing  the  necrotic 
tissue  the  intestine  was  slightly  opened.  Two  or  three  Lem- 
bert  sutures  were  inserted  and  no  difficulty  resulted.  If  this 
case  had  not  been  relieved  it  would  probably  have  terminated 
in  an  abscess  which  would  have  communicated  with  the  intes- 
tine. 

Another  case  was  a  young  boy  15  years  old.  He  had  the 
usual  enlargement  at  the  head  of  the  cecum  seen  in  perityphli- 
tis. The  abscess  was  opened  and  drained  without  infecting  the 
peritoneal  cavity.  When  flushing  out  the  abscess  cavity  a  cap- 
sule was  washed  out,  about  the  size  of  a  three-grain  quinine  cap- 
sule, which  w^as  as  hard  as  stone.  It  was  afterward  learned 
that  the  capsule  had  been  given  to  the  boy  three  weeks  before 
for  constipation.  It  had  probably  been  in  the  house  for  three 
months. 

In  another  case  the  abscess  was  located  in  the  median  line  in 
front  of  the  uterus.  The  sac  of  the  abscess  consisted  almost  en- 
tirely of  omentum.  The  patient  liad  had  an  inguinal  hernia, 
which  for  some  years  had  not  troubled  her.  It  had  always  been 
reducible.  She  was  running  to  catch  a  train  when  she  felt  a 
very  severe  pain  in  the  median  line  just  above  the  pubes,  and 
following  she  had  elevation  of  temperature,  severe  pain,  and  the 
formation  of  the  abscess  described.  The  abscess  communicated 
with  the  bowel. 

Dr.  H.  p.  Newman. — In  regard  to  the  relative  frequency  of 
appendicitis  in  male  and  female,  I  believe,  with  Dr.  Jaggard, 
that  it  is  not  so  much  greater  in  the  former  as  has  been  sup- 
posed. The  reason  why  the  affection  appears  to  be  more  com- 
mon in  the  male  is  undoubtedly  due  to  the  fact  that  it  is  not  so 
easy  in  male  cases  to  mistake  the  diagnosis  as  in  females,  where 
we  have  so  many  pelvic  troubles  with  symptoms  not  unlike 
those  associated  with  appendicitis. 

I  have  twice  had  the  misfortune  to  operate  on  advanced  cases 
in  the  male  after  the  abscess  had  broken-  into  the  peritoneal 
cavity  and  the  patients  were  in  a  state  of  collapse.  In  both 
18 
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cases  tliej  promptly  died  after  the  abdomen  had  been  opened 
and  all  possible  measures  taken  for  relief.  One  of  these  patients 
was  said  to  be  suffering  from  typhoid  fever,  and  the  other  was 
simply  "suffering" — without  any  diagnosis.  I  did  not  see 
either  of  them  until  after  the  stage  of  collapse  had  been  reached. 
It  is  to  be  feared  that  such  instances  of  mistaken  diagnosis  are 
not  rare,  and  we  knosv  it  is  not  infrequent,  in  doing  laparato- 
mies  or  operating  for  pelvic  troubles  in  the  female,  to  find  dis- 
ease of  the  appendix.  So  it  seems  to  me  that  if  it  were  pos- 
sible to  compile  our  statistics  with  any  degree  of  accuracy  we 
should  find  that  this  disease  manifests  little  partiality  for  either 
sex. 

Dr.  L.  L.  McArthur. — I  regret  I  did  not  hear  the  j)aper.  I 
am,  therefore,  unable  to  discuss  it.  I  would  like,  however,  to 
say  something  in  regard  to  a  number  of  cases  of  appendicitis  that 
I  have  had,  and  from  which  I  have  made  some  deductions  which 
I  hope  will  coincide  with  the  experience  of  Dr.  Fenger. 

I  have  had  thirty -five  cases  of  appendicitis  requiring  operation. 
These  thirty  five  cases  were  subdivided  into  acute  suppurative 
appendicitis,  gangrenous  appendicitis,  and  catarrhal  appendicitis. 
Of  the  acute  appendicitis  cases,  twenty-three  in  number,  all  re- 
covered with  simple  opening  of  the  abscess.  The  operation  in 
the  majority  of  these  cases  was  done  between  the  fifth  and  ninth 
days,  the  earliest  in  the  third  day  of  the  symptoms  of  abscess. 
In  every  case  it  was  possible  to  open  the  abscess  extraperito- 
neally  because  of  the  tumefaction  enabling  one  to  locate  the 
point  of  greatest  induration  in  nearest  proximity  to  the  abdomi- 
nal wall ;  and  if  the  incision  chanced,  as  it  did  in  two  cases,  to 
overlap  the  peritoneal  adhesion,  a  stitch  or  two  of  fine  silk  en- 
abled one  to  close  the  peritoneum  before  opening  the  abscess 
proper. 

From  these  cases,  all  recovering  by  opening  the  abscess  with- 
out removing  the  appendix  and  thus  endangering  the  patient 
from  extravasation  into  the  general  peritoneum  of  the  infective 
material  which  these  abscesses  contain,  I  have  concluded  that  it 
is  wise  not  to  attempt  to  remove  the  appendix  when  floating  in 
the  abscess  cavity.  In  three  cases  I  have  washed  out,  by  simple 
irrigation,  the  appendix  in  the  form  of  a  slough.  As  the  ma- 
jority of  these  were  hospital  cases,  I  have  not  been  able  to  follow 
them  for  a  long  period  of  time.  I  know,  however,  that  but  two 
of  them  returned  to  me  for  a  second  operation — that  is,  with 
symptoms  of  the  return  of  the  trouble.  In  one  case  that  re- 
turned six  months  after  recovery  from  first  attack,  with  symp- 
toms of  commencing  new  abscess,  I  was  called  at  midnight  to 
the  hospital,  and,  eighteen  hours  after  the  first  symptom,  opened 
the  abdominal  cavity  with  the  idea  that  I  could  at  that  early 
period  get  into  the  neighborhood  of  the  appendix  and  remove 
it  before  the  general  abdominal  cavity  would  be  endangered  by 
the  escape  of  pus.     On  making  the  incision  through  the  perito- 
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neal  lining  of  the  abdominal  cavity,  the  latter  was  found  bathed  in 
pus,  and  the  patient  died  in  three  days,  in  the  other  case  a  sinus 
formed  beneath  an  old  cicatrix,  and  by  simply  washing  it  out 
for  a  few  weeks  it  got  well.  Of  the  ten  cases  on  which  I  ope- 
rated where  the  abscess  had  already  broken,  the  patients  all  died. 
Where  the  general  peritoneal  cavity  was  bathed  in  pus,  no  amount 
of  careful  washing  and  sponging,  no  use  of  Mikulicz  tampon, 
or  any  method  of  treatment,  enabled  me  to  save  these  cases. 

Of  the  gangrenous  cases  of  appendicitis  I  have  had  but  one. 
I  was  called  in  consultation  with  Dr.  Wing  during  the  second 
twenty-four  hours  of  the  attack,  the  patient  being  in  a  state  of  col- 
lapse, with  a  subnormal  temperature,  and  apparently  moribund. 
As  a  last  resource  it  was  determined  to  open  the  abdominal  cavity 
and  see  if  the  diagnosis  was  correct,  and,  if  possible,  do  something 
for  him.  The  diagnosis  was  ruptured  appendicial  abscess.  No 
tumor  could  be  felt  over  the  classical  area.  No  fluid  in  the 
abdominal  cavity,  indicated  by  the  change  of  position,  but  on 
opening  the  abdomen  the  appendix,  after  a  little  feeling  for  it, 
was  brought  up  with  the  caput  coli  and  found  in  a  bluish-black 
condition,  which  was  probably  strangulation  through  an  inflam- 
matory action  at  the  neck  of  the  appendix.  Ligation  of  the 
appendix  was  practised,  and  a  simple  collar  of  peritoneal  cover- 
ing reflected  over  the  ligature.  This  patient  made  a  good  re- 
covery. It  surprised  me  in  these  cases  that  the  gangrenous 
kppendix,  lying  as  it  did  loose  in  the  abdominal  cavity,  had 
caused  no  lymph  exudate,  had  apparently  not  obstructed  the 
other  tissues  against  which  it  lay,  but  simply  made  a  condition 
of  profound  toxemia. 

Of  the  three  cases  of  recurrent  or  catarrhal  appendicitis  that 
I  had,  all  were  operated  upon  in  the  interval  between  the 
attacks.  All  had  a  history  of  having  three,  four,  seven,  or  more 
attacks  of  pain,  slight  tumefaction,  temperature,  and  distress, 
-that  caused  their  physicians  to  send  them  to  this  city  and  to  the 
hospital  for  operation.  In  the  cases  operated  upon  between  the 
attacks  the  appendix  was  always  found  thickened  and  indurated  ; 
it;  muscular  and  mucous  coats  under  the  microscope  showing  a 
marked  thickening  and  induration,  and  between  the  muscular 
and  mucous  coats  a  large  deposit  of  til)rous  tissue. 

I  wish  to  mention  another  case  of  appendicial  amputation 
which  was  peculiar  in  that  the  inflammation  and  the  thickening 
had  been  induced  by  the  pressure  of  a  truss  that  was  used  to 
keep  back  an  appendix  which  formed  the  contents  of  a  hernia. 
I  operated  on  this  child  for  a  hernia.  A  peculiar  sausage-shaped, 
blunt-extremity  tumor  formed  the  hernial  contents,  lying  in  the 
inguinal  canal  much  like  a  slender  cigar ;  it  would  slip  back 
nearly  out  of  the  canal  when  pressed,  but  immediately  pressure 
was  removed  would  slip  down  into  the  canal  again,  and  after  a 
while  the  conclusion  was  reached  that  it  was  an  appendix,  and 
this  was  lio-ated  and  removed. 
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It  was  shaped  like  a  cigar,  but  was  more  nearly  the  size  of  a. 
fountain  penholder,  was  about  three  inches  long,  and  its  ana- 
tomical structure  was  like  that  of  an  appendix  and  terminated 
in  a  blind  sac.  Microscopical  section  showed  it  to  be  like  the 
structure  of  the  appendix,  long  and  slender,  but  markedly  thick- 
ened compared  to  the  normal  appendix. 

From  this  experience,  which  has  been  rather  a  fortunate  one 
for  one  so  young  in  the  practice  of  surgery,  I  have  come  to  these 
conclusions:  1.  That  there  is  in  cases  of  appendicitis  a  period 
of  choice  as  to  when  to  operate.  Cases  in  which  the  symptoms, 
of  appendicial  abscess  are  present  sufficiently  to  require  it 
should  be  operated  upon,  in  my  opinion,  within  the  first  twenty- 
four  hours,  or,  if  that  be  passed,  wait  until  the  formation  of 
the  tumor,  and  especially  the  formation  of  adhesions  strong 
enough  to  form  an  abscess  wall ;  waiting  until  the  fifth,  sixth 
or  seventh  day,  unless  the  temperature  ranges  very  high,  the 
toxemia  is  great,  and  intestinal  obstruction  and  vomiting  symp- 
toms are  marked,  when,  of  course,  we  infer  that  the  contents  of 
these  abscesses  are  under  great  pressure  and  there  is  great 
danger  of  the  abscess  breaking,  and  to  avoid  that  danger  a  some- 
what earlier  operation  should  be  made.  2.  I  have  also  come  to 
the  conclusion  that  an  effort  should  be  made  to  open  the  abscess 
without  openmg  the  abdominal  cavity,  when  feasible,  which  I 
think  is  in  the  majority  of  cases.  3.  That  the  point  of  incisiop 
should  be  over  the  point  of  greatest  flatness  on  percussion.  4. 
That  the  line  of  incision,  so  far  as  subsequent  hernia  is  con- 
cerned, makes  but  little  difference,  if  one  be  careful  to  approxi- 
mate the  surfaces  in  stitching  up  the  wound  to  the  point  in  which 
the  drainage  tube  is  inserted.  To  avoid  hernia  in  these  cases  I 
have  a  number  of  times  separated  with  the  handle  of  the  scalpel 
the  fibres  of  the  external  oblique  in  their  direction,  and  the 
fibres  in  the  internal  oblique  and  transversalis  in  their  direction, 
in  that  way  making  a  simple  separation  in  the  muscular  fibres, 
and  not  cutting  them,  so  that  when  relaxed  they  fall  back  into 
their  place  again,  and  the  abdominal  wall  is  not  weakened  by 
cutting  them.     This  is  in  many  cases  feasible. 

While  the  point  raised  by  McBuruey  as  being  the  point  of 
greatest  tenderness  is  accepted  now  as  being  a  classical  symp- 
tom, I  think  the  point  may  vary  greatly  from  a  point  midway 
between  the  umbilicus  and  the  anterior  superior  spine. 

I  would  say,  in  answer  to  Dr.  Eobinson's  remark  as  to  the 
gangrenous  appendix,  I  believe  the  appendix  was  in  a  state  of 
impending  gangrene ;  it  was  only  thirty -six  hours  from  the  com- 
mencement of  the  trouble  that  the  appendix  was  removed. 
Certainly  the  circulation  was  so  disturbed  by  constriction  at  its 
attachment  that  it  had  been  completely  cut  off.  It  was  a  bluish- 
black  color,  such  as  the  toe  assumes  before  it  begins  to  dry  up 
with  gangrene ;  it  had  produced  all  those  symptoms  which 
accompany  gangrene  in  the  abdominal  cavity.     There  is  nothing 
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more  frightful  than  the  effect  of  commencing  gangrene  in  the 
abdominal  cavity ;  and  inasmuch  as  the  man  was  supposed  to  be 
d^ang,  we  opened  the  abdominal  cavity.  His  pulse  was  140  to 
160,  there  was  cold  perspiration,  the  temperature  was  down  to 
96°.  We  thougnt  it  was  a  ruptured  abscess  and  that  we  could 
do  something  by  washing  out  the  abdominal  cavity  ;  in  another 
twelve  hours  or  more  it  would  probably  have  made  a  complete 
gangrene  and  certainly  caused  death. 

Dk.  F.  Btron  Robinsox. — There  is  one  point  I  wish  to  speak 
of,  and  that  is  in  regard  to  gangrene  being  found  in  the  abdo- 
men with  recovery.  Several  years  ago  Dr.  McBurncy,  of  l^ew 
York,  published  a  list  of  cases  of  appendicitis  on  which  he 
operated.  I  frequently  noted  that  Dr.  McBurney  recorded  a 
gangrenous  appendix,  ligated  it  off,  and  the  patient  recovered. 
I  am  inclined  to  take  exception  to  the  doctor's  interpretation. 
I  think  that  in  those  cases  the  appendix  was  highly  congested 
and  edematous,  but  not  gano-renous.  If  one  will  take  one  of  these 
dark  pieces  of  tissue  and  wash  out  the  venous  blood,  it  may  be 
frequently  observed  that  the  tissue  remaining  is  quite  normal  in 
appearance.  It  must  be  accepted  that  an  appendix  \j\ng^frec  in 
the  abdominal  cavity,  without  adhesions  and  gangi*enous,  is  rare, 
and  still  more  rare  that  a  patient  will  recover  after  the  removal 
of  a  gangrenous  appendix.  Gangrenous  tissue  lying  in  the  free 
abdominal  cavity  is  almost  always  fatal.  Dr.  Mc Arthur  also 
reports  a  case  to-night  of  gangrene  of  the  appendix,  and  that 
around  the  appendix  tliere  were  no  adliesions.  and  that  he  li- 
gated it  off  and  the  patient  recovered.  I  would  very  much  like 
to  hav^e  seen  that  appendix  put  into  clean  water  and  the  black 
blood  washed  off.  I  am  inclined  to  think  the  operator  would 
have  found  simply  a  congested,  edematous  appendix.  Gangrene 
of  any  tissue  in  the  abdominal  cavity  is  very  rare  witli  recov- 
ery of  such  patient.  Dark-colored  tissues  are  not  always  gangre- 
nous. When  tumors  are  twisted  off  their  pedicles  they  do  not 
gangrene  in  the  abdominal  cavity.  The  irritation  produced  on 
their  surface  and  in  the  surrounding  organs  induces  local  exu- 
dates, which  organize  and  support  the  tumor.  I  have  performed 
laparatomies  where  the  tumor  was  entirely  twisted  off  its  pedi- 
cle and  caught  up  and  nourislied  by  tlie  omentum.  Gangrene 
in  the  abdominal  cavity  nearly  always  comes  from  tapping,  and 
occasionally  through  the  dio:estive  and  genito-urinary  tracts  ;  but 
rarely  with  recovery.  I  will  risk  my  reputation  on  the  idea  that 
gangrene  occurring  in  the  abdomen  with  successful  operation 
and  recovery  is  more  rare  tban  reports  will  show.  I  am  fully 
aware  that  the  appendix  is  not  infrequently  found  detached 
from  its  root,  and  that  it  must  have  fallen  off  from  a  suppurative 
or  a  gangrenous  process ;  but  in  such  cases  it  is  not  free  in  the 
abdominal  cavity,  but  has  been  hemmed  in  by  adhesions.  The 
old  abscess  in  which  the  appendix  dropped  has  been  absorbed 
down  to  an  old  cicatricial  adhesion.     That  is  a  limited  gangre- 
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nous  process.  In  my  experience  the  so-called  classical  McBurney 
point  in  diagnosing  appendicitis  is  abont  nseless.  The  disease 
is  where  the  pain  and  exudates  are.  Personal  work  in  the  dis- 
secting room  and  post-mortems  would  indicate  that  the  appen- 
dix hangs  in  the  pelvis  in  twenty  per  cent  of  women.  How, 
then,  does  one  expect  to  get  pain  and  tenderness  midway  be- 
tween the  umbilicus  and  anterior  superior  spine  of  the  ilium  ? 
The  appendix  may  be  under  the  liver,  in  the  pelvis,  in  the  left 
iliac  fossa,  or  in  the  so-called  normal  position.  Pain  and  ten- 
derness will  be  found  wherever  the  appendix  allows  the  infec- 
tion to  escape. 

I  saw  a  girl  of  about  15  last  night,  I  think  she  has  appendici- 
tis. There  is  a  lump,  about  the  size  of  a  cocoanut,  on  the  left 
side.  The  hymen  is  intact,  and,  so  far  as  we  know,  the  tube  is 
all  right.     McBurney's  point  is  not  a  particle  of  good. 

Another  thing  I  am  highly  in  favor  of  is  the  incomplete  ope- 
ration. If  there  is  appendicitis  and  you  do  not  find  the  appen- 
dix very  easily,  let  it  alone;  it  may  not  be  polislied  surgery, 
but  they  get  well.  The  relation  of  pelvic  diseases  to  the  ap- 
pendix is  getting  clearer  every  day.  The  a]ipendix  often  in- 
fects the  pelvic  organs  ;  that  is  common.  I  have  seen  that  in 
Tait's  operations,  where  he  had  a  great  number  of  them.  Once 
in  a  while  the  appendix  would  be  adherent  to  the  broad  liga- 
ments, and  there  is  no  doubt  that  the  pelvic  organs  are  fre- 
quently infected  through  the  rectum  or  gastro-intestinal  tract. 

Dr.  Christian  Fenger,  in  closing  the  discussion,  said :  In  re- 
gard to  all  the  interesting  material  that  has  been  brought  out  I 
shall  make  only  very  brief  remarks. 

Dr.  Williams  and  also  Dr.  Jaggard  have  called  attention  to 
the  occasional  occurrence  of  multiple  but  separate  accumulations 
of  liquid  exudate,  and  this  fact  is  of  the  utmost  importance  at 
the  time  of  operating.  It  would  seem  in  such  cases  that  the 
operation  in  the  free  peritoneal  cavity  would  be  preferable  to 
the  localized  operation. 

If  we  cannot  make  the  diagnosis,  however  (as  Mikulicz  could 
in  his  chronic  case),  should  the  patient  with  a  single  cavity  be 
subjected  to  the  same  treatment  as  the  patient  with  multiple 
foci?  This,  it  seems  to  me,  is  one  of  the  barriers  to  our  ac- 
tion, now  insurmountable,  but  which  may  in  the  future  be  re- 
moved as  our  clinical  knowledge  increases. 

Dr.  Williams'  second  case,  with  sudden  exacerbation,  attended 
by  collapse  which  could  not  have  been  prevented,  might  be 
considered  as  an  argument  in  favor  of  indiscriminate  early  ope- 
ration. 

I  fully  agree  with  Dr.  Jaggard  as  to  the  difficulty  of  differ- 
ential diagnosis  between  appendicitis  and  pelvic  suppuration 
from  salpingitis.  Many  cases  cannot  be  diagnosed  until  the 
time  of  operation  or  at  the  autopsy.  The  operative  treatment, 
however,  should  be  the  same:  opening  through  the  vagina  or 
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rectum  in  chronic  eases,  and  laparatomy  in  acute  cases.  In 
both  appendicitis  and  salpingitis  the  removal  of  the  offending 
organ  is  desirable.  Opening  and  drainage  may  bridge  over  the 
acute  danger  in  the  limited  accumulations  and  permit  a  radical 
operation  under  more  favorable  circumstances  later.  The  re- 
moval of  the  appendix  or  tube  through  the  free  peritoneal  cav- 
ity, in  cases  where  tlie  inflammation  is  as  yet  limited,  exposes 
the  majority  of  patients  to  a  danger  greater  than  that  of  non- 
operative  interference  followed  later  by  simple  incision.  In 
the  acute  stage,  where  laparatomy  is  demanded,  it  does  not 
make  the  operation  much  more  extensive  to  search  for  the  ap- 
pendix. 

To  Dr.  Van  Hook's  complaint  that  the  clinical  aspect  of  this 
question  was  not  adequately  considered,  I  would  reply  that  it  is 
difficult  in  an  article  to  paint  a  clinical  picture  of  any  value  as 
regards  the  differential  diagnosis  between  localized  and  non-lo- 
calized, suppurating  and  non-suppurating,  inflammation  around 
the  appendix.     This  can  be  done  only  at  the  bedside. 

Sonnenburg's  two-tempo  operation,  which  Dr.  Van  Hook  ad- 
vocates, was  occasionally  resorted  to  long  before  Sonnenburg's 
paper  was  written.  It  has  not  been  used  to  any  extent  by  other 
operators,  and  Sonnenburg  himself  has  abandoned  it.  In  the 
majority  of  cases  of  perityphlitic  abscess  it  is  unnecessary.  The 
cases  of  acute  spreading  peritonitis  require  immediate  operative 
treatment  to  relieve  sepsis,  and  the  two-tempo  operation  with 
an  interval  would  not  be  advisable. 

Dr.  Henrotin  is  to  be  congratulated  upon  his  successful  ope- 
rations in  the  two  desperate  cases  he  mentioned.  He  has 
raised  an  important  question  in  the  entirely  new  proposition  of 
making  an  opening  in  the  cecum  to  evacuate  gas  and  feces,  and 
thereby  to  obviate  the  danger  of  tympanites  and  at  the  same 
time  to  drain  the  peritoneal  cavity.  This  is  important  if  it 
will  help  a  patient  with  diffuse  peritonitis  to  a  recovery  which 
might  not  otherwise  take  place.  "\Ve  know  that  some  patients 
with  gangrenous  hernia,  or  perforation  into  the  hernial  sac,  get 
well  when  this  is  opened  and  an  artilicial  anus  established,  but 
we  do  not  know  how  much  peritonitis  those  patients  who  live 
really  had.  The  artificial  anus  is  an  incumbrance,  but  if  it  will 
save  life  it  is  justifiable. 

Dr.  McArthur  in  his  extensive  experience  has  followed 
about  the  same  plans  and  has  had  about  the  same  results  as 
other  operators.  The  cases  of  diffuse  peritonitis  died,  and  the 
localized  peritonitis  patients  recovered  and  were  operated  upon 
without  regard  to  the  appendix. 

I  fully  agree  with  Dr.  McArthur  that  the  operation  should  be 
done  within  the  first  twenty-four  hours  in  the  few  desperate 
cases,  or  should  be  deferred  until  the  storm  is  over  in  the  great 
majority  of  ordinary  cases.  The  difiiculty  of  early  operation 
is  that  in  a  large  number  of  these  cases  the  onset  is  so  gradual 
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that  it  is  impossible  to  say  when  the  acute  symptoms  which  in- 
dicate the  time  for  operation  commence. 

If  we  follow  Sonnenburg's  classiiication  and  consider  the  fatal 
cases  as  hopeless  diffuse  peritonitis,  and  the  non-fatal  cases  as 
localized  but  possibly  later  diffused — that  is,  as  so  many  lives 
saved — then  the  prognosis  of  early  operation  is  good.  But  this 
is  a  somewhat  artificial  method  of  argument.  Who  knows  how 
many  of  the  non-fatal  cases  would  have  recovered  without  ope- 
ration, or  whether  some  of  the  fatal  cases  would  not  have  recov- 
ered if  operation  had  not  been  resorted  to  i 

Avoidance  of  hernia  by  separation  of  the  abdominal  muscles 
is  certainly  a  good  plan,  and  has  been  employed,  for  instance,  in 
gastrostomy.  I  cannot  see,  however,  how  this  could  be  done 
except  in  the  localized  cases  in  which  the  opening  is  small. 

Dr.  Robinson  is  to  some  extent  right  in  his  statement  that 
gangrene  is  extremely  dangerous  and  tliat  it  is  probably  less 
common  than  is  ordinarily  supposed  ;  but  partial  gangrene  of  the 
appendix  is  exceedingly  common.  Xo  process  will  take  away 
part  of  the  appendix,  except  gangrene,  and  we  often  find  cases 
in  which  part  of  the  appendix  is  gone.  The  entire  appendix 
has  been  found  in  several  cases  in  the  abscess  cavity.  Conse- 
quently gangrene  does  not  necessarily  cause  death  nor  does  it 
prevent  limitation  of  the  disease. 

In  conclusion,  it  seems  to  me,  after  going  through  the  litera- 
ture on  this  subject,  that  the  gulf  between  the  advocates  of  the 
early  radical,  and  later  more  conservative,  plans  of  treatment  is 
not  so  wide  as  it  appears.  It  is  rather  the  accentuation  or  draw- 
ing forth  into  prominence  of  one  or  the  other  side.  All  agree 
that  light  cases  need  no  operation.  Xo  one  of  the  advocates  of 
early  operation  will  operate  upon  every  case  he  meets,  but  he 
accentuates  the  early  cases.  In  like  manner  the  conservatives 
give  especial  prominence  to  the  operation  in  severe  cases  only, 
and  to  the  fact  that  so  many  patients  recover  without  operation. 
But  when  it  comes  to  the  individual  case  there  will  probably  be 
only  slight  dissension  as  to  the  line  of  action  to  be  pursued. 

Dr.  F.  Byron  Robinson  presented  a  specimen  of  the 

UTERUS    OF    A    MULTIPAROUS    SOW, 

which  demonstrated  Gartner's  duct  very  beautifully.  The  duct 
courses  from  a  point  near  the  ovary,  along  the  uterine  horn,  and 
is  last  on  the  vagina.  The  duct  is  as  large  as  a  lead  pencil  and 
is  very  tortuous.  It  will  be  noted  that  the  continuous  duct  is 
interrupted  by  atropliy  of  several  segments.  The  thread  of 
evolutionary  development  is  best  caught  up  by  examining  the 
lower  animals  for  vestigial  remnants  of  fetal  life.  Gartner's  duct 
represents  the  segmental  duct  of  the  mesonephros,  and  the  ver- 
tical tubules  of  the  parovarium  represent  the  uriniferous  tubes 
of  the  middle  kidney.     I  have  seen  Gartner's  duct  in  woman  as 
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large  as  a  child's  head,  and  it  is  common  to  see  one  of  the  ver- 
tical tubules  of  the  parovarium  enlarged  (after  a  girl  is  15).  The 
sow  and  cow  show  Gartner's  duct  typically.  I  have  seen  Gart- 
ner's ducts  end  on  each  side  of  the  ureter,  and  I  could  insert  my 
little  finger  into  their  mouths.  There  is  but  little  doubt  that 
Skene's  duets  are  the  ending  of  Gartner's  ducts.  I  have  exam- 
ined the  genitals  of  over  three  hundred  sows,  and  they  present 
a  very  great  variation  in  regard  to  the  persistence  of  Gartner's 
duct.  Occasionally  it  persists  almost  entire  for  three  feet,  but 
usually  is  irregularly  obliterated  by  absorption.  I  nev^er  saw  a 
swelling  in  this  duct  as  large  as  a  common  marble  in  three  hun- 
dred and  fifty  sows.  It  is  curious  to  note  that  the  genitals  of  a 
sow  vary  very  much.  The  ovaries  are  of  all  sizes,  from  a  bean 
to  the  size  of  a  turkey  egg.  The  ovaries  lie  in  a  distinct  pouch 
of  peritoneum,  into  which  the  enormous,  wdde  mouth  of  the 
fimbriated  end  of  the  Fallopian  tube  ends.  The  ovules  of  a  sow 
can  hardly  escape  getting  into  the  tubes,  as  they  fall  into  the 
peritoneal  pouch,  and  the  mouth  of  the  tube  opens  directly  into 
the  pouch.  The  pig  gestates  in  the  horns  of  the  uterus,  and  has 
a  universal  placenta,  while  man's  is  discoidal.  The  Fallopian 
tubes  are  very  small,  hard,  and  tortuous.  Curiously  enough,  I 
cannot  find  in  literature,  nor  can  good  veterinary  physicians  tell 
me  of,  a  single  authenticated  case  of  tubal  pregnancy  in  the 
lower  animals.  The  cow  and  monkey  very  closely  approach 
man  in  structure  of  tubes  and  ovaries.  The  monkey's  ovaries 
which  I  examined  were  so  like  the  human  that  I  could  see  no 
difference,  except  in  size. 

Dr.  Ludwig  Hektoen  read  a  report  on  a  case  of 

VITELLINE    DUCT   REMAINS    AT   THE    NAVEL.' 
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OF  OBSTETRICIANS  AND  GYNECOLOGISTS. 


Held  in  Detroit,  Mich.,  June  1st,  2d,  and  3d,  1893. 


(Ahsti'act.) 


The  President,  Lewis  S.  McMcrtry,  M.D.,  of  Louisville,  in 

the  Chair. 

Dr.  Geo.   F.  Hulbert,  of  St.  Louis,  Mo.,  read  a  paper  en- 
titled 

'  Will  appear  ia  the  September  number. 
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INTRA-UTERINE   ASPHYXIA,    WITH    REPORT    OF    THREE    CASES, 

Tlie  first  case  was  delivered  in  a  perfectly  normal  way  bj 
natural  force  ;  the  two  subsequent  ones  were  instrumental.  In 
all  of  them  he  was  certain  that  he  heard  the  fetal  heart  not 
longer  than  one-half  hour  before  delivery  was  accomplished ; 
heard  it  distinctly,  but  somewhat  weakened  in  its  force.  At  the 
time  of  delivery  in  all,  the  appearance  presented  by  the  children 
as  they  came  through  the  vulva  was  one  of  extreme  pallor,  with 
slight  if  any  evidence  of  cyanosis,  save  a  deepened  tinge  of  the 
lips  with  absolute  muscular  relaxation.  The  hearts  were  pul- 
sating at  the  rate  of  from  40  to  50  per  minute.  The  usual 
methods  of  artilicial  respiration  were  resorted  to  in  all,  to  the 
extent  of  introducing  the  catheter  into  the  trachea  and  thereby 
insuring  a  passage  of  air  into  the  bronchial  tree  and  alveolar 
spaces.  That  the  air  did  penetrate  was  further  evidenced  by 
the  slight  crepitus  easily  heard  during  compression  of  the 
chest  in  the  expiratory  part  of  the  respiratory  act.  Artificial 
respiration  was  maintained  until  the  heart  ceased  to  respond  to 
the  stimulus  presented  by  the  aeration  of  the  blood.  In  none 
of  them  were  there  any  external  evidences  of  pathological  condi- 
tions, development  having  been  well  accomplished.  The  um- 
bilical cords  were  normal,  and  it  was  only  when  the  placenta 
was  reached  that  there  were  any  conditions  present  that  might 
possibly  account  for  the  peculiar  condition  of  the  children. 
Here  in  all  three  cases  there  were  found  blood  clots  occupying 
the  placental  surface  in  over  half  of  its  area.  These  clots  were 
well  formed,  intimately  attached  to  the  placental  tissue,  smooth 
upon  the  uterine  side.  There  was  nothing  indicating  the  fact 
that  the  clot  had  been  torn  from  the  uterine  surface,  but  rather 
that  placental  separation  had  taken  place  and  the  clot  had 
formed  and  become  adherent  to  the  placental  tissue.  So  far  as 
the  mothers  were  concerned,  they  were  in  average  good  health ; 
the  first  primipara,  the  last  two  multiparse.  The  labors  were  of 
not  over  twelve  hours'  duration.  The  pains  were  not  sustained 
and  vigorous  in  any  of  them,  but  rather  short  and  inefiicient. 
In  none  of  these  cases  was  chloroform  used,  and  in  only  one,  the 
first,  was  a  rectal  injection  of  twenty  grains  of  chloral  given  dur- 
ing the  first  stage ;  the  compression  upon  the  head  was  not  at 
all  excessive  and  would  not  have  attracted  attention.  In  the 
last  two  cases  there  was  no  pulsation  appreciable  in  the  cord  ;  in 
the  first  case  he  had  no  record  of  this  fact.  The  children  were 
separated  from  the  mothers  immediately,  and  in  the  first  a  small 
amount  of  blood  was  permitted  to  flow  through  the  severed  end 
of  the  cord.  Unfortunately  in  none  of  them  did  he  obtain  a 
post-mortem,  and,  as  before  stated,  the  only  anatomical  lesion 
that  he  could  testify  to  is  the  presence  of  the  blood  clot  occupy- 
ing an  extensive  part  of  the  area  of  the  placental  surface.  There 
was  only  a  moderate  amount  of  the  amniotic  fluid ;  dilatation 
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was  well  advanced  before  the  membranes  ruptured ;  in  tlie  last 
case  rupture  occurred  at  the  beginning  of  dilatation.  The  points 
for  consideration  in  the  above  are: 

(a)  The  presence  of  the  fetal  heart  pulsations  so  soon  before 
delivery,  {l)  The  normal  character  of  the  labor,  (c)  The  ex- 
treme pallor  and  relaxation  of  the  child  at  birth,  (d)  The  pre- 
sence of  the  cardiac  pulsation  after  deliverv.  (e)  The  absence 
of  any  attempt  upon  the  part  of  the  child  to  perform  the  respi- 
ratory act.  (/)  The  response  upon  the  part  of  the  heart  to  arti- 
ficial respiration,  (g)  The  anatomical  conditions  presented  at 
the  placenta. 

Dr.  TTilliam  H,  Wennixg,  of  Cincinnati,  read  a  paper  en- 
titled 

PLACENTA  PREVIA  :  A  SXrDT  OF  ITS  PATHOLOGY. 

The  pathology  of  placenta  previa  is  far  from  being  definitely 
settled,  owing  to  the  discrepancy  between  clinical  phenomena 
and  anatomical  demonstrations.  The  term  originally  meant  sim- 
ply the  fact  of  the  after-birth  lying  before,  which  might  apply 
to  a  prolapse  of  the  placenta  as  well  as  a  primarily  low  insertion. 
At  the  present  day  it  implies  a  fixation  of  the  placenta  to  the 
lower  pole  of  the  uterine  cavity.  Omitting  minor  points  of  dis- 
cussion, the  placenta  may  be  said  to  be  previa  when  it  is  in- 
serted wholly  or  in  part  to  that  portion  of  the  lower  uterine 
segment  which  is  subject  to  distention  in  pregnancy  or  labor. 
In  accordance  with  this  definition,  the  locality  and  amount  of 
implantation  will  further  determine  the  variety  or  form  of  pla- 
centa previa. 

The  typical  variety  is  that  known  as  central  placenta  previa, 
although  the  placenta  rarely  is  found  implanted  in  such  a 
manner  that  the  centre  of  the  placenta  corresponds  to  the  cen- 
tre of  the  inner  os  uteri.  A  better  term  would  be  placenta  pre- 
via totalis,  or  complete  placenta  previa.  By  partial  placenta 
previa  is  meant  a  condition  in  which  placental  tissue  covers  the 
OS  internum  only  in  part,  so  that  whilst  a  portion  of  the  placenta 
overlies  the  os  when  dilated,  the  larger  part  is  attached  to  the 
side  of  the  uterus,  hence  an  incomplete  placenta  previa.  Be- 
cause it  is  attached  to  the  side  of  the  uterus  it  is  also  called 
lateral  placenta  previa. 

By  marginal  placenta  previa  is  understood  simply  a  low  in- 
sertion, but  sufficiently  high  that  its  margin  reaches  to,  but  does 
not  cover,  the  os  internum.  The  last  two  are  often  regarded  as 
synonymous,  although  the  clinical  features  are  entirely  difi"erent. 
Some  confusion  is  caused  by  this  want  of  conformance  by  dif- 
ferent authors  in  defining  the  last  two  varieties — partial  and  mar- 
ginal— properly.  The  writer  thought  that  the  terms  central 
and  partial  should  be  dropped,  the  former  because  the  placenta 
is  very  rarely  exactly  central,  the  latter  because  it  does  not 
clearly  express  the  anatomical  relationship  to  the  uterus,  and  the 
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terms  total  and  partial,  or,  still  better,  complete  and  incomplete 
placenta  previa  substituted.  Fnrtliermore,  central  and  lateral 
are  used  more  in  reference  to  tbe  clinical  than  anatomical  situa- 
tion, to  express  the  amount  of  hemorrhage. 

The  same  terms  are  not  applicable  with  the  os  dilated.  For 
instance,  a  central  (total)  placenta  previa  in  which  nothing  but 
placental  tissue  can  be  felt  through  an  os  but  slightly  dilated 
might  become  lateral  (partial)  with  full  dilatation,  because  at 
this  time  the  membranes  could  be  felt  alongside  of  the  pla- 
centa. 

From  all  this  he  concluded  that  a  true  understanding  of  the 
fact  could  be  arrived  at  only  from  an  anatomical  standpoint. 
Formerly  the  pregnant  uterus  was  considered  merely  as  a  hol- 
low, muscular  organ  divisible  into  two  parts,  the  body  and  cer- 
vix, the  former  contracting,  the  latter  dilating  in  labor.  Sepa- 
ration of  the  placenta  could  take  place  only  by  contraction  of 
the  body  or  dilatation  of  the  cervix.  But  as  contraction  of  the 
uterus  under  normal  circumstances  occurred  only  during  labor, 
detachment  of  the  placenta  previous  to  this  period  could  be  only 
accidental  ',  but  dilatation  of  the  cervix  was  a  necessary  event 
in  the  beginning  of  labor,  and  with  those  who  believed  in  the 
actual  shortening  of  the  cervix  in  the  latter  months  of  preg- 
nancy the  placenta  became  necessarily  detached,  hence  the 
terms  accidental  and  unavoidable  hemorrhage  of  Rigby,  Levret, 
and  others. 

The  writer  then  showed  the  inexactness  of  these  definitions, 
because,  first,  every  hemorrhage  before  labor,  even  that  from 
placenta  previa,  would  have  to  be  classed  among  the  accidental ; 
and,  secondly,  because  accidental  hemorrhage,  as  defined  by 
Kigby,  could  occur  only  if  a  placenta  was  normally  inserted, 
whereas  we  know  that  there  must  be  some  predisposing  cause 
for  the  spontaneous  separation  of  the  placenta.  Then,  again, 
when  it  was  demonstrated  that  the  cervix  remained  closed  until 
the  onset  of  labor,  and  that  the  shortening  was  apparent  rather 
than  real,  no  physiological  reason  could  be  assigned  for  hemor- 
rhage from  placenta  previa  during  pregnancy.  To  add  to  the 
confusion,  Duncan,  who  did  not  accept  the  actual  shortening  of 
the  cervix,  described  all  hemorrhages  in  placenta  pi-evia  that 
occurred  previous  to  labor  as  accidental.  For  this  reason,  as 
these  terms  had  lost  their  original  significations,  they  should  be 
dropped. 

The  investigations  of  Miiller,  Lott,  and  Bandl  on  the  anatomy 
of  the  lower  segment  of  the  uterus  in  the  latter  months  of  preg- 
nancy threw  a  new  light,  also,  on  the  anatomical  condition  in 
placenta  previa ;  but,  as  Bandl  maintained  that  the  lower  por- 
tion of  the  uterus  was  in  part  made  up  of  the  cervix,  the  iin- 
avoidahle  feature  was  again  explained,  until,  still  more  recently, 
the  demonstration  that  the  formation  of  the  decidua  was  limited 
by  the  os  internum  and  did  not  cover  the  cervical  portion,  hence 
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the  cervix  did  not  contribute  to  the  formation  of  the  lower  ute- 
rine segment,  the  original  question  was  again  opened. 

The  writer  was  therefore  of  the  opinion  that  a  definite  un- 
derstanding of  the  morphology  of  the  uterus  in  normal  preg- 
nancy and  labor  was  necessary  to  appreciate  the  conditions  in 
placenta  pre^da. 

The  uterus  of  gestation  is  divisible  into  three  parts  in  ad- 
vanced pregnancy,  the  upper  and  lower  segments  of  the  body, 
and  the  ccTvix.  "^  As  the  cervix  is  only  operative  in  labor,  the 
anatomical  changes  in  the  body  interest  us  most  in  pregnancv. 
The  most  important  feature  is  the  ring  of  Baudl,  because  it  di- 
vides the  uterus  into  two  segments  physiologically  distinct  from 
each  other.  But  in  order  to  study  the  implantation  of  the  ovum, 
and,  consequently,  also  of  the  placenta,  it  is  convenient  to  sub- 
divide the  upper  segment  into  two  portions,  the  upper  or 
fundal,  and  the  middle;  and  below  this  lies  the  lower  uterine 
segment,  between  the  ring  of  Bandl  and  the  os  internum.  This 
would  correspond  to  the  fundal,  equatorial,  and  cervical  zones 
of  Barnes.  Barnes  seems,  however,  to  make  the  division  of  the 
first  simply  arbitrary,  but  the  writer  suggested  that  all  of  the 
portion  of  the  cavity  above  tiie  uterine  insertion  of  the  oviducts 
be  termed  upper  or  fundal,  and  the  zone  below  this  line  and 
above  the  ring  of  Bandl,  middle  or  equatorial.  The  writer  re- 
garded, this  distinction  as  important,  because  it  concerned  the 
question  of  primary  implantation  of  the  ovum.  He  was  of  the 
opinion  that  the  impregnated  ovum,  when  it  entered  the  cavity, 
was  most  apt  to  be  caught  in  the  decidua  lelow  the  insertion  of 
the  tubes  and  ahove  the  ring  of  Bandl  (or  what  would  later  on 
correspond  to  this  circle),  and  tftat  this  is  the  normal  inijAanta- 
tion  ;  everything  above  and  below  is  abnormal  ;  hence  the  ex- 
tremes of  the  poles  of  the  uterus  are  not  the  normal  habitat  of 
the  ovum.  In  placenta  previa  this  was  self-evident,  because  it 
is  universally  recognized  that  the  lower  the  implantation  the 
more  previa  the  placenta  will  be.  In  the  upper  or  fundal  wall 
the  clinical  features  are  wanting,  but  a  careful  examination  of 
the  rent  of  the  membranes  after  labor  would  show  that  the  pla- 
centa is  situated  very  rarely  just  opposite  this  point. 

If  the  ovum  strike  the  most  dependent  part,  which  afterward 
becomes  the  lower  or  cervical  zone,  we  will  have  the  lowest  in- 
sertion of  the  placenta — a  placenta  previa  totalis.  If  it  fall  not 
quite  so  low,  but  at  a  point  near  or  upon  the  border  line  of  that 
ring  which  afterward  becomes  the  contraction  (BandTs)  ring, 
the  placenta  will  invade  partly  the  middle  and  partly  the  lower 
zone — a  partial  or  incomplete  placenta  previa.  If  implantation 
occurs  above  the  ring  of  Bandl  and  to  the  sides  of  the  uterus, 
we  have  a  truly  lateral  implantation  of  the  placenta,  but  not 
previa.  Hence  the  reason  for  discarding  the  term  "lateral  pla- 
centa previa." 

AVhen  the  ovum  becomes  attached  to  the  fundus  of  the  ute- 
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riis  the  insertion  is  fnndal,  but,  owing  to  the  anatomical  rela- 
tion of  the  tul)es  to  the  cavity,  and  the  influence  of  gravity 
when  the  ovum  reaches  the  womb,  the  writer  looked  upon 
fundal  implantation  as  rare.  He  regarded  it  not  so  much  a 
question  of  partial  or  total  implantation,  as  the  fact  that  the 
placenta  develops  primarily  in  the  lower  uterine  segment, 
which  is  borne  out  by  the  clinical  symptoms. 

In  the  early  months  of  pregnane}^,  the  area  of  implantation  be- 
ing small,  the  placenta  will  develop  for  a  while  in  conformity 
with  the  growth  of  the  womb;  but  if  attached  to  the  lower  zone 
a  limit  of  expansion  will  be  reached  and  the  one  of  two  things 
must  happen:  either  rupture  of  the  placental  tissue,  or,  more 
commonly,  separation  from  the  uterine  wall  takes  place,  followed 
by  hemorrhage. 

In  labor  the  largest  portion  of  the  uterus  is  drawn  upward 
from  the  fetus.  Above  the  contraction  ring  the  uterus  is  con- 
tracted, or,  rather,  retracted  ;  below  it,  greatly  distended.  In 
placenta  previa  with  continuance  of  dilatation  each  pain  de- 
taches new  portions  of  placenta.  It  is  not  so  much  the  descent 
of  the  placenta  as  the  ascent  of  the  uterus  that  characterizes 
the  change  of  situation.  As  long  as  the  placenta  can  follow  the 
uterus  in  its  upward  retraction,  little  separation  can  occur ;  but 
if  the  placenta  cannot  follow  the  uterus,  the  latter  is  drawn 
away  from  the  former  and  hemorrhage  results. 

This  is  the  philosophy  of  action  of  the  bag  of  membranes. 
When  the  amniotic  sac  remains  intact  to  the  very  end,  the  pla- 
centa cannot  follow  the  uterus;  but  if  it  be  ruptured  before  the 
period  of  complete  retraction,  the  placenta  can  follow  the  ute- 
rus, for  a  while  at  least,  in  its  upward  course,  by  which  further 
detachment  is  postponed. 

In  short,  the  whole  mechanism  is  explained  ])y  the  three 
properties  of  the  parturient  uterus  :  contractility  and  retractil- 
ity of  the  upper  segment,  dilatabilit}'  of  the  lower  segment. 

The  writer  then  enumerated  various  other  theories  at  length, 
but  concluded  that  for  the  present  the  theory  that  the  develop- 
ment of  the  lower  uterine  segment  explains  the  clinical  and  ana- 
tomical features  of  placenta  previa,  and  that  placental  separa- 
tion is  the  result  of  expansion  of  this  portion  of  the  uterus,  is 
most  rational  and  satisfactory. 

Dr.  James  F.  W,  Koss,  of  Toronto. — The  different  theories 
that  have  been  advanced  regarding  the  cause  of  abnormal  im- 
plantation of  the  placenta  have  been  thoroughly  argued  by  the 
essayist,  and  it  is  difficult  to  say  which  one  is  the  best  to  pin  our 
faith  to.  My  own  ideas  regarding  the  subject  are  that  there 
must  be  some  very  close  connection  between  the  frequency  of 
the  production  of  the  left  occipito-anterior  presentation  at  a  later 
period  of  life  and  the  peculiar  normal  implantation  of  the  pla- 
centa. The  doctor  holds  that  the  upper  implantation  is  as  ab- 
normal as  the  lower.     I  think  the  most  frequent  implantation 
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of  the  placenta  is  that  described  by  liim  as  on  the  side  of  tlie 
uterus,  ill  the  middle  zone,  running  up  into  the  upper  zone. 

Dr.  William  W.  Potter,  of  Buffalo. — I  am  a  little  disap- 
pointed because  the  author  did  not  enter  into  the  treat- 
ment of  placenta  previa.  I  know  that  I  express  the  views  of 
the  members  present  when  I  say  there  can  be  nothing  but  ad- 
miration for  the  splendid  manner  in  which  he  has  presented  the 
pathology.  We  would  like  to  have  Dr.  Wenning's  views  in  re- 
gard to  the  management  of  these  cases,  so  that  this  phase  of  the 
subject  can  be  taken  up  in  the  discussion. 

Dr.  George  F.  Hulbert,  of  St.  Louis. — The  author  of  the 
paper  spoke  of  the  cause  of  the  abnormal  implantation  of  the 
placenta.  The  only  point  I  wish  to  make  in  that  respect  is  :^he 
possible  explanation  of  why  we  have  various  phases  of  placental 
implantation  :  that  the  real  element  in  it  is  simply  the  question 
of  nutrition.  The  usual  understanding  of  the  process  is  that  the 
ovum  is  projected  from  the  opening  of  the  Fallopian  tube  into 
the  uterine  cavity  ;  that  it  is  immediately  cared  for  by  the  hy- 
perplastic mucous  membrane  or  covering  which  has  been  de- 
nuded partially  from  the  superficial  layer  of  epithelium,  and 
the  nutrition  is  insured  simply  on  account  of  the  resistance  be- 
tween the  peculiar  tissue  upon  the  outside  of  the  ovum  and  the 
tissue  presented  by  the  mucous  membrane  in  the  cavity  of  the 
uterus. 

Dr.  John  C.  Sexton,  of  Rushville. — I  would  like  to  know  if 
there  is  a  different  feel  to  the  cervix,  either  through  the  os  or 
external  to  it,  by  which  one  can  be  guided  as  to  which  side  or 
other  of  the  cervix  the  smaller  implantation  of  the  placenta 
may  be. 

Dr.  Wennixg. — I  am  glad  the  doctor  asked  that  cpiestion.  It 
is  practically  impossible  to  tell  Avitli  positiveness  which  side  is 
implanted.  We  only  have  our  clinical  experience  to  guide  us. 
In  a  great  number  of  cases  the  smaller  implantation  is  to  the 
left ;  consequently  it  is  l^etter  to  proceed  toward  the  left  in  dis- 
secting than  to  the  right. 

Dr.  John  M.  Duff,  of  Pittsburg,  read  a  paper  entitled 

THE    CARE    OF    PREGNANT   WOMEN. 

Dr.  Edmund  M.  Pond,  of  Rutland,  Yt.,  read  a  paper  on 

dilatation   OF   THE    CERVIX    FOR    DYSMENORRHEA, 

in  which  he  advocated  the  use  of  a  light  Palmer  dilator  and 
packing  the  uterus  when  the  cervix  was  elastic,  this  to  be  re- 
peated if  necessary.  If  this  failed  a  heavy  dilator  was  to  be 
tried.  But  in  cases  where  the  cervix  was  long,  conical,  and  car- 
tilaginous, after  the  above  method  had  failed,  the  free  division 
from  the  internal  to  the  external  os,  dilatation  with  a  light  in- 
strument, and  introduction  of  a  stem  to  be  worn  from  ten  to 
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fourteen  days,  was  to  be  recommended.  Considering  tlie  good 
results  from  dilatation,  it  was  the  duty  of  every  physician  to  at 
once  relieve  stenosis  of  the  uterus,  even  in  young  girls,  for  it 
caused  years  of  suifering  at  menstruation,  with  gradual  increas- 
ing symptoms  indicating  congestion  of  the  uterus  and  appen- 
dages ;  and  if  this  condition  was  allowed  to  go  on,  the  irritation 
from  retained  secretions  in  the  uterus  and  tubes,  and  the  con- 
gestion, would  in  time  produce  permanent  disease  of  the  ap- 
pendages. 

Dr.  J.  Henry  Carstens,  of  Detroit,  agreed  with  the  author's 
conclusions  and  the  necessity  of  treating  cases  early.  We  have 
all  seen  various  symptoms  as  the  result  of  stenosis,  not  only  dys- 
pepsia, but  most  marked  nervous,  epileptic,  and  hysterical 
phenomena,  relieved  by  dilatation.  The  inevitable  result  of 
such  obstruction  finally  causes  disease  of  the  uterine  appen- 
dages. 

I  must  disagree  with  the  author  in  regard  to  his  method  of 
treatment  by  cutting.  1  do  not  see  why  we  should  cut  any 
more  than  we  should  tear  for  the  relief  of  this  condition.  The 
trouble  is  not  in  the  mucous  membrane  ;  it  is  in  the  submucous 
tissue,  and  some  of  the  muscular  fibres  contract  and  cause 
spasm.  The  mucous  membrane  can  be  stretched,  without  being 
torn,  by  means  of  a  dilator.  Cutting  into  the  mucous  membrane 
is  liable  to  cause  septic  absorption  from  the  raw  surface. 

Dr.  Howard  W.  Longyear,  of  Detroit. — Yery  much  can  be 
gained  by  dilatation  without  adding  the  danger  of  septicemia 
from  scarification,  and  I  do  not  practise  the  latter  at  present. 
In  regard  to  packing  with  gauze,  I  was  in  the  habit  at  one  time 
of  doing  this  after  dilatation,  but  I  found  my  patients  almost 
invariably  had  a  rise  of  temperature  twenty-four  or  thirty-six 
hours  thereafter  until  I  took  out  the  gauze.  Since  I  have  been 
using  a  self-retaining  hollow  stem  pessary  my  patients  do  not  get 
a  rise  of  temperature,  and  I  follow  that  practice  at  the  present 
time. 

Dr.  James  F.  W.  Ross,  of  Toronto. — Tliere  are  many  cases  of 
dysmenorrhea  that  cannot  be  cured  by  dilatation  alone.  I  have 
dilated,  packed,  curetted,  and  used  pessaries  in  cases,  and  still 
found  that  the  dysmenorrhea  has  continued.  The  women  have 
subsequently  married  and  become  happy  mothers  of  live  chil- 
dren. I  think  there  is  danger,  perhaps,  in  the  profession  to  over- 
treat  dysmenorrhea.  It  seems  as  natural  for  some  women  to 
have  pain  during  menstruation  as  it  is  for  others  to  have  an  in- 
creased fiow  during  the  menstrual  period.  I  am  opposed  to  the 
use  of  the  stem  pessary.  Man}-  a  pus  tube  began  subsequent  to 
the  use  of  a  stem  pessary.  I  see  no  objection  to  its  use  for  a  short 
time,  but  to  allow  it  to  remain  in  the  uterus  for  a  long  period  is 
not  a  safe  procedure.  I  think  frequent  dilatation  will  answer 
every  purpose  without  the  danger  that  is  inherent  in  the  stem 
pessary. 
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Dr.  J.  Henry  Caestens,  of  Detroit. — Please  explain  how  the 
presence  of  a  silver  or  rubber  stem  pessary  in  the  uterus  will 
cause  septic  trouble. 

Dr.  Ross. — I  remember,  while  I  was  with  Mr.  Tait,  seeing 
one  case  in  which  a  rubber  stem  pessary  liad  been  applied.  Mr. 
Tait  said  :  "  This  is  the  last  time  1  will  use  a  stem  pessary.  I 
was  tempted  to  do  it  in  this  case."  The  patient's  pelvis  was 
matted  together  with  inflammatory  adhesions,  and  Mr.  Tait  at- 
tributed the  inflammation  to  the  use  of  the  stem  pessary.  I 
consider  that  it  irritates  the  parts,  just  as  a  silver  sound  will  irri- 
tate the  urethra  in  the  male.  If  you  tie  a  silver  sound  through 
a  stricture  in  the  male  you  will  have  a  good  deal  of  irritation  ; 
if  you  tie  a  silver  catheter  in  the  bladder  you  will  have  a  good 
deal  of  irritation.     I  believe  it  is  due  to  irritation  of  the  tissues. 

Dr.  Longyeak. — I  agree  with  Dr.  Eoss  that  a  pessary  should 
not  be  left  in  indefinitely. 

Dk.  M.  Kosenwassek,  of  Cleveland. — Dr.  JRoss  has  spoken 
about  the  use  of  dilatation  of  the  cervix  for  dysmenorrhea.  As 
in  other  operations  in  the  oflice,  it  is  to  be  condemned  for  the 
reason  that  we  cannot  make  a  careful  pelvic  examination  unless 
we  put  the  patient  under  an  anesthetic,  and  if  an  anesthetic  is 
to  be  given  I  prefer  to  do  the  operation  at  home  rather  than  at 
the  ofiice.  I  find  in  a  great  many  cases  after  dilatation  that 
the  stricture  returns  from  time  to  time,  and  you  have  to  dilate 
again  and  again,  whether  you  use  electricity,  sound,  or  dilator. 

Dr.  L.  S.  McMcetry,  of  Louisville. — I  think  the  principles  on 
which  the  treatment  of  dysmenorrhea  and  displacements  of  the 
uterus  by  dilatation  of  the  cervix  is  based,  and  the  treatment 
of  nervous  conditions,  are  altogether  faulty.  In  discussing  the 
subject  we  seem  to  lose  sight  of  the  analogies  that  obtain  in 
certain  pathological  conditions.  When  it  was  the  fashion  to 
treat  dysmenorrhea  and  stricture  a  great  deal  by  the  use  of  dila- 
tors, when  the  dilator  was  as  much  in  fashion  as  the  curette  and 
gauze  packing  are  to-day,  we  were  told  that  dilatation  of  the 
cervix  would  cure  almost  everything,  Nervous  women,  women, 
with  hystero-epilepsy,  were  told  that  they  could  be  cured  by 
dilating  the  cervix,  I  see  few  cases  every  year  where  I  think 
there  is  anything  to  be  accomplished  by  using  the  dilator.  I 
very  rarely  use  it.  I  have  used  the  stem  pessary,  and  I  quite 
agree  with  Dr.  Ross  that  it  is  a  harmful  instrument. 

Dr.  William  W.  Potter,  of  Buffalo. — While  I  am  prepared 
to  admit  and  to  agree  with  the  President  and  some  others  who 
have  spoken  with  reference  to  the  fact  that  the  dilator,  like  so 
many  other  instruments  used  in  the  interior  of  the  uterine  cavity, 
has  done  much  harm  by  setting  up  violent  pelvic  inflammation 
which  has  resulted  in  matting  of  the  tissues,  yet  1  believe  there 
is  a  class  of  cases  which  are  amenable  to  treatment  by  the  dilator 
in  proper  hands.  I  think  that  that  class  of  cases  was  delineated 
in  a  measure  by  Dr.  Ross  when  he  referred  to  hyperesthesia  of 
19 
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the  lower  segment  of  the  uterine  mucosa,  where  we  understand 
the  internal  os  uteri  to  be  located.  It  is  not  a  stricture,  but  it 
has  been  sometimes  so  termed,  and  the  word  has  led  to  much 
controversy.  I  do  not  believe  that  it  is  analogous  to  stricturous 
tissue  elsewhere.  I  believe  the  word  "hyperesthesia,"  or  an 
excessive  sensibility  of  that  region,  is  the  correct  term.  The 
nerve  ends  are  overcharged  with  sensitive  elements.  I  have 
demonstrated  over  and  over  again  clinically  that  moderate  dila- 
tation of  the  cervix  for  dysmenorrhea  in  neurotic  women,  de- 
scribed as  badly  nourished,  and  yet  not  quite  reduced  to  the 
extreme  condition  which  the  picture  the  essayist  drew  vrould 
indicate,  is  followed  by  improvement,  and  finally  the  dysmenor- 
rhea disappears. 

Dr.  George  F.  Hulbert,  of  St.  Louis. — The  conception  that 
dysmenorrhea  is  due  to  a  stricture  is  responsible  for  the  methods 
of  treatment  that  we  have  had  advocated  to  some  extent  in  Dr. 
Pond's  paper,  and  which  are  largely  practised  to-day  by  a  great 
many  gynecologists.  I  am  satished,  from  investigations  in  the 
dead-house  extending  over  a  period  of  ten  years,  in  -which  I  had 
an  opportunity  of  examining  over  one  thousand  uteri,  that  the 
condition  of  stenosis  of  the  uterine  canal  in  the  lower  segment 
is  one  of  the  rarest  conditions  that  ever  occur  in  that  organ. 
In  1890,  at  a  meeting  of  the  Mississippi  Yalley  Medical  Associ- 
ation, I  presented  a  paper  on  "  Mechanical  Obstruction,"  in 
which  I  dealt  with  this  idea  of  stenosis  of  the  cervical  canal. 
Those  who  have  the  conception  that  the  disturbance  is  not  a 
mechanical  one,  but  is  a  functional  one  and  is  resident  within 
the  tissue,  cannot  accept  the  practices  that  have  been  advanced 
in  the  past  in  regard  to  treating  those  conditions  whose  sympto- 
matology is  simply  that  of  dysmenorrhea. 

I  agree  with  Dr.  Pond  in  regard  to  the  judicious  use  of  the 
dilator,  and  that  consists  in  what  may  be  termed  physiological 
exercise  of  the  tissues.  At  the  time  the  instrument  is  used,  as 
soon  as  resistance  is  appreciated  to  any  great  extent  we  should 
stop,  allow  a  few  moments'  rest,  then  try  it  again. 

Dr.  X.  O.  Werder,  of  Pittsburg. — ^There  are  two  factors  in 
the  production  of  dysmenorrhea.  One  is  an  infantile  or  badly 
developed  uterus,  and  these  cases  usually  begin  with  dysmenor- 
rhea. At  the  beginning  of  puberty  they  complain  of  pain  at  the 
time  of  the  menstrual  period.  Then  we  have  another  class  of 
cases  that  are  perfectly  free  from  pain  for  the  first  three  or  four 
3'^ears,  after  which  they  begin  to  complain  of  it  at  the  time  of  the 
menstrual  period.  The  first  class  of  cases  are  benefited  by  tonic 
treatment,  fresh  air,  exercise,  and  the  like.  In  the  other  class 
of  cases  the  symptoms  do  not  appear  until  three  or  four  years 
after  puberty,  and  we  find  that  it  is  endometritis  that  produces 
dysmenorrhea  in  them.  Frequently  these  cases  are  accompanied 
by  stenosis  due  to  swelling  of  the  mucous  membrane.  In  those 
cases  the  use  of  the  dilator  is  good  treatment,  not  so  much  by 
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stretching  the  stricture  as  bj  producing  drainage  and  relieving 
the  endometritis. 

De.  Pond  (closing  the  discussion). — I  do  not  wish  it  to  be 
understood  that  I  resort  to  the  knife  in  those  cases  that  can  be 
cured  by  dilatation.  An  examination  should  be  made  first  to 
make  sure  that  there  is  no  serious  disease  of  the  uterine  appen- 
dages ;  and  if  after  the  use  of  a  liglit  dilator  we  find  the  dys- 
menorrhea still  continues,  and  the  cervix  is  of  a  dense  nature, 
where  the  muscular  fibres  are  almost  cartilaginous,  then  I  think 
the  knife  will  accomplish  more  than  the  dilatation.  But  in  the 
majority  of  cases  a  light  instrument  will  bring  about  the  de- 
sired result  where  the  cervix  is  patulous. 

De.  Eugene  Boise,  of  Grand  Rapids,  Michigan,  read  a  paper 
on 

THE   NATUEE    OF    SHOCK, 

in  which  he  discussed  the  prevailing  theory  that  shock  is  a 
paresis  of  the  vaso-motor  nerves,  and  drew  the  following  con- 
clusions : 

Shock  is  not  a  paresis,  either  partial  or  general,  of  the  vaso- 
motor nerves,  but  is  a  hyper-irritation  of  the  entire  sympathetic 
system,  because : 

1.  The  skin  is  pale  and  livid  by  reason  of  the  contraction  of 
the  arterioles,  because  of  stimulation  of  their  vaso-motor  nerves. 

2.  The  heart's  action  is  rapid  by  reason  of  stimulation  of  its 
sympathetic  nerve  supply. 

3.  There  is  scanty  secretion  of  urine  by  reason  of  contraction 
of  the  renal  arteries,  the  result  of  stimulation  of  their  nerve 
supply. 

4.  The  skin,  though  pale  and  livid,  is  bathed  in  perspiration 
by  reason  of  stimulation  of  the  secretory  nerves  of  the  glands. 

5.  The  pupils  are  dilated  by  reason  of  stimulation  of  their 
sympathetic  nerve  supply. 

6.  The  pulse  at  tlie  wrist,  while  rapid  and  small,  as  would  be 
expected  in  vaso-motor  stimulation,  is  soft  and  very  compressible 
by  reason  of  the  very  scanty  relaxation  or  dilatation  of  the  heart. 

T.  The  condition  of  the  heart  may  not  have  been  actually  de- 
monstrated, but  may  justly  be  inferred  by  analogy,  reasoning 
from  the  action  of  tbe  uterus  under  similar  conditions.  Each 
contraction  of  the  uterus  is  normally  followed  by  a  period  of 
perfect  relaxation,  as  is  the  heart.  Over-irritation  or  stimulation 
of  the  uterine  ganglia  or  sympathetic  nerve  supply  causes  rapid 
contractions  with  very  imperfect  relaxation.  It  is  fair  to  infer 
the  same  condition  in  the  heart  under  similar  causation.  Thus 
the  supply  of  blood  thrown  into  the  arteries  is  scanty  and  blood 
pressure  is  low. 

8.  The  first  five  of  these  conclusions  are  justified  by  well- 
known  experimental  demonstration.  The  sixth  and  seventh  are 
fair  conclusions  by  reasoning  from  analogy. 
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9.  That  the  condition  of  the  heart  is  one  of  stimnlation  rather 
than  paresis  may  be  considered  demonstrated  by  the  fact  that 
in  cases  of  sudden  death  from  severe  shock  the  lieart  has  been 
found  contracted  and  empty.  Admitting  the  correctness  of  this 
pathology,  it  follows  that  our  treatment  should  be  on  the  line  of 
sedation  to  the  sympathetic  system,  as  by  nitrite  of  amyl,  nitro- 
glycerin, morphine,  and  the  application  of  moist  heat,  first,  to 
the  surface  ;  second,  through  the  long  tube  into  the  colon  ;  and 
third,  transfusion  of  saline  solution  at  a  comparatively  high  tem- 
perature. 

Dk.  "Walter  P.  Maxton,  of  Detroit,  read  a  paper  entitled 

A    CONTRIBUTION    TO    THE    PATHOLOGY    OF    SURGICAL   DISEASE    OF 
THE    GALL    BLADDER. 

The  chief  purpose  of  this  paper  is  to  present  the  history 
and  post-mortem  find  in  a  case  of  diseased  gall  bladder  and 
ducts.  The  patient  whose  history  is  given  was  an  inmate  of  the 
Eastern  Michigan  Asylum,  where  he  had  worked  on  the  farm 
and  enjoyed  the  privileges  of  an  open-door  cottage.  Several 
months  previous  to  his  demise  he  had  developed  a  jaundice,  but 
remained  otherwise  well.  Three  weeks  before  his  death  it  was 
noticed  that  he  was  growing  weaker,  and  he  was  therefore  trans- 
ferred to  a  hospital  ward.  A  few  days  later  he  had  a  severe 
chill,  followed  by  several  dark- colored,  watery  evacuations.  Pre- 
vious to  this  his  stools  had  been  wanting  in  coloring  matter,  but 
the  urine  had  been  loaded  with  bile.  I^o  tumor  in  the  region 
of  the  liver  could  be  found,  but  a  mass,  taken  to  be  the  large 
lobe  of  the  liver,  could  be  felt  extending  a  hand's  breadth  below 
the  margin  of  the  ribs.  The  patient  failed  rapidly,  and  a  her- 
petiform  eruption  appeared  on  his  lips,  eyelids,  and  anterior 
nares.  These  blisters  were  filled  with  bloody  serum,  and,  break- 
ing down,  formed  repulsive  crusts. 

The  post-mortem  examination  showed  a  plastic  peritonitis  in 
the  right  hypochondriac  region,  which  glued  the  omentum, 
transverse  colon,  and  coils  of  the  small  intestine  into  an  almost 
inseparable  mass.  The  gall  bladder  was  enlarged  and  contained 
about  two  ounces  of  a  somewhat  grayish,  viscid  fluid,  and  one 
small,  friable  stone.  Its  outer  coats  were  much  thickened,  but 
several  ulcerated  spots  on  the  interior  surface  had  so  thinned 
the  wall  at  these  points  that  the  bladder  ruptured  during  re- 
moval. The  cystic  duct  was  free  for  nearly  an  inch  from  its 
distal  opening,  but  at  the  gall-bladder  end  a  firm,  fibrous  wall, 
quite  one-eighth  of  an  inch  in  thickness,  completely  shut  off  the 
duct.  The  hepatic  duct  was  much  enlarged  and  contained  a 
tumor  one  and  one-eighth  inches  in  diameter.  Microscopical 
examination  of  this  growth  showed  it  to  be  of  a  carcinomatous 
nature.     The  common  duct  was  about  normal  in  size. 

The  entire  absence  of  symptoms,  except  jaundice,  in  this  case 
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made  a  diagnosis  impossible  and  all  operative  treatment  out  of 
the  question  until  the  patient  had  become  too  far  reduced. 

Dr.  James  F.  W.  Ross,  of  Toronto,  followed  with  a  paper 
entitled 

A    FEW   PRACTICAL   NOTES    ON   THE     ESTABLISHMENT     OF    ANASTOMO- 
SIS   BETWEEN     THE    GALL    BLADDER   AND     INTESTINE     FOR 
OBSTRUCTION    OF   THE   COMMON   DUCT,    WITH    THE 
RELATION   OF   A   CASE   OF   OBSTRUCTION   OF 
THE  COMMON  DUCT  BY  SMALL  GROWTH. 

He  said  that,  after  reports  of  work  done  by  Gaston  on  dogs 
and  by  other  operators  on  the  human  subject,  he  determined  to 
operate  on  the  first  suitable  case  that  presented  itself.  The  dif- 
ferential diagnosis  between  malignant  growth  obstructing  the 
common  duct  and  the  obstruction  by  stone  of  the  same  dnct 
could  not  be  made.  He  related  a  case  of  obstruction  by  a  cal- 
culus mistaken  by  himself  for  one  of  malignant  obstruction,  and 
then  re-lated  the  liistory  of  the  case  npon  which  he  based  his  re- 
marks. 

The  case  was  that  of  a  woman  only  26  years  of  age,  with  all 
the  nsual  symptoms  of  obstruction  of  the  common  duct,  and 
with  a  history  of  the  sudden  onset  of  pain  a  year  before  the 
jaundice  became  intense.  She  improved  and  was  apparently  well 
in  the  meantime.  A  distinct  nodule  could  be  felt  one  and  a 
half  inches  below  the  tip  of  the  ensiform  cartilage  and  a  little 
to  the  right  of  the  median  line.  The  lump  was  small,  smooth,  and 
partially  movable.  A  distended  and  movable  gall  bladder  could 
be  readily  made  out  in  the  right  hypochondriac  and  right  lum- 
bar regions.  Operation  was  performed  in  two  stages ;  the  gall 
bladder  was  opened  and  washed  out,  and  fastened  to  the  abdo- 
minal wall.  The  w^ound  required  reopening  in  forty-eight  hours 
for  secondary  hemorrhage  from  the  cut  surface  of  the  right  rec- 
tus muscle.  The  patient  bled  at  the  nose  and  spat  blood.  The 
wound  healed  by  first  intention.  Notwithstanding  this  fact,  the 
nodule  was  found,  by  needling,  to  be  a  small  growth  as  large  as 
a  small  walnut,  and  not  a  stone.  The  diagnosis  could  only  be 
made  by  means  of  the  needle,  even  after  the  abdomen  was 
opened. 

After  the  cholemia  had  disappeared  an  anastomosis  was  at- 
tempted by  means  of  the  elastic  ligature.  As  bile  did  not  come 
away  in  the  feces,  as  expected  after  the  lapse  of  a  sufiicient 
time  to  allow  the  ligature  to  cut  through,  a  probe  was  passed 
and  readily  found  an  opening  through  the  gall-bladder  wall,  but 
no  gas  or  feces  came  through  it.  The  little  linger  was  passed  into 
the  gall  bladder,  after  dilating  the  fistula  through  the  abdomi- 
nal wall,  and  the  opening  in  the  gall-bladder  wall  could  be  felt. 
Through  this  a  small  sound,  about  No.  20  French,  was  readily 
passed,  but  no  bile  appeared  in  the  feces.     A  little  blood  now 
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began  to  streak  the  discharge  of  bile  ;  tliis  gradually  increased, 
nntil  after  some  days  hemorrhage  from  the  gall  bladder  became 
alarming.  In  spite  of  the  styptics  and  packing  of  the  gall  blad- 
der with  gauze,  the  patient  died. 

He  said  one  other  case  had  been  reported  by  Bardenheur,  in 
which  the  elastic  ligature  had  failed  to  produce  the  listula.  He 
had  himself  produced  obstruction  of  the  intestine  of  a  dog  after 
establishing  anastomosis,  and  had  fonnd  the  lumen  unobstructed, 
the  anastomotic  opening  almost  closed,  and  the  silk  ligature 
hanging  in  the  interior  of  the  bowel  some  weeks  after.  He 
would  in  future  use  the  direct  suture. 

The  post-mortem  examination  revealed  the  fact  that  the  sec- 
ondary manipulation  had  been  practically  extraperitoneal  owing 
to  the  presence  of  limiting  adhesions,  and  no  signs  of  peritonitis 
Avere  present.  The  tistula  through  the  gall  bladder  opened  in 
among  dense  adhesions  just  over  a  firm  adhesion  of  the  duo- 
denum to  the  gall  bladder.  Any  opening  in  the  duodenum 
made  by  the  elastic  stitch  must  have  healed  ;  no  trace  of  the 
stitch  could  be  found.  The  hemorrhage  apparently  came  from 
the  liver  or  the  bile  duct  in  the  neighborhood  of  the  growth. 

He  concluded,  firstly,  that  the  best  method  of  producing  anas- 
tomosis is  direct  incision  and  direct  suture  with  free  drain- 
age ;  secondly,  that  it  is  better  to  divide  the  operation  into 
two  stages,  cholecystotomy  and  relief  of  jaundice,  and  chole- 
cystenterostomy  at  a  subsequent  period  ;  thirdly,  that  in  many 
cases  of  large  stone  in  the  common  duct  it  is  better  to  leave  the 
stone  in  situ,  to  do  cholecystotomy,  and  then  follow  it  up  with 
cholecystenterostomy  by  direct  suture  after  the  cholemia  had 
disappeared . 

(The  two  papers  were  discussed  conjointly.) 

Dr.  L.  H.  Laidley,  of  St.  Louis,  cited  a  case  in  which  the 
principal  symptom  was  a  condition  of  jaundice,  the  tumor  being 
readily  felt  underneath  the  thin  walls  of  the  abdomen.  Opera- 
tion was  done,  in  Avhich  union  was  made  about  the  duodenum 
and  that  of  the  gall  bladder,  and  the  parts  were  united  by  Bro- 
kaw's  rings.  The  great  amount  of  hemorrhage  with  which  he 
had  to  contend  was  the  cause  of  the  patient's  death.  He  believes 
the  hemorrhage  came  from  the  mucous  surface  of  the  sac  itself, 
and  not  from  the  margins  of  the  sac. 

Dr.  C.  a.  L.  Reed,  of  Cincinnati. — This  is  the  first  time  I 
have  had  demonstrated  to  me  the  existence  of  intracystic  neo- 
plasms. They  may  be  very  misleading  and  send  us  on  a  hunt 
for  calculi  that  do  not  exist.  The  question  of  anastomosis  be- 
tween the  gall  bladder  and  some  section  or  segment  of  the  intes- 
tinal tract  is  one  of  great  practical  interest,  and  I  believe  that 
wherever  it  is  practical  to  efi^eet  such  an  anastomosis  it  ought  to 
be  practised  in  all  cases  in  which  there  is  either  alarge  calculus  or 
considerable  growth,  if  the  two  can  be  differentiated  at  this  stage 
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of  the  operation  within  the  common  duct.  I  have  given  some  at- 
tention to  the  practice  of  anastomosis,  not  clinically,  hut  experi- 
mentally, and  I  am  satisfied  it  is  an  operation,  as  JDr.  Ross  has 
stated,  that  has  come  to  stay.  The  ordinary  anastomosis  can  be 
done  quickly  and  easily,  without  a  particle  of  danger,  from  the 
margin  of  the  incision,  by  the  Murphy  button  ;  and  "the  nature  of 
the  device  is  such  as  to  preclude  the  possibility  of  hemorrhage, 
for  the  reason  that  it  exercises  that  pressure  upon  the  terminal 
vessels  that  will  prevent  the  oozing. 

(Dr.  Reed  demonstrated  the  modus  operandi  of  the  Murphy 
button.  He  exhibited  three  different  sizes  of  the  button  a^s 
made  at  present.) 

Dr.  L.  H.  Laidley. — I  would  like  to  ask  if  any  of  the  members 
know  of  a  ease  successfully  operated  upon  in  the  human  being 
other  than  those  reported  by  Dr.  Murphy. 

Dr.  Lon'gyeae, — Dr.  H,  O.  AValker,  of  this  city,  has  had  a  case 
of  intestinal  anastomosis  in  the  human  being  in  which  the  use  of 
the  Murphy  button  was  successful. 

Dr.  Manton  (closing  the  discussion). — The  chief  point  of  in- 
terest to  me  in  this  class  of  cases  is  the  diagnosis.  From  what 
I  have  been  able  to  ascertain  from  the  literature  of  the  subject, 
there  seems  to  be  no  general  symptom  by  which  this  condition 
of  malignancy  can  be  diagnosticated.  AVe  may  have  unmistak- 
able disease  of  the  liver  present  without  having  any  trouble  with 
ducts  or  gall  bladder  itself  ;  so  that  unless  some  symptom  is  dis- 
covered by  further  investigation  in  this  class  of  cases,  it  will  be 
exceedingly  difficult  for  the  surgeon  to  know  when  he  shall  and 
when  he  shall  not  operate. 

Dr.  Ross  (closing  the  discussion). — I  cannot  advise  the  use  of 
the  elastic  ligature,  and  I  should  hesitate  before  using  Murphy's 
button,  for  the  reason,  it  seems  to  me,  we  are  introducing  into 
the  intestine  a  large  foreign  body.  Dr.  Laidley  tells  me  that 
two  cases  operated  on  in  St.  Louis  in  which  the  button  was  used 
both  terminated  fatally.  If  I  should  be  fortunate  to  have  a  case 
of  this  kind  to  do  I  should  first  of  all  open  the  gall  bladder, 
drain,  get  rid  of  the  condition  of  cholemia  ;  second,  operate 
by  secondary  operation  and  produce  anastomosis  by  direct 
suture.     I  believe  it  will  answer  every  purpose. 

(To  be  concluded.) 
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THE    PRACTICAL    SIGNIFICANCE    OF    SHORTENING    THE    ROUND 
LIGAMENTS 

was  the  general  subject  for  discussion  of  the  evening.     It  was 
opened  with  a  paper  by  Dr.  Ja_mes  E.  Kelly, 

THE    ANATOMY    OF   THE   ROUND    LIGAMENT. 

Dr.  Kelly  gave  a  lucid  description  of  the  anatomy  of  the 
round  ligament,  with  special  reference  to  Alexander's  operation, 
and  clearly  demonstrated  the  anatomy  of  the  parts  by  draw- 
ings, dissections,  and  model.  The  round  ligament  really  was  not 
round.  It  would  be  more  appropriate  to  speak  of  it,  in  connec- 
tion with  its  coverings,  as  the  cord.  It  arose  from  the  anterior 
surface  of  the  uterus,  and  passed  outwardly  in  the  direction  of 
the  internal  abdominal  ring,  which  it  entered,  there  being  at- 
tached to  it  peritoneum.  After  entering  the  abdominal  walls  it 
passed  downward,  inward,  and  forward,  and,  diminishing  in  size, 
linally  became  indistinguishable  from  the  surrounding  tissues  at 
a  varying  distance  above  the  pubes,  sometimes  passing  down  to 
the  labium.  The  author  dwelt  upon  the  fact  that  the  inguinal 
portion  of  the  abdominal  walls  was  divided  into  three  strata, 
the  middle  stratum,  consisting  of  three  layers,  being  attached  to 
the  ilium,  Poupart's  ligament,  and  the  pubic  bone.  They  were 
the  external  oblique  ;  the  internal  oblique  and  transversalis. 
which  united  and  formed  tl.ie  conjoined  tendon  as  the  cord 
linally  made  its  exit  through  them  ;  and  the  transversalis  fascia. 
The  cord  received  attachments  from  these  parts,  from  which  it 
must  be  freed  before  traction  upon  it  would  draw  the  uterus 
up.  The  genito- crural  nerve  accompanied  the  cord  a  part  of  its 
distance.  In  Alexander's  operation,  after  exposing  the  cord 
near  the  pubic  spine,  it  should  be  freed  from  its  librous  cover- 
ings, and  then  traction  should  be  made  upon  it  as  nearly  as  pos- 
sible in  the  direction  which  it  took  from  the  uterus  toward  the 
internal  ring,  upward,  outward,  and  forward.  Dr.  Kelly  briefly 
passed  over  the  steps  of  the  Alexander  operation,  which  he 
divided  into  four  :  1.  Opening  the  canal.  2.  Finding  the  cord. 
3.  Freeing  the  ligament  and  drawing  the  uterus  forward.  4.  Fix- 
ing the  ligament  and  closing  the  wound. 
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Finding  tlie  cord  was  one  of  tlie  easiest  procedures  in  surgery, 
as  it  was  accomplished  witli  certainty  by  raising  the  structures 
lying  at  the  floor  of  the  canal  with  a  hook  or  the  finger  nails. 
The  third  step,  or  freeing  the  ligament  from  its  attachment  and 
drawing  it  forward,  was  really  the  essential  step  of  the  opera- 
tion, and  it  should  be  remembered  that  the  other  substances 
going  to  form  the  cord  must  be  divided  or  torn  before  the  liga- 
ment could  be  pulled  forward,  lifting  the  uterus.  He  had 
never  failed  to  find  the  ligament,  but  at  times  it  was  brittle  and 
broke  easily. 

Dr.  F.  W.  Johnson  read  the  second  paper,  upon  the  subject 
of  the  practical  significance  of  the  Alexander  operation.  It 
included  a  list  of  one  hundred  and  eighty  cases  of  the  Alexan- 
der operation  done  in  Boston  hospitals,  dating  from  December, 
1889,  to  March,  1893.  In  a  great  many  of  the  cases  the  result 
was  perfect  when  the  patients  were  discharged,  and  had  re- 
mained so  in  most  of  those  seen  later.  The  operation  had  been 
severely  criticised  both  here  and  abroad,  but  he  thought  the 
criticisms  were  based  on  theoretical  grounds,  or  had  been  made 
by  those  without  sufficient  experience  to  judge  fairly  of  the 
operation  or  its  results. 

The  indications  for  the  operation,  as  given  by  Dr.  Johnson, 
were  :  1.  Uncomplicated  retroversions  and  retroflexions  where 
the  patient  was  desirous  of  getting  rid  of  the  pessary.  2.  For 
the  cure  of  retroversions  and  retroflexions  where  the  uterus  or 
ovary  prevented  the  wearing  of  a  pessary.  3.  For  the  cure  of 
retroversions  and  retroflexions  with  prolapsus  in  second  degree, 
and  in  procidentia  when  doing  yjlastic  operations.  4.  In  some 
cases  of  retroversion  or  lateral  displacement  with  adhesions, 
breaking  up  the  latter  by  aid  of  laparatomy  or  without — cases 
with  fluid  excepted.  5.  Hernia.  While  witnessing  several  dis- 
sections he  had  been  surprised  how  clearly  the  inguinal  ring  had 
been  closed  when  the  round  ligament  was  drawn  out,  and  this 
suggested  the  Alexander  operation  for  inguinal  hernia,  and  he 
had  practised  it  with  excellent  results.     6.  Small  flbroids. 

The  following  objections  had  been  offered  to  the  operation  : 
1.  That  the  round  ligament  was  often  absent.  2.  That  there 
was  great  difficulty  in  finding  it.  3.  That  it  was  a  dangerous 
operation.  4.  That  it  prevented  the  natural  course  of  pregnan- 
cy. 5.  That  after  pregnancy  the  uterus  returned  to  its  former 
malposition.  6.  That  it  might  give  rise  to  serious  secondary 
difficulties.  7.  That  it  was  limited  in  its  application.  8.  That 
it  would  soon  become  obsolete. 

The  author  had  never  failed  to  find  the  ligaments,  except  in 
about  his  first  case,  and  he  did  not  doubt  they  were  present  in 
that  instance.  The  difficulty  of  finding  them  depended  entirely 
upon  the  experience  of  the  operator.  The  beginner  was  apt 
mistakenly  to  suppose  that  he  must  recognize  all  the  structures 
down  to  the  ligament.     He  should  have  some  fixed  and  easily 
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recognized  landmarks.  As  to  the  danger,  Alexander  bad  ope- 
rated eighty-four  times  without  a  death.  In  Boston  a  large 
number  of  operations  had  been  done,  with,  as  far  as  he  had 
learned,  only  three  deaths.  The  author  had  operated  one  hundred 
and  seventy-five  times,  with  two  deaths,  one  from  sepsis  early 
in  his  experience,  the  other  from  pneumonia  on  the  sixth  day — 
a  mere  coincidence.  A  sloughing  wound  was  not  uncommon, 
but  its  frequency  diminislied  with  experience.  He  had  never 
known  intra-abdominal  symptoms  to  result  from  pus  in  the 
wound. 

Dr.  Johnson  then  gave  the  details  of  preparation  of  his  pa- 
tient, which  were  as  thorough  from  beginning  to  end  as  for  a 
case  of  celiotomy,  the  cleansing  and  antiseptic  process  implying 
the  use  of  corrosive  sublimate  solution,  permanganate  of  potash, 
ether,  soap  and  water,  iodoform,  and  iodoform  gauze  ;  in  case 
of  suppuration,  peroxide  of  hydrogen.  The  cleansing  and  dis- 
infection were  extended  to  the  vagina,  and  gauze  was  introduced 
into  the  uterus.  The  patient  was  kept  in  bed  two  weeks,  the 
sutures  being  removed  at  the  end  of  a  week.  If  possible,  the 
catheter  was  dispensed  with.  The  bowels  were  moved  on  the 
third  day,  then  every  day. 

Dk.  George  M.  Edebohls  agreed  with  Dr.  Johnson  that  it 
would  hardly  be  possible  for  any  one  to  give  a  more  lucid  de- 
scription of  the  anatomy  of  the  round  ligaments  than  had  been 
done  by  Dr.  Kelly.  As  to  the  indications  for  Alexander's  ope- 
ration given  by  Dv.  Johnson,  they  were  broader  than  he  had 
acted  upon  thus  far,  but  he  thought  it  quite  possible  they  would 
hold  good  in  practice.  A  main  indication  with  him  had  been 
retrodisplacement  of  the  uterus,  movable,  tubes  and  ovaries  of 
normal  size  and  free  or  only  slightly  adherent.  Another  main 
indication  w^as  prolapsus  of  the  ovaries  along  with  retrodis- 
placement of  the  uterus.  Enlarged  ovaries  and  tubes  with  ad- 
hesions contra-indicated  the  operation  because  of  the  danger 
of  freeing  the  adhesions.  He  had  abandoned  the  Alexander 
operation  in  uterine  prolapsus  ;  for  while  it  was  successful  in 
some  cases  where  the  prolapsus  was  of  the  second  degree,  in 
others  it  was  not,  although  done  in  the  same  manner.  He  had 
never  done  the  operation  in  hernia,  but  thought  it  might  prove 
successful  where  the  hernia  was  dependent  upon  dilatation  of 
the  internal  ring. 

He  had  done  the  Alexander  operation  in  sixty  cases,  finding 
one  hundred  and  twenty  ligaments.  In  one  other  case  he  gave  it 
up  after  failing  to  iind  the  round  ligament  on  one  side;  but  he 
could  not  say  it  was  lacking,  although  he  thought  it  was  atro- 
phied, as  the  woman  had  passed  the  menopause.  Three  times 
the  ligament  had  pulled  out  of  the  uterus,  so  that  he  immedi- 
ately opened  the  abdomen  and  performed  ventral  fixation. 

In  operating  he  made  a  free  incision  down  to  the  tendon  of 
the  external  oblique,  almost  in  the  same  line  mentioned  by  Dr. 
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Johnson,  the  points  chosen  bj  him  being  an  incb  above  the  mid- 
dle of  Poupart's  ligament  and  the  spine  of  the  pubis.  As  it  had 
been  his  custom  the  past  three  years  to  open  up  the  inguinal 
canal,  the  next  step  in  his  operation,  after  iinding  the  external 
ring,  was  to  introduce  a  director  up  to  the  internal  ring,  gene- 
rally an  inch  and  a  half,  then  slit  the  canal  on  this  director. 
"With  the  hook  the  muscular  fibres  of  the  internal  oblique  were 
then  lifted,  when  the  cord  would  be  seen  with  its  investing 
sheaths.  The  latter  were  stripped  from  the  round  ligament, 
after  which  traction  would  pull  directly  upon  the  uterus.  The 
reflexion  of  the  peritoneum  upon  the  ligament  would,  howevei-, 
come  with  it,  unless  it  were  stripped  back  at  the  internal  ring 
with  the  linger  as  the  ligament  was  being  pulled  out.  This  pio- 
cedure  stopped  when  the  uterus  was  felt  at  the  internal  ring. 
The  same  steps  were  followed  on  the  other  side,  and  finally  the 
ligaments  were  fastened  and  the  wound  closed.  The  manner  of 
closure,  he  thought,  made  the  occurrence  of  hernia  impossible, 
while  the  method  of  opening  up  the  canal  possessed  the  advan- 
tages over  the  other  method  that  the  ligament  could  always  be 
readily  found,  and  that  it  could  readily  be  divested  of  its  cover- 
ings and  the  peritoneum  be  stripped  back  at  the  internal  ring- 
as  the  ligament  was  pulled  out,  drawing  the  uterus  up.  Some- 
times the  ligament  did  not  extend  outside  the  external  ring,  and 
in  that  event  the  method  of  ojDerating  by  opening  the  canal  be- 
came at  once  evident. 

What  gave  him  confidence  against  the  occurrence  of  hernia 
was  the  fact  that  he  closed  the  entire  incision  made  in  the  ten- 
don of  the  external  oblique,  at  the  same  time  securing  the  liga- 
ment with  each  suture  passed  through  the  tendon,  usually  put- 
ting in  five  to  seven  silkworm  sutures  along  the  canal,  cutting 
them  short  and  burying  them.  In  all  his  last  forty  cases  except 
one  there  had  been  primary  union,  no  sloughing.  In  drawing 
the  uterus  up  he  relied  entirely  upon  the  ligaments,  putting  no  in- 
strument into  the  uterine  canal  or  vagina.  He  had  had  no  trou- 
ble from  cystitis.  Before  the  Alexander  operation  he  curetted 
the  uterus  and  put  some  gauze  into  tlie  vagina,  which  was  left 
in  forty-eight  hours  after  the  Alexander.  The  urine  was  drawn 
two  days,  and  subsequently  after  micturition  the  vagina  was  in- 
jected with  1  :  30u0  corrosive  sublimate. 

As  to  results,  he  had  been  able  to  follow  most  of  his  cases,  all 
having  been  operated  upon  since  18S9,  and  in  none  had  the  ute- 
rus returned  to  its  malposition.  He  thought  so  highly  of  the 
operation  of  shortening  the  round  ligaments  that,  in  his  opinion, 
its  conception  entitled  Alexander  or  some  one  to  immortal  fame. 

Dr.  Paul  F.  Muxde  said  he  had  performed  Alexander's  ope- 
ration only  forty-nine  times,  having  heretofore  been  somewhat 
conservative  in  resorting  to  it,  because  he  had  felt  that  the  knife 
should  not  be  used  where  a  pessary  would  answer  the  purpose. 
But  his  results  had  been  so  good  that  he  had  come  to  feel  enthu- 
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siastic  about  shortening  the  round  ligaments,  and  he  expected  to 
resort  to  it  oftener  in  the  future.  He  was  the  first  to  operate  in 
America  (1884).  He  tliouglit  adherent  uterus  and  appendages 
constituted  an  absolute  contra-indication.  The  only  moditica- 
tion  of  this  statement  which  he  would  make  would  be  that  if  he 
found,  on  opening  the  abdomen  in  such  a  case,  the  appendages 
were  sufficiently  healthy  to  be  preserved  and  the  adhesions  could 
be  broken  up,  he  would  not  now  do  ventral  fixation,  but  open 
the  inguinal  canal  and  thus  shorten  the  round  ligaments.  This 
would  be  better  for  the  future  interests  of  the  patient  than  to 
ventrally  fixate  the  nterus.  In  one  of  his  cases  the  uterus  had 
been  prolapsed,  and  it  returned.  He  looked  upon  prolapsus  in 
second  or  third  degree  as  a  contra-indication.  He  operated  as 
Dr.  Johnson  did,  not  like  Dr.  Edebolils.  An  assistant  lifted  the 
uterus  with  a  sound.  Formerly  he  used  split  bone  drainage,  but 
the  last  year  or  two  discarded  it.  Suppuration  was  rare.  He 
sealed  the  dressing  with  iodoform.  A  pessary  was  worn  three 
to  six  months  as  a  precaution.  He  had  never  found  it  necessary 
to  go  to  the  internal  ring,  except  in  a  few  instances  in  which  the 
ligament  broke.  He  often  did  other  operations  at  the  same 
time.  He  was  told  that  five  patients  operated  upon  by  him  had 
become  pregnant,  but  he  had  seen  only  one  of  them. 

Dr.  Buckmaster  said  that  the  Section  was  particularly  fortu- 
nate in  securing  a  paper  from  Dr.  Kelly,  who  viewed  the  ope- 
ration from  the  judicial  position  which  the  opportunities  of  the 
dead-house  allowed  him  to  assume.  If  the  gynecologist  can 
arouse  the  enthusiasm  of  the  anatomist  and  can  induce  him  to 
study  his  methods  of  work,  then  the  specialty  will  be  saved 
many  errors. 

In  regard  to  the  technique  of  the  procedure,  he  was  opposed 
to  shaving  the  hair  from  the  seat  of  operation  in  this  as  in  other 
operations.  He  was  also  opposed  to  the  use  of  ordinary  soap  ; 
mollin  or  green  soap  should  be  used  in  its  place. 

Operators  differed  as  to  the  indications  for  Alexander's  ope- 
ration, but  there  was  a  certain  class  of  cases  where  all  were 
agreed.  A  small,  freely  movable  uterus,  displaced  backward 
and  unaccompanied  by  disease  of  the  appendages,  was  an  indi- 
cation recognized  by  all  who  urged  the  merits  of  the  operation. 
These  cases  he  could  cure  with  the  aid  of  pelvic  massage  and 
the  use  of  a  pessary,  except  there  existed  a  complication,  occur- 
ring frequently,  although  not  usually  recognized,  where  the 
bottom  of  the  pouch  of  Douglas  becomes  adherent.  The  Alex- 
ander, like  all  other  operations  which  hold  the  uterus  forward, 
will  drag  on  the  rectum  and  perhaps  on  the  neck  of  the  bladder, 
giving  rise  to  distressing  symptoms.  These  objections  are  not 
theoretical,  but  the  result  of  observation.  The  uterus  is  a  freely 
movable  organ,  and  anything  which  limits  its  movements  can 
only  be  justified  on  the  ground  that  a  lesser  evil  is  substituted 
for  a  greater.      He  would  therefore  restrict  the  use  of    the 


TRANS.    OF   THE    OBSTETRICAL    SOCIETY    OF   LONDON.  301 

Alexander  operation  to  cases  where  the  adhesions  have  been 
divided  and  it  is  necessary  to  keep  the  uterus  forward  in  order 
to  prevent  their  reformation,  and  he  would  only  use  it  when  it 
was  evidently  superior  to  other  means  of  ventrofixatiou. 

Dr.  a.  F.  Currier  said  he  was  not  one  of  those  who  believed 
that  all  cases  of  uterine  displacement  required  operative  treat- 
ment. He  believed  with  Dr.  Buckmaster  that  there  were  cer- 
tain cases  in  which  it  was  not  yet  time  to  abandon  the  use  of 
the  pessary.  From  his  way  of  thinking,  Dr.  Munde  had  given 
the  indications  for  the  Alexander  correctly — retroflexion  and  re- 
troversion without  fixation,  and  prolapsus  to  a  certain  degree  of 
an  enlarged  uterus.  But  where  the  uterus  or  its  appendages 
were  fixed  the  operation  was  not  indicated  ;  it  was  apt  to  da 
more  harm  than  if  one  opened  the  bell}'  so  that  lie  could  see 
what  he  was  dohig.  In  one  instance  he  could  not  find  the  liga- 
ments, and  in  another  a  bad  result  was  attributed  to  the  use  of 
catgut.  In  certain  cases  the  method  practised  by  Dr.  Edebohls, 
first  used,  he  believed,  in  Italy,  was  desii-able  ;  but  it  might  not 
be  necessary  to  slit  up  the  canal  its  entire  length,  which  would, 
perhaps,  make  hernia  less  liable  to  take  place. 

Dr.  Jones  had  not  seen  a  perfect  Alexander  operation  until 
he  had  observed  the  work  of  Dr.  Edebohls.  A  substantial 
round  ligament  could  not  be  obtained  until  the  internal  ring 
was  approached. 

Dr.  F.  W.  Grier  thought  that  whenever  the  ligament  could 
not  be  readily  found  one  sliould  proceed  to  slit  up  the  canal. 

Dr.  H.  N.  Vineberg  said  he  still  held  that  any  operation 
which  fixed  the  uterus,  whicli  was  naturally  movable,  was  not 
ideal.  While  the  operation  under  discussion  might  have  its  in- 
dications, he  believed  it  would  be  found  necessary  in  fewer 
cases  if  those  practising  it  would  try  other  methods  faithfully. 

The  Chairman  thought  that,  in  some  cases  at  least,  it  was 
best  to  slit  up  the  canal,  as  practised  by  Dr.  Edebohls.  In- 
deed, he  had  found  the  operation  so  unsatisfactory  that  he  had 
given  it  up  until  he  had  seen  Dr.  Edebohls  operate. 

Dr.  Kelly  then  demonstrated  the  anatomy  of  the  parts  on 
the  cadaver,  and  Dr.  Johnson  showed  the  manner  of  making 
the  incision,  lifting,  and  pulling  upon  the  ligament. 
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Meeting  of  January  "ith,  1893. 

Tfie  President,  J.  Watt  Black,  M.D.,  in  the  Chair. 

The  following  specimens  were  shown :  Dr.  Horrocks  :  («) 
Long  forceps,  (7>)  Uterine  sound,  (c)  Saline  transfusion  apparatus. 
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Dr.  Rasch  :  "Woman,  subject  of  osteomalacia,  cured  b}'  excision 
of  the  ovaries.  Dr.  Lewers  :  Papilloma  on  peritoneal  aspect  of 
ovarian  cyst  without  other  paritoneal  injection.  Dr.  A.  Routh  : 
Deformed  fetus.  Dr.  Boxall  :  Placenta  previa  of  unusual  size 
and  shape. 

A  paper  by  Drs.  Frederick  J.  McCann  and  William  Aldren 
TuRXER  was  read  i 

O^r   THE    OOCURREXCE    OF    SUGAR    IX    THE    URINE    DURING    THE 
PUERPERAL    STATE. 

The  authors  of  this  paper  have  investigated  a  series  of  one 
liundred  cases,  and  from  the  results  thus  obtained  have  arrived 
at  the  following  conclusions  : 

1.  That  sugar  is  present  in  the  urine  of  women  during  lacta- 
tion. (The  authors  assume  with  Hofmeister  that  this  sugar  is 
milk  sugar.)     Glucose  may  also  be  found. 

2.  That  sugar  is  present  at  some  period  in  every  case. 

3.  That  in  "the  majoritj^  of  cases  the  largest  amount  occurs  on 
the  fourth  and  tif th  d&j&  of  the  puerperium. 

4.  That  the  quantity  depends  on  (1)  the  condition  of  the 
breasts;  (2)  the  quantity  and  quality  of  the  milk  ;  (3)  the  suck- 
ing of  the  child.  Out  of  one  hundred  cases,  the  average  quan- 
tit}'  found  was  one  and  one-half  grains  per  ounce. 

o.  That  when  lactation  is  diminished  or  suppressed  the 
amount  of  sugar  diminishes  or  disappears. 

6.  That  when  the  production  and  exhaustion  of  the  milk  are 
equal  the  amount  of  sugar  is  very  small. 

Dr.  a.  Routh  asked  if  the  authors  had  been  able  to  follow 
anv  of  the  cases  so  as  to  ascertain  whether  the  glycosuria  per- 
sisted ;  information  on  this  point  would  be  valuable  as  to  the 
permanency  of  its  persistence  in  these  minor  and  primarily  per- 
haps physiological  cases. 

Dr.  Boxall  mentioned  the  case  of  a  suckling  woman  who  was 
admitted  to  University  College  Hospital  for  repair  of  a  ruptured 
perineum,  and  whose  urine  was  loaded  with  sugar,  so  the  opera- 
tion was  postponed  for  a  week  or  two  when  the  sugar  had  dis- 
appeared. When  resident  at  the  Greneral  Lying-in  Hospital,  his 
observations  as  regarded  the  presence  of  sugar  in  the  urine  of 
Iving-in  women  completely  coincided  with  the  conclusions 
reached  by  the  authors  of  the  paper. 

Dr.  Horrocks  pointed  out  that  the  paper  was  on  a  physiological 
and  not  a  pathological  subject.  The  cases  were  not  diabetic,  and 
in  none  of  them,  therefore,  was  there  any  reason  for  hesitating  to 
perform  any  operation  required.  In  true  diabetes  the  fear  of 
operation  might  induce  coma,  but  otherwise  he  knew  of  no 
reason  for  not  operating  upon  diabetic  patients. 

Dr.  Wh EATON  agreed  in  the  main  with  the  authors'  results, 
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but  he  did  not  think  sugar  was  so  frequently  present  as  stated 
in  the  paper,  Normal  urine  always  contained  a  small  amount 
of  copper-reducing  substances.  In  the  cases  where  only  0.17 
per  cent  of  sugar  was  found  by  the  authors  bethought  the  reduc- 
tion of  the  copper  probably  due  to  the  excess  of  uric  acid  and 
urates  generally  present  in  the  early  part  of  the  lactation  period. 
The  authors  had  not  shown  that  the  sugar  present  was  really 
lactose,  and  asked  if  they  had  found  any  test  to  distinguish  be- 
tween it  and  dextrose  or  diabetic  sugar.  It  seemed  a  most  un- 
usual thing  that  the  secretion  of  a  gland  should  be  reabsorbed, 
and  it  would  be  important  to  ascertain  whether  the  sugar  existed 
in  the  blood  during  lactation.  He  had  found  that  where  a  con- 
siderable amount  of  sugar  existed  in  the  urine  of  the  mother  it 
also  was  present  in  that  of  the  infant,  suggesting  that  the  sugar 
was  incapable  of  assimilation  and  of  a  more  or  less  poisonous 
nature,  and  that  its  presence  in  excess  might  be  injurious  to  the 
child.  He  thought  the  sugar  in  the  urine  of  pregnant  women 
might  be  due  to  congestion  of  the  liver  which  was  present,  or  to 
a  ferment  in  the  mother's  blood  producing  a  similar  effect  by 
the  decomposition  of  glycogen. 

Dr.  Lewers  asked  whether,  in  addition  to  Fehling's  test,  that 
by  potash  and  the  specitic  gravity  had  been  noted. 

Dr.  Griffith  thought  the  probable  explanation  of  the  pre- 
sence of  sugar  in  urine  of  nursing  women  was  that  it  is  a  resorp- 
tion process  from  the  mammary  glands,  varying  in  quantity  with 
the  activity  of  the  secretion  and  the  difficulty  with  which  the 
breasts  were  emptied,  and,  as  had  been  suggested,  possibly  with 
the  composition  of  the  milk. 

In  reply  Dr.  McCann  thanked  the  Fellows  for  the  reception 
given  to  the  paper.  The  observations  were  made  on  one  hun- 
dred cases,  and  over  fourteen  hundred  samples  of  urine 
tested.  The  authors  followed  strictly  the  method  of  testing 
with  Fehling's  solution  advocated  by  Sir  W.  Roberts — viz.  : 
1.  Avoid  prolonged  boiling.  2.  Allow  suspected  urine  to  stand 
twenty -four  hours  before  deciding  that  it  does  not  contain  sugar. 
3.  Do  not  add  excess  of  urine.  Dr.  McCann  pointed  out  the 
importance  of  distinguishing  between  glycosuria  and  diabetes  ; 
glycosuria  without  constitutional  symptoms  is  of  little  impor- 
tance. Unfortunately  the  cases  conld  not  be  traced,  as  lactation 
is  stopped  when  the  patients  leave  the  hospital.  The  only 
method  of  distinguishing  between  glucose  and  lactose  is  by  the 
polariscope,  and  where  much  sugar  is  present  in  the  urine,  prob- 
ably accompanied  by  a  large  amount  of  lactose  in  the  milk,  the 
nutritive  value  of  the  milk  is  diminished.  Yarious  tests  had 
been  employed ;  the  quantitative  estimation  was  made  with  Pa- 
vy's  solution.  He  pointed  out  the  many  important  points  still 
requiring  elucidation,  such  as  the  composition  of  the  milk,  its 
nutritive  value,  and  the  condition  of  the  blood  during  lactation. 
Dr.  Griffith  communicated  notes  of  a  case  of  galactorrhea 
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occurring  during  a  first  pregnancy  in  a  patient  under  tlie  care  of 
Dr.  Fentern,  of  Bakewell.  Tlie  excessive  flow  of  milk  (wliich 
reached  a  pint  daily)  continued  during  the  whole  period  of 
gestation,  and  the  treatment,  which  consisted  in  the  administra- 
tion of  iron  and  quinine  with  pilocarpine,  and  in  firmly  bandag- 
ing the  breasts,  was  apparently  without  material  benefit. 


ITEM. 

The  Belgian  Gynecological  and  Obstetrical  Society  have 
decided  to  found  an  international  annual  competition  bearing 
alternately  on  a  gynecological  or  obstetrical  question.  Entries 
for  the  iirst  competition  will  close  September  1st,  18U4.  Manu- 
scripts, written  in  French,  must  be  sent  before  that  date  to  the 
secretary-general  of  the  society,  M.  Jacobs,  12  Hue  des  Petits- 
Carmes ;  must  be  marked  by  a  motto  or  design,  and  be  accom- 
panied by  a  sealed  envelope  bearing  a  similar  mark  and  enclosing 
the  competitor's  name  and  address.  The  prize  will  be  the  sum 
of  three  hundred  francs.  The  subject  of  the  competition  for 
the  coming  year  will  be :  "  Chercher  a  etablir  par  des  expe- 
riences personnelles,  anatomiques,  pliysiologiques,  chimiques, 
etc.,  le  role  rempli  dans  I'organisme  ;par  I'ecoulement  men- 
struel." 
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THREE   CASES   OF   SYMPHYSIOTOMY,    WITH   ONE   DEATH 
FROM   SEPSIS. 


BY 

ANNA  E.   BROOMALL.   M.D., 
Philadelphia. 


Ix  September,  1892,  L.  J.,  a  negro  born  in  the  State  of 
Maryland,  was  admitted  to  the  Maternity  of  the  Woman's  Hos- 
pital of  Piiiladelpliia.  She  stated  that  her  mother  was  a  cripple 
with  a  purulent  discharge  from  one  knee,  and  that  her  father 
died  from  some  gastric  trouble.  From  her  personal  history, 
which  was  very  imperfect,  it  was  impossible  to  ascertain  the 
date  of  first  dentition  or  the  time  of  first  walking,  and  her  ap- 
psarance  was  much  older  than  that  of  30  years,  the  age  given. 
Her  height  was  142  centimetres,  there  was  marked  antero-pos- 
terior  curvature  of  the  tibine,  and  the  lateral  bend  of  the  lower 
extremities  gave  the  patient  a  waddling  gait.  The  pelvic  mea- 
surements showed  a  generally  contracted,  rachitic  pelvis.  The 
distance  between  the  anterior  superior  spinous  processes  of  the 
iliac  bDues  was  23  csutimetres,  the  greatest  distance  between  the 
iliac  crests  was  21  centimetres,  the  conjugata  externa  19  centi- 
20 
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metres,  and  the  conjiigata  vera  85  millimetres.  She  did  nt)t 
give  a  bad  child-bearing  liistory  :  six  children  were  born  livings 
and  only  one  was  lost  in  the  birth,  the  last  one,  a  breech  presen- 
tation ;  one  pregnancy  terminated  in  an  early  miscarriage.  The 
well-known  fact  that  the  degree  of  cranial  ossification  of  the 
fetus  increases  and  the  compressibility  of  the  head  diminishes 
progressively  with  the  age  of  the  mother,  should  have  great 
infiaence  in  the  solution  of  all  obstetrical  problems.  At  the 
close  of  this  ninth  pregnancy  the  fetal  head  was  found  so  firmly 
ossified  that,  with  its  narrow  sutnres  and  small  fontanelles,  great 
difficulty  was  anticipated  in  the  delivery. 

There  were  some  pains  as  early  as  October  3d,  but  active 
labor  did  not  begin  until  the  6tli.  The  membranes  ruptured 
early  in  the  afternoon,  and,  although  dilatation  was  almost  com- 
plete, the  head  was  still  freely  movable  above  the  brim  of  the- 
pelvis,  and,  notwithstanding  the  regular  recnrrence  of  pains, 
there  was  no  attempt  at  engagement.  At  11  a.m.  on  October 
7th  I  decided  to  open  the  pubic  symphysis,  as  the  patient  had 
been  in  labor  twenty-four  hours,  with  the  membranes  ruptured 
twenty-one  hours,  the  pulse  120,  the  temperature  99°,  the  fetal 
pulse  slowing,  and  the  head  still  movable  at  the  superior 
strait.  The  operation  presented  no  special  difficulty.  After 
careful  disinfection  of  the  abdominal  wall,  the  vulva,  and  the 
vaginal  cavity,  I  made  an  incision,  three  centimetres  in  length,  in 
the  median  line  of  the  hypogastrinm,  and  extended  it  to  within 
one  centimetre  of  the  upper  border  of  the  symphysis.  The  pubic 
insertions  of  the  recti  muscles  were  partly  cut,  in  order  to  allow 
the  passage  of  a  finger,  by  means  of  which  I  separated  the  pre- 
vesical connective  tissue  from  the  posterior  surface  of  the  ar- 
ticulation. During  the  operation  the  bladder  and  urethra  were 
protected  from  injury  by  being  depressed  and  pushed  to  one 
side  by  a  catheter  held  in  the  bladder.  Galbiati's  falcetta  was 
inserted  betvveen  the  finger  and  the  symphysis,  hooked  around 
the  lower  border  of  the  joint,  and  then  drawn  upward  and  out- 
ward, cutting  from  within  outward  and  from  below  upward. 

The  pelvic  bones  were  supported  by  pressure  over  the  iliac 
crests.  When  the  thighs  were  separated  and  flexed  upon  the 
abdomen  there  was  a  separation  of  three  centimetres  between 
the  pubic  bones,  and  daring  the  extractioii  of  the  head  this  was 
increased  to  five  centimetres.  As  there  was  no  bleeding,  the 
wound    was    packed    with   iodoform   gauze,    the    catheter    was 
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removed  from  the  bladder,  the  forceps  applied,  and  extrac- 
tion of.  a  living  child  easily  and  rapidly  eifected.  The  pubic 
separation  remained  at  three  centimetres  until  the  thighs  were 
extended  and  brought  together,  when  the  bones  came  into  close 
apposition  and  were  not  held  by  any  suture.  A  tear  of  the  ute- 
rine orifice,  which  had  occurred  as  a  result  of  the  high  forceps 
operation,  was  repaired  by  catgut  suture,  and  some  vaginal  rents 
and  a  perineal  tear  were  united  by  silk  stitches.  The  pubic 
wound  was  carefully  cleansed  and  the  edges  brought  together 
by  deep  and  superficial  stitches  of  silk,  while  fixation  of  the  pel- 
vis was  secured  by  a  roller  bandage  around  the  bips  and  by 
binding  to  each  other  the  knees  and  the  ankles.  A  self-retain- 
ing catheter  was  placed  in  the  bladder,  and  the  patient  was  put 
to  bed  and  kept  in  a  horizontal  position  on  her  back  for  four 
weeks. 

I  removed  the  pubic  stitches  at  the  end  of  a  week,  and  found 
that  the  wound  bad  healed  perfectly  ;  and  later,  when  an  ex- 
amination could  be  made  of  the  other  lesions,  I  found  their 
repair  was  satisfactory.  When  the  patient  was  put  to  bed  her 
pulse  was  120  and  her  temperature  was  99°.  The  rapidity  of 
the  heart's  action  continued  for  the  first  two  or  three  days,  after 
which  the  pulse  came  down  to  and  remained  below  100,  until  a 
sudden  attack  of  gastritis  on  the  twenty-fifth  day  sent  it  up  to 
121:  and  the  temperature  to  103°.  After  the  subsidence  of  the 
stomach  disturbance  there  were  no  further  complications,  and 
the  pubic  bones  were  firmly  united  at  the  end  of  three  weeks. 

The  child,  a  girl,  weighed  2,780  grammes  at  birth,  measured 
45  centimetres  in  length  and  11  centimetres  in  width  of 
shoulders,  and  had  head  diameters  as  follows  :  occipi to-frontal, 
12  centimetres ;  occipito-mental,  13^  centimetres ;  and  bipa- 
rietal,  9|-  centimetres.  The  infant  continued  to  thrive,  and 
weighed  at  the  end  of  a  month  1,000  grammes. 

The  second  case  was  a  patient  from  the  out-practice  of  the 
West  Philadelphia  Hospital  for  Women,  Jennie  J.,  a  negro  25 
years  of  age,  with  nothing  in  her  early  history  of  interest  ex- 
cept the  tardy  establishment  of  menstruation  at  the  age  of  IS 
and  the  loss  of  mother  and  brother  from  consumption.  This 
was  the  second  pregnancy  since  her  marriage  three  years  ago. 
The  first  labor  lasted  four  days,  but  terminated  without  assist- 
ance.    The  child  is  living,  but  rachitic  to  a  marked  extent. 

The  second  labor  came  on  at  full  term  in  the  afternoon  of 
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March  20th,  1893,  and  the  membranes  ruptured  on  the  same 
day,  before  dilatation  was  complete  and  before  the  head  had  en- 
tered the  pelvic  cavity.  The  pains  continued  throughout  the 
next  day  and  night,  and  on  the  morning  of  the  22d  two  at- 
tempts were  made  to  deliver  with  forceps  ;  and,  although  much 
force  was  used  in  efforts  at  extraction,  the  head  still  remained 
fixed  above  the  brim.  The  case  was  then  rej^orted  to  me,  and  I 
advised  the  removal  of  the  patient  to  the  hospital,  where  I  saw 
her  for  the  first  time  at  noon  of  the  22d,  fifty-one  hours  after 
the  beginning  of  labor  and  forty-seven  hours  after  the  first  dis- 
charge of  anmiotic  liquid.  With  the  exception  of  slight  tibial 
curves,  she  was  well  built,  tall,  and  well  nourished.  Her  pelvis 
was  generally  contracted,  measuring  between  the  anterior  supe- 
rior iliac  spines  24  centimetres,  between  the  iliac  crests  25  centi- 
metr3s,  and  conjugata  vera  82  millimetres.  The  pulse  was  120 
and  the  temperature  was  102°.  Much  of  the  amniotic  liquid 
having  drained  off,  the  uterine  walls  were  closely  applied  to 
a  large  fetus  which  presented  by  the  brow.  As  craniotoui}^ 
was  contra-indicated  by  the  continued  action  of  the  fetal  heart, 
and  as  there  had  been  no  report  of  discoloration  of  the  liquor 
amnii,  I  decided  to  perform  symphysiotomy,  which  I  accom- 
plished with  considerable  difficulty  on  account  of  the  horizontal 
position  of  the  symphysis.  I  used  the  knife  devised  by  Dr. 
Harris,  which,  on  account  of  its  small  curve,  is  better  adapted 
for  these  operations  than  the  falcetta  of  Galbiati.  There  was 
some  hemorrhage  from  a  varicose  vein  cut  during  the  opera- 
tion, but  the  bleeding  was  readily  checked  by  pressure.  The 
technique  of  the  opei-ation  was  the  same  as  in  the  first  case, 
with  the  exception  of  a  pubic  periosteal  stitch  of  catgut.  After 
opening  the  symphysis  the  forceps  delivery  was  promptly  accom- 
plished, notwithstanding  the  persistence  of  the  brow  presenta- 
tion. The  child  was  born  in  the  second  degree  of  asphyxia,  and, 
although  the  heart  continued  to  act  feebly  for  some  time,  all 
efforts  at  resuscitation  were  unsuccessful;  its  weight  was  3,Y42 
grammes,  and  the  iiead  measurements  were  :  occipito-mental, 
13J  centimetres ;  occipito-frontal,  12^  centimetres  ;  and  bipa- 
rietal,  Qi-  centimetres. 

The  wound  was  closed  by  the  ordinary  deej)  and  superficial 
stitches  of  silk ;  but  it  would  have  been  better  to  insert  a  tube 
and  secure  free  drainage,  as  was  proved  by  the  subsequent  sup- 
puration which  continued  for  two  weeks".     The  recovery  was 
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slow ;  a  left  crural  phlebitis  developed  in  the  second  week, 
and  some  days  later  an  arthritis  of  the  right  knee,  so  that  the 
swollen  leg  and  the  stiff  joint  prevented  the  patient  from  walk- 
ing before  the  eighth  week,  but  the  symphysis  was  firmly  united 
in  the  fourth  week. 

The  third  case  was  Pauline  H.,  fet.  43,  height  149  centime- 
tres, married  nineteen  years,  and  pregnant  tw€4ve  times.  Her 
first  seven  labors  were  very  long,  and  some  were  terminated  by 
the  use  of  instruments;  but  all  the  children  were  born  living, 
although  they  died  soon  after  birth.  I  saw  her  for  the  first 
time  in  her  eighth  labor  and  delivered  her  by  craniotomy,  as  the 
child  was  dead  and  eighteen  hours  of  strong  and  regular  uterine 
contractions  had  not  even  succeeded  in  forcing  the  head  into  the 
superior  strait.  Her  pelvis  was  generally  contracted,  with  the 
following  measurements  :  between  the  anterior  superior  iliac 
spines,  22  centimetres;  between  the  iliac  crests,  26  centimetres; 
and  conjugata  vera,  85  millimetres ;  and  as  she  was  very  desirous 
of  having  a  living  child,  I  advised  the  induction  of  premature 
labor  in  another  pregnancy.  So  in  the  eighth  month  of  the  ninth 
pregnancy  she  was  admitted  to  the  "Woman's  Hospital  of  Phila- 
delphia, where,  after  repeated  use  of  the  vaginal  douche  and 
the  internal  administration  of  quinine  sulphate,  pains  came  on 
regularly.  But  the  progress  of  the  labor  was  very  slow,  the 
head  remained  at  the  brim,  and  I  delivered  her  with  much  diffi- 
culty by  a  high  forceps  operation.  The  child  was  born  living, 
weighed  3,250  errammes,  measured  in  length  45  centimetres,  and 
had  the  following  head  diameters:  occipito-frontal,  12  centime- 
tres; occipito-mental,  13  centimetres;  and  biparietal,  10  centi- 
metres. The  mother  made  a  good  recovery  and  left  the  hospital 
with  her  thriving  child  on  the  eighteenth  day  of  the  puerpe- 
rium. 

In  the  tenth  pregnancy  she  came  to  the  hospital  al)out  two 
weeks  before  full  term,  suff'ering  from  ii-regular  uterine  contrac- 
tions, which  were  stimulated  by  the  vaginal  douche  and  warm 
sitz  baths  into  active  pains;  but  the  head  did  not  engage,  so  I 
applied  Tarnier's  axis-traction  forceps  and  accomplished  the  de- 
livery with  very  great  difficulty.  The  child,  a  boy,  born  in  the 
second  degree  of  asphyxia,  could  not  be  resuscitated;  his  weight 
was  3,220  grammes,  length  56  centimetres,  and  the  head  mea- 
surements were:  occipito-frontal,  12|-  centimetres;  occipito- 
mental,  14  centimetres  ;  and  biparietal,  9j  centimetres.     The 
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puerpera  made  a  good  recovery  and  went  home  on  the  eleventh 
day. 

The  eleventh  pregnancy  terminated  in  an  abortion  in  the  fifth 
month,  and.  the  patient  was  sent  to  the  hospital  after  the  expul- 
sion of  the  fetus,  with  the  statement  that  part  of  the  after-birth 
had  been  left.  I  removed  a  large  piece  of  placenta  and  washed 
out  the  uterine  cavity.  She  recovered  rapidly  and  was  dis- 
charged on  tlie  eleventh  day. 

The  twelfth  and  last  pregnancy  began  the  last  of  September, 
1892,  and  in  the  eighth  month  she  applied  to  the  hospital  for 
advice.  I  decided  to  try  symphysiotomy, because  the  last  in- 
duced labor  had  not  been  successful  and  the  size  of  the  pelvis 
would  not  sanction  hysterotomy.  I  anticipated  difficulty  in 
cutting  the  symphysis,  on  account  of  the  increased  resistance 
from  age  and.  from  inflammatory  thickening  the  result  of  in- 
juries from  so  many  difficult  labors.  She  gave  her  consent  to 
the  op'eration  and  was  told  to  return  at  the  first  intimation  of 
labor;  but,  for  some  reason,  she  failed  to  come  at  the  time  ad- 
vised, and  was  not  brought  to  the  hospital  until  the  third  day  of 
labor.  Her  pulse  was  then  128  and  her  temperature  98.4°,  and, 
although  the  uterine  contractions  were  very  strong,  the  head 
had  not  entered  the  superior  strait.  The  membi'ane  ruptured 
shortly  after  admission,  and,  the  fetal  pulse  being  rapid,  I 
quickly  applied  forceps  and  tried  to  extract;  but  failing  to  move 
the  head,  I  resorted  at  once  to  symphysiotomj'.  All  my  fears 
about  the  condition  of  the  symphysis  w^ere  more  than  realized 
b}'^  the  great  difficulty  of  the  operation.  I  tried  both  Galbiati's 
falcetta  and  the  knife  of  Harris,  and  it  was  only  after  repeated 
efforts  that  I  succeeded  in  opening  the  articulation.  After 
obtaining  a  separation  of  4  centimetres  the  delivery  by  forceps 
was  not  difficult.  The  child  was  born  deeplj'  asphyxiated  and 
was  only  resuscitated  by  patient  and  long-continued  efforts  ;  his 
weight  was  about  3,000  grammes,  length  55  centimetres,  and 
head  diameters:  occipito-frontal,  11  centimetres  ;  occipitomen- 
tal, 12  centimetres;  biparietal,  9  centimetj-es. 

There  was  very  little  bleeding  from  the  pubic  w^ound.  Tlie 
bones  were  brought  into  apposition  and  united  by  catgut  sutures 
through  the  periosteum.  The  methods  of  closure  of  the  wound 
and  fixation  of  the  pelvis  were  similar  to  those  emjiloyed  in  the 
other  two  cases.  The  frequency  of  the  pulse,  which  was  140 
during  the  operation,  continued  in  the  lying-in,  and   the  tem- 


AVITH    ONE    DEATH    FROM    SEPSIS. 


311 


peratnre  ranged  from  101°  to  103^.  The  restlessness  of  the 
patient  was  very  great,  so  tbat  it  was  impossible  to  keep  ber 
qniet  even  by  tlie  free  use  of  anodynes.  In  tlie  first  few  days 
there  were  some  vomiting  and  diarrhea,  bnt  these  symptoms  were 
readily  checked.  On  the  fourth  day  there  was  a  chill,  and  then 
the  abdominal  wound  was  examined.  The  union  was  good,  but 
upon  removing  one  of  the  stitches  some  sanious  liquid  was  dis- 
covered around  the  silk.  1  then  made  an  opening  in  the  line  of 
the  wound,  which  I  found  communicated  with  a  cavity  con- 
taining the  same  kind  of  dark,  bloodj'  liquid,  which  I  washed 
out  and  packed  the  wound  with  iodoform  gauze.  The  cavity 
was  kept  thoroughly  irrigated  twice  daily,  but  death  occurred 
on  the  twelfth  day  with  septic  symptoms.  The  uterine  invo- 
lution was  regular,  the  lochia  were  never  offensive,  and  when 
an  intra-uterine  injection  was  given  the  uterus  was  found 
empty. 

The  consent  to  an  autopsy  could  not  be  obtained,  but  the 
wound  was  freely  ojjened  and  the  cavity  was  found  extending 
downward  into  the  prevesical  space  and  upward  to  a  distance 
of  two  centimetres  above  the  upper  border  of  the  symphysis. 
There  was  no  communication  with  the  abdominal  cavity,  bladder, 
or  vagina,  but  the  surrounding  tissues  were  softened  and  blood 
infiltrated.  The  pubic  bones  were  separated  a  space  of  one 
centimetre,  and  there  was  no  trace  of  the  catgut  suture.  The  va- 
ginal examination  revealed  nothing  more  than  had  been  found 
during  life.  The  case  was  clearly  septic.  The  extreme  rest- 
lessness caused  the  hemorrhage,  and  the  patient,  exhausted  by  a 
long  labor,  was  too  weak  to  resist  infection. 

My  last  case  was  somewhat  similar  to  one  reported  by  Pinard 
in  the  Baudelocque  clinic,  where,  after  symphysiotomy  per- 
formed on  the  third  day  of  labor,  death  occurred  on  the  ninth 
day  from  septicemia,  and  at  the  autopsy  the  prevesical  space 
was  found  tilled  with  a  clot  undergoing  putrefaction.  Torn- 
gren's  case  ended  fatally  at  the  end  of  forty-eight  hours  after 
delivery;  death  was  attributed  to  paralysis  of  the  heart.  The 
age  of  the  patient  was  40 ;  it  was  a  ninth  pregnancy,  and  the 
pulse  had  been  small  and  rapid  during  the  operation.  Gangrene 
of  the  genitalia,  followed  by  death  on  the  fifteenth  day,  was 
reported  in  Beiignies'  patient,  for  whom  at  the  end  of  the  second 
day  of  labor  various  methods  of  delivery  had  been  tried :  first 
forceps,  then  craniotomy,  and  at  last  symphysiotomy.     These 
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cases  have  been  taken  from  Varnier's  recent  and  very  exhaus- 
tive article  on  symphysiotomy. 

It  is  remarkable  that  in  a  patient  of  only  22  years  Schwartz 
should  have  found  the  pubic  cartilage  so  solid  that  he  was  un- 
able to  cut  it  with  any  knife  and  was  obliged  to  use  a  saw.  This 
case  was  also  fatal ;  peritonitis  developed,  and  death  resulted  on 
the  eighth  day.  In  all  of  the  cases  dyiug  of  sepsis  it  is  important 
to  note  that  at  the  time  of  operation  there  was  great  exhaustion 
from  long  labor. 

Many  important  points  were  well  brought  out  in  the  discus- 
sion on  symphysiotomy  in  the  March  session  of  the  Obstetrical 
and  Gynecological  Society  of  Vienna.  Schauta  called  attention 
to  the  excessive  strain  upon  the  bladder,  urethra,  and  other  soft 
parts  in  the  anterior  part  of  the  pelvis  after  symphysiotomy, 
especially  during  the  extraction  of  the  fetus,  and  advised  slow 
delivery  by  downward  pressure  in  order  to  protect  the  tissues 
deprived  of  their  osseous  support,  suggesting  manipulation  simi- 
lar to  that  employed  for  the  preservation  of  the  perineum,  and 
recommending,  in  cases  of  great  tension,  bilateral  episiotomy. 
Chrobak  considered  the  liability  of  the  wounds  of  the  soft 
tissues  to  infection  the  greatest  danger  of  the  operation,  and  in 
order  to  avoid  this  risk  suggested  that  one  operator  should  make 
the  pubic  section  and  another  operator  should  extract  the  child. 
The  pelvic  bandage  was  thought  unnecessary^  by  Ilerzfeld. 
who  maintained  that  pressure  sufficient  to  secure  immobility  of 
the  hip  bones  would  not  be  tolerated  by  the  patient.  Prof. 
Braun  agreed  with  Koffer  in  the  advantage  of  silver  wire  in 
uniting  the  periosteal  surfaces  of  the  separated  pubic  bones. 

I  have  drawn  the  following  conclusions  from  the  study  of  my 
three  symphysiotomies : 

1.  The  importance  of  following  the  rule  given  by  Caruso, 
limiting  the  operation  to  pelves  with  the  con  jugata  vera  between 
sixty-seven  and  eighty-one  millimetres. 

2.  The  advantage  of  an  early  operation,  before  the  exhaustion 
of  the  mother  and  the  danger  to  the  child's  life  demand  a  rapid 
delivery.  If  symphysiotomy  be  performed  early  in  the  labor 
the  patient  may  be  allowed  to  deliver  herself,  thus  avoiding  the 
mutilation  of  the  soft  tissues  from  the  sudden  strain  to  which 
they  must  be  subjected  in  any  extraction,  however  slowly  and 
carefully  performed. 

3.  The  necessity  of  thorough  drainage  of  the  wound. 
1229  Walkut  street. 
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In  an  age  when  there  is  so  much  specialism  we  are  apt  to 
forget  that  pathological  processes  are  the  same  in  their  essence 
in  all  tissues,  modified  only  by  the  varpng  functions  and  the 
anatomical  structure  of  each  organ ;  that  the  course  of  inflam- 
mation is  the  same  in  whatever  part  of  the  body  it  occurs ;  and. 
that  the  same  essential  surgical  principles  must  guide  the  gene- 
ral surgeon  and  the  gynecologist.  The  student  is  apt  to  feel^ 
when  he  opens  a  book  on  gynecology,  that  he  is  entering  on  some 
absolutely  new  subject,  and  that  what  he  has  already  learned  in 
general  pathology,  and  the  principles  he  has  been  taught  as  lying 
at  the  root  of  all  good  surgery,  will  here  fail  him.  And  certainly, 
till  very  lately,  text  books  seemed  to  foster  such  a  feeling. 
Gynecological  nomenclature  is  sufficiently  perplexing,  and.  to  the 
beginner  at  least,  strikes  confusion  by  its  multiplicity  of  names  ; 
and  Avorse  than  its  names  is  its  terrible  etiology,  of  which  so 
much  is  so  mysterious  and  so  intangible. 

Later  text  books,  however,  notably  those  of  Pozzi  on  gene- 
ral gynecology  and  of  Bland  Sutton  on  "  Diseases  of  the  Ovaries 
and  Tubes,"  are  doing  much  to  lessen  the  mystery,  to  reject  the 
doubtful  and  imagmary,  and  to  substitute  a  fairly  definite  path- 
ology, and  treatment  on  ordinary  surgical  lines,  for  a  morbid 
anatomy  as  trackless  as  the  prairie,  and  treatment  savoring  of 
shotgun  prescriptions  and  empiricism. 

This  change  is  part  of  that  tide  of  progress  that  is  affecting  so 
perceptibly  the  whole  domain  of  medicine.  It  is  the  outcome 
of  an  increasingly  accurate  physiology  and  pathology,  and  knowl- 
edge of  what  can  and  what  cannot  be  done  by  drugs  and  by  sur- 
gical agents.  As  our  knowledge  of  the  pathological  course  of  a 
disease  increases,  as  our  methods  of  diagnosis  become  more  accu- 

'  Read  before  the  Texas  State  Medical  Association,  1893. 
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rate  and  our  estimate  of  what  can  and  what  cannot  be  done  by 
each  drug  is  mora  exact,  we  cease  to  pour  all  the  drugs  of  the 
pharmacopeia  into  our  patients,  on  the  principle  that  some  one  is 
sure  to  do  him  good,  and,  having  defined  as  clearly  as  possible 
the  result  we  wish  to  attain,  use  only  that  drug  which  will  pro- 
duce that  specific  effect.  So  in  our  schools  the  most  advanced 
physicians  give  tlie  simplest  prescriptions. 

And  so,  too,  in  gynecology,  the  immense  knowledge  gained 
in  late  years  by  the  careful  examination  of  pathological  speci- 
mens removed  in  operation,  and  the  invaluable  lessons  of  the 
post-mortem  room,  are  slowly  putting  what  was  till  lately  en- 
veloped in  mystery  on  a  sound  pathological  basis.  It  has  thus 
become  possible  with  modern  methods  of  diagnosis,  and  espe- 
cially the  skilful  bimanual,  to  form  a  fairly  good  mental  picture 
of  what  is  the  diseased  condition  and  its  probable  progress,  and 
thus  to  formulate  definitely  what  one  wishes  to  do  in  the  matter 
of  treatment.  And  here  let  us  record  a  feeling  of  gratitude  to 
those  careful,  painstaking  workers  who  have  not  been  content 
with  performing  brilliant  operations,  but  have  turned  the  search 
light  of  modern  pathology  on  their  specimens  and  have  de- 
scribed and  figured  what  they  have  found.  Pathology  is  a 
modern  branch  of  medical  science,  and  the  combined  surgeon 
and  pathologist  a  still  more  modern  product ;  let  us  all  remem- 
ber that  the  microscope  and  post-mortem  observations  will  throw 
more  light  than  anything  else  on  what  we  see  by  the  bedside. 

It  has  seemed  to  me  that  some  time  might  not  be  unprotitably 
spent  in  drawing  analogies  between  surgical  pathological  pro- 
cesses in  the  pelric  cellular  tissue  and  in  that  of  regions  acces- 
siljle  to  eye  and  touch,  and  in  studying  some  lessons  on  pelvic 
peritonitis  which  the  post-mortem  room  seems  to  teach. 

Pelvic  Cellulitis. — All  sound  pathological  reasoning  must 
depend  on  sound  anatomy,  so  let  us  glance  at  the  anatomy  of  the 
pelvic  cellular  tissue.  The  cellular  area  of  the  pelvis  is  shut  off 
from  the  perineum  by  the  pelvic  fascia.  This  strong  aponeuro- 
sis is  attached  to  the  pelvic  wall  between  the  pelvic  bones  and 
bodies  of  the  ischia,  along  that  thickening  of  the  obturator 
fascia  known  as  the  white  line.  From  this  it  passes  as  a  con- 
tinuous sheet  over  the  levator  ani  and  coccygeus  to  the  vagina 
in  front  and  rectum  and  coccyx  behind.  Behind  the  pubic  sym- 
physis it  is  closely  blended  with  the  vaginal  orifice  under  the 
name  of  the  trianofular  liijament.     All  inflammatorv  exudation 
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connected  with  the  female  genitals  above  the  vulva  takes  place 
above  this  strong  fascia;  and  as,  in  a  septic  wound  of  the  palm 
of  the  hand,  the  exuded  serum  or  lymph  is  forced  to  find  accom- 
modation on  the  back  of  the  hand  by  the  strong  palmar  fascia 
and  the  way  in  which  the  skin  is  bound  to  it,  so  the  pelvic  fascia 
forces  the  exuded  fluids  in  septic  wounds  of  the  deeper  genitals 
to  find  accommodation  in  the  loose  tissue  above  it  about  to  be 
described. 

The  celhilar  area  of  the  pelvis  is  limited  above  by  the  perito- 
neum, and  it  is  this  cellular  tissue  which  makes  it  possible  to 
strip  the  peritoneum  so  easily  off  the  abdominal  parietes.  From 
the  whole  of  the  pelvis  the  peritoneum  may  be  stripped  readily, 
except  along  tlie  middle  line.  The  peritoneum  cannot  be  readily 
stripped  from  the  anterior  surface  and  sides  of  the  rectum, from 
the  upper  half  or  more  of  the  vagina,  from  the  whole  posterior 
surface  of  the  uterus,  its  fundus  and  anterior  surface  as  low  as 
the  level  of  the  internal  os,  and  from  the  posterior  surface  of 
the  bladder.  Thus  the  cellular  areas  on  the  two  sides  of  the 
l^elvis  are  fairly  well  shut  off  from  each  other,  except  for  a  small 
tract  of  loose  tissue  between  the  cervix  uteri  and  the  bladder. 
The  tissue  between  the  bladder  and  pubes  is  partially  shut  off 
from  the  lateral  cellular  areas  by  the  attachment  of  the  pelvic 
fascia  to  the  sides  of  the  bladder.  Water  or  air  pumped  into 
this  cellular  tissue  separates  the  layers  of  the  broad  ligament, 
fills  up  that  side  of  the  pelvis,  and  may  rise  up  into  the  iliac 
fossa  ;  but  lias  a  special  tendency  to  travel  along  the  psoas  mus- 
cle, along  the  round  ligament  to  the  inguinal  region,  and  some- 
times along  the  obliterated  hypogastric  artery  and  urachus  to 
the  umbilicus.  It  has  little  tendency  to  pass  to  the  other  side 
of  the  pelvis.  Embedded  in  this  cellular  tissue,  and  especially 
between  the  layers  of  the  broad  ligament,  is  a  most  intricate 
network  of  arteries,  with  large  companion  veins  from  the  ute 
rus,  ovaries,  tubes,  and  vagina,  and  lymphatic  vessels  from  the 
same  organs  ;  while  lying  in  the  cellular  tissue  at  the  side  of  the 
pelvis  are  the  lymphatic  glands  which  receive  the  lymphatics 
from  the  upper  three-fourths  of  the  vagina  and  cervix  uteri, 
while  the  vulvar  and  lower  vaginal  lymphatics  enter  the  in- 
guinal glands,  and  those  of  the  body  of  the  uterus,  tubes,  and 
ovaries  pass  to  the  lumbar  glands  along  the  side  of  the  psoas 
muscle  and  front  of  the  quadratus  lumborum.  Keeping  the 
anatomy  of  the  parts  in  mind,  let  us  draw  a  surgical  analogy. 
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Think  of  the  clinical  course  of  a  septic  wound  of  the  palm  of 
the  hand.  The  palmar  tissues  being  closely  bound  together, 
exuded  serum  seeks  the  back  of  the  hand,  where  there  is  plenty 
of  loose  cellular  tissue  exactly  like  that  between  the  layers  of  the 
broad  ligament  and  at  the  sides  of  the  pelvis.  The  back  of  the 
hand  swells,  and,  if  the  process  continues,  even  coagulable  lymph 
finds  its  way  into  its  subcutaneous  and  intermuscular  planes. 
The  hand  and  fingers  are  quite  hard  to  the  touch,  pitting  only 
on  firm  pressure.  Xeglect  the  cause  of  the  irritation  and  a  dif- 
fuse abscess  forms,  burrowing  in  all  directions  and  requiring 
many  and  free  incisions,  and  all  from  a  jag  from  a  dirty  nail,  or 
a  prick  from  a  grouse  bone,  or  any  small  septic  focus.  But  re- 
move the  cause,  get  rid  of  the  septic  condition  of  the  original 
wound,  secure  free  drainage,  and  it  is  astonishing  how  soon  the 
swelling  disappears.  And  is  not  this  exactly  parallel  with  the 
clinical  course  of  what  we  have  long  diagnosed  as  pelvic  cellu- 
litis? Let  me  draw  a  clinical  picture  such  as  any  one  in  even  a 
small  gynecological  practice  must  be  very  familiar  with.  Ton 
are  called  to  see  a  patient  with  a  distinct  history  of  an  abortion, 
or  the  history  may  be  only  that  she  has  missed  a  week  and  then 
been  rather  profusely  unwell  (which  in  nine-tenths  of  cases 
means  an  abortion).  A  few  days  to  a  week  afterward  she  has  a 
rise  of  temperature,  severe  pelvic  pain,  especially  in  one  iliac 
region,  constipation,  perhaps  pain  on  micturition,  and  a  more 
or  less  malodorous  discharge.  Bimanual  examination  reveals  a 
large  mass  in  the  pelvis,  the  size  of  an  orange  or  larger,  pushing 
the  uterus  to  one  side  and  holding  it  fixed,  bulging  on  one  side 
of  the  rectum,  seldom  depressing  the  posterior  fornix.  If  you 
are  a  young  would-be  gynecologist  you  feel  very  despairing 
about  its  going  away,  and  expect  it  to  suppurate.  But  under 
rest,  hot  antiseptic  douches,  and  laxatives  it  all  clears  away  in  a 
marvellously  short  time,  leaves  your  patient  apparently  as  well 
as  before,  and  there  is  no  interruption  in  her  child-bearing.  Is  it 
necessary  to  suppose  that  there  was  accompanying  peritonitis, 
that  it  was  anything  more  than  a  cellulitis?  Laparatomists  say 
they  seldom  see  such  cases  when  operating — and  for  a  very 
good  reason,  because  they  seldom  call  for  operation  ;  and  they 
are  seldom  met  post  mortem,  because  they  do  not  end  fatally. 
But  they  have  been  met  with  on  both  the  operating  and  the 
post-mortem  table.*  Such  cases  have  been  diagnosed  as  uterine 
^  See  Pozzl,  "  Traite  de  Gynecologic,"  ed.  ii.,  p.  676.     Lewers,  Transactions 
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fibroids ;  electricity  has  been  used,  and  the  supposed  fibroid 
has  astonished  the  electrician  by  vanishing  utterly  in  a  few- 
weeks,  thus  riv^alling  the  results  of  Apostoli  and  Keith.  Such 
masses  are  as  hard  and  as  round  as  fibroids,  and  are  apparently 
continuous  M'itli  the  uterus,  or  separated  from  it  only  by  a 
groove,  and  often  the  history  alone  will  lead  to  a  correct  di- 
agnosis. 

If  the  condition  be  more  aggravated  coagulable  lymph  and 
leucocytes  take  the  place  of  serum,  and  a  certain  amount  of 
thickening  and  cicatricial  contraction  in  one  broad  ligament, 
drawing  the  cervix  uteri  to  the  side  in  which  the  exudation 
took  place,  remains  as  the  permanent  result  of  the  attack ;  and 
it  is  rare  that  one  examines  a  multiparous  woman  without  detect- 
ing some  old  trace  of  such  a  condition,  especially  in  association 
with  split  cervix. 

Etiology. — Onr  analogous  case  would  at  once  suggest  sepsis, 
and  only  sepsis;  and  clinical  experience  gives  the  same  result. 
Such  obscure  causes  as  exposure  to  cold  during  menstruation 
should  be  regarded  with  the  greatest  suspicion.  Thus  abortion, 
childbirth,  surgical  procedures  even  the  most  simple,  can  account 
for  most  cases;  and  obscurer  traumata,  about  which  histories 
cannot  be  got,  may  be  credited  M'ith  the  balance. 

Treatment. — Again  on  general  surgical  principles  the  indica- 
tions are,  first,  removal  of  the  cause;  second,  absolute  rest;  and 
we  know  that,  in  our  parallel  case,  if  we  incise  and  drain  the  palm 
wound  the  swelling  on  the  dorsum  will  soon  disappear.  In  our 
pelvic  case  the  septic  source  is  often  not  so  easily  defined;  but 
at  least  an  antiseptic  vaginal  douche  should  be  routine  treatment, 
and  if  there  be  any  reason  to  suspect  the  uterus  as  the  source  of 
septic  absorption,  then  an  iutra-uterine  douche,  and  curetting  if 
necessary,  are  among  the  indications. 

And  here  I  would  emphatically  insist  that  wherever  any 
surgical  measure,  even  the  most  simple,  is  undertaken  on  the 
genital  tract,  strict  antisepsis  is  necessary  as  a  means  of  pro- 
phylaxis, and  that  it  would  be  better  if  abortions  and  labors  were 
followed  by  the  skilled  use  of  the  antiseptic  vaginal  douche  and 
antiseptic  diapers. 

Xext  to  antisepsis  absolute  rest  is  essential  in  all  acute  cases, 
and  I  regard  proper  attention  to  the  bowels  as  an  element  in 

of  the  Obstetrical  Society  of  London,  1888,  vol.  xxx.,  p.  7.  Carter,  ibid.  Del- 
bet,  "  Des  Suppurations  pelviennes  chez  la  Femme,"  Paris,  1891,  p.  152. 
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that  rest.  The  presence  of  scybala  in  the  rectum  is  an  un- 
doubted source  of  irritation,  serving  to  maintain  pelvic  conges- 
tion ;  and  the  routine  use  of  salines,  especially  sulphate  of  mag- 
nesia, to  the  extent  of  producing  one  or  two  free,  semi-liquid 
motions  daily,  is  to  be  recommended,  and  acts  probably  partly  as 
a  derivative,  partly  by  keeping  the  rectum  free  from  hardened 
feces.  In  the  progressive  stage  of  the  inflammatory  process  hot 
abdominal  applications,  with  or  without  an  irritant  (I  prefer 
turpentine  stupes),  or  a  flj  blister,  give  distinct  relief,  acting  as 
a  counter-irritant  acts  in  any  deep  inflammation  ;  and,  to  promote 
absorption  after  the  progressive  stage  has  passed,  hot  douches,  in 
the  form  of  a  gallon  of  water  as  hot  as  can  be  borne,  twice  daily, 
the  patient  being  recumbent,  are  undoubtedly  valuable.  The 
question  of  intra-uterine  interference  must  depend  entirely  on 
a  careful  estimate  of  whether  or  not  it  contains  any  removable 
source  of  septic  absorption.  If  it  contains  septic  matter,  that 
undoubtedly  ought  to  be  removed.  Usually  the  intra-uterine 
douche,  the  cervix  being  dilated  if  necessary,  will  be  sufficient 
without  the  curette,  unless  there  be  any  retained  decidua. 

Pelvic  Abscess. — While  later  text  books  draw  attention  to  the 
pelvic  lymphatic  vessels  and  glands,  I  think  far  too  little  promi- 
nence is  given  to  the  role  they  play  in  pelvic  suppuration.  Of 
course  we  cannot  palpate  a  large  and  tender  gland  in  the  para- 
uterine space,  and  for  this  reason  we  are  very  apt  to  forget  its 
presence.  But  what  is  more  common  than  to  have  a  gland  in 
the  groin  or  axilla  suppurating  as  the  result  of  a  neglected  septic 
wound  of  foot  or  hand,  and  is  it  to  be  expected  that  the  pelvic 
glands  will  always  escape  in  vaginal  or  cervical  wounds?  Are 
those  who  would  describe  every  pelvic  abscess  as  of  peritonitic 
or  tubal  origin  not  neglecting  altogether  the  presence  of  these 
glands  and  the  usual  course  of  pathological  processes  in  septic 
conditions  ? 

As  the  result  of  the  palmar  wound  we  were  first  considering, 
diffuse  suppuration  of  the  cellular  tissue  all  over  the  hand,  or  a 
glandular  abscess  in  the  axilla, may  supervene;  and  would  it  not 
be  surprising  if,  as  a  result  of  a  cervical  tear  plus  sepsis,  suppu- 
ration of  the  cellular  tissue  of  the  pelvis  or  a  glandular  abscess 
did  not  occasionally  occur?  Suppose,  then,  that  such  an  abscess 
is  formed,  where  would  the  anatomy  of  the  parts  teach  us  to 
look  for  its  pointing?  Into  the  rectum,  vagina,  or  bladder  is 
possible,  and  cases  of  each  are  comparatively  common ;  it  may 
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travel  along  the  round  ligament  to  the  inguinal  canal  and  point 
above  Ponpart's  ligament;  along  the  obliterated  hypogastric  and 
point  at  the  umbilicus ;  or  through  the  great  sacro-sciatic  fora- 
men and  point  on  the  buttock.  I  have  private  notes  of  cases 
opening  respectively  through  the  vagina,  above  Poupart,  at  the 
umbilicus,  and  in  the  gluteal  region. 

The  treatment  of  suppuration  must  be  again  on  general 
principles.  AV^henever  you  have  distinct  evidence  of  pus,  get  at 
it  and  give  it  free  exit.  Free  incision  and  drainage  is  the  indi- 
cation as  soon  as  you  can  be  sure  of  your  diagnosis.  The  aspira- 
tor may  guide  you  in  finding  the  pus,  and  guide  your  scalpel  in 
incising.  Make  the  opening  where  it  points,  if  where  antisep- 
sis can  be  carried  out.  But  there  can  be  no  indication  for  open- 
ing the  abdomen  to  drain  an  ai)scess  which  can  be  drained  by 
the  vagina. 

Before  passing  to  pelvic  peritonitis  I  ought  to  mention  that 
the  constant  galvanic  current  appears  to  hasten  the  absorption 
of  pelvic  cellulitic  exudation. 

Pelvic  Peritonitis. — During  two  years  in  Edinburgh  I  re- 
moved the  pelvic  organs  in  every  post-mortem  examination  in 
the  Boyal  Intirmary  on  a  female  body  at  which  1  was  present, 
and  though  press  of  other  duties  prevented  my  working  up  the 
large  collection  of  valuable  material  thus  acquired,  yet  the  gene- 
ral examination  of  these  specimens  supported  the  conclusions 
1  would  draw  from  these  specimens  I  have  here  to  show  you. 
And  here  let  me  say  that  I  do  not  propose  to  deal  with  such 
causes  of  pelvic  peritonitis  as  pyosalpinx,  ovarian  and  paroopho- 
ritic tumors,  and  tubal  pregnancy  (under  which  class  I  would  in- 
clude at  least  most  cases  of  pelvic  hematoma  or  hematocele),  but 
rather  with  those  milder  cases  of  pelvic  peritonitis  which  one 
meets  with  so  commonly  in  the  post-mortem  or  consulting  room, 
and  which  are  not  so  clearly  demonstrable  as  due  to  a  definite 
cause. 

Case  1  is  the  pelvic  organs  of  a  patient  who  died  during 
sexual  maturity.  The  anterior  surface  of  the  uterus  and  broad 
ligaments  shows  nothing  pathological,  but  the  posterior  surface 
is  occupied  by  extensive  peritonitic  adhesions.  These  are  con- 
centrated round  each  ovary  and  tube  ;  and  though  the  tubes  are 
both  patulous,  yet  they  are  so  bound  down,  and  their  relations 
to  the  ovaries  so  altered,  that  pregnancy  would  seem  impossible. 
The  adhesions  to  the  rectum  are  less  marked  than  at  either  side. 
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but  are  such  as  to  produce  a  retroversion  of  the  uterus,  which 
rnioht  be  corrected,  but  it  would  be  difficult  to  maintain  the 
true  position. 

The  second  specimen  is  from  a  subject,  about  35  years  of  age, 
who  died  of  cancer  of  the  pancreas.  There  is  a  small  patch  of 
cervical  catarrh  (cervical  adenoma  of  Bland  Sutton).  The  an- 
terior surface  of  the  uterus  and  broad  ligaments  is  healthy  but 
for  one  or  two  small  spots  of  secondary  peritoneal  deposit  of 
cancer;  but  their  posterior  surface  shows  evidence  of  old  peri- 
tonitis, and  the  tubes,  ovaries,  and  rectum  are  so  bound  together 
by  old  adhesions  that  the  utero-rectal  pouch  of  peritoneum  is 
entirely  obliterated.  The  uterus  is  not  retroverted,  but  is  drawn 
back  as  a  whole,  maintaining  an  axis  in  relation  to  the  pelvis 
such  as  the  normal  uterus  would  occupy  when  the  bladder  is 
full.  There  is  no  distention  or  apparent  thickening  of  the 
tubes,  but  they  are  so  twisted  and  so  bound  to  the  ovaries  as  to 
be  undoubtedly  fimctionless.  Again,  though  the  adhesions  oc- 
cupy the  whole  recto-uterine  pouch,  they  seem  more  concen- 
trated round  the  ovaries  and  tubes. 

In  the  third  case,  from  a  negress  over  50  years  of  age  with  a 
syphilitic  history,  there  are  no  adhesions,  except  of  the  tubes  to 
the  ovaries;  but  both  tubes  are  so  adherent  to  their  ovaries  that 
their  abdominal  ostia  cannot  be  discovered,  and  sterility  must 
have  resulted.  This  specimen  is  specially  interesting  because 
the  vermiform  appendix  has  been  caught  in  the  inflammatory 
process  and  is  bound  down  to  the  right  tube,  thus  reminding 
one  that,  in  operating  upon  tubes  or  ovaries  on  the  right  side, 
one  might  readily  mistake  the  appendix  for  a  thick  band  and 
tear  or  cut  it  without  ligature,  with  serious  results. 

Case  4  is  from  a  nulliparous  woman  with  an  infra  vaginal 
cervix  hypertrophied  till  it  is  two  and  a  half  inches  long.  The 
body  of  the  uterus  presents  several  intramural  fibroids,  the 
largest  of  which  is  rather  larger  than  a  walnut.  There  are  one 
or  two  peritonitic  bands  joining  the  body  of  the  uterus  to  the 
bladder.  Both  tubes  are  tortuous,  thickened,  and  bound  to  their 
ovaries  so  as  completely  to  obscure  them.  The  omentum  is  ad- 
herent to  the  right  tube ;  the  posterior  surface  of  uterus  and 
tubes  is  adherent  to  the  rectum.  Again  the  adhesions  are  most 
concentrated  round  the  tubes  and  ovaries. 

From  these  specimens,  and  from  extended  post-mortem  experi- 
ence, I  feel  warranted  in  drawing  the  following  conclusions: 
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First,  that  pelvic  peritonitis  is  usually,  perhaps  always,  due 
to  the  spread  of  septic  or  infective  matter  from  the  tuhes.  The 
adhesions  are  always  concentrated  round  the  abdominal  ostia  of 
the  tubes,  and  practically  always  on  the  posterior  surface  of  the 
broad  ligaments.  If  the  irritant  spread,  as  it  is  often  stated  to 
do,  by  the  lymphatics  or  lymph  spaces  through  the  uterine  wall, 
or  from  a  previous  cellulitis  between  the  layers  of  the  broad 
ligament,  there  is  no  reason  why  peritonitis  should  not  be  as  fre- 
quent on  the  anterior  as  on  the  posterior  surface  of  the  uterus 
and  ligaments;  yet  it  is  nearly  always  confined  to  the  recto- 
uterine pouch.  There  is  usually  associated  with  peritonitic  ad- 
hesions some  evidence  of  there  having  been  a  salpingitis. 

The  many  ways  in  which  the  tubes  may  be  infected  certainly 
suggest  that  the  salpingitis  had  existed  before  and  probably 
caused  the  peritonitis.  It  is  much  easier  to  account  for  the 
almost  constant  involvement  of  both  sides  by  supposing  the 
condition  due  to  a  double  salpingitis  secondary  to  some  uterine 
infection. 

One  of  the  specimens  shows  the  tubes  to  be  both  pervious,  and 
their  mucous  membrane  under  the  microscope  is  apparently 
healthy ;  but  here  I  would  suggest  a  pathological  analogy.  In 
gonorrheal  epididymitis  in  the  male  we  have  two  distinct  types 
of  clinical  hiistory.  In  one  the  inflammatory  process  can  be 
traced  along  the  vas  deferens  to  the  epididymis,  pain  and  thick- 
ening being  first  felt  in  the  cord  and  then  travelling  downward ; 
and  this  seems  analogous  to  a  tubal  inflammation  followed  by 
a  peri-ovaritis.  In  the  other  type  the  epididymis  is  inflamed 
without  any  evidence  whatever  of  inflammation  of  the  vas;  yet 
undoubtedly  infection  spreads  to  the  epididymis  by  the  vas 
deferens,  there  being  no  other  route  possible. 

Xow,  may  it  not  be  that  in  some  cases  of  gonorrheal  perito- 
nitis the  uterus  and  tubes,  though  acting  as  the  channel  by  which 
infective  germs  have  spread,  yet  themselves  have  reacted  little 
to  thejr  presence  i  All  mucous  membranes  are  not  equally  vul- 
nerable by  the  gonococcus,  and,  further,  the  same  mucous  mem- 
brane is  not  at  all  times  equally  sensitive.  In  gonorrhea  in  the 
male  the  bladder,  prostate,  and  vesiculae  seminales  are  seldom 
invaded  ;  the  vas  deferens  may  escape  even  in  cases  where  the 
epididymis  is  involved  ;  the  conjunctiva  is  peculiarly  liable  to 
infection,  the  nasal  mucous  membrane  seldom  or  never.  And 
again,  if  the  urine  be  mild  and  kept  so,  the  inflammation  of  the 
21 
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urethra  will  be  slight  and  will  usually  run  a  mild  course ;  but 
concentrated,  irritating  urine  will  at  once  convert  a  slight  muco- 
purulent discharge  into  aa  abundant  purulent  one. 

So  in  the  female  it  is  the  urethra  that  suffers  most ;  vesical 
catarrh  even  then,  in  spite  of  the  shortness  and  wideness  of  the 
urethra,  is  infrequent ;  but  infection  of  Bartholin's  glands  is 
comparatively  common.  lam  strongly  inclined  to  think,  from 
an  extended  experience  in  the  female  venereal  wards  in  Edin- 
burgh while  house  surgeon  there,  that  gonorrheal  uterine  and 
tubal  infections  are  after  all  not  so  very  common  when  one  con- 
siders the  enormous  number  of  prostitutes  that  pass  through 
one's  hands  without  any  clinical  evidence  of  either.  Tubal 
abscess  is  rare.  In  six  months'  experience  in  wards  containing 
about  forty  beds,  I  saw  only  one  case  where  we  had  reason  to 
suspect  pyosalpinx  ;  and  while  I  think  mild,  semi-chronic  attacks 
of  peritonitis  (the  well-known  prostitutes'  colic)  are  common,  yet 
suppurative  peritonitis,  though  possible  and  always  to  be  guarded 
against,  occurs  in  a  very  small  percentage  of  the  actual  cases  of 
gonorrhea.  I  would  urge,  therefore,  that  though  in  post-mortem 
examination  of  cases  of  pelvic  peritonitis  we  may  find  occasion- 
ally no  evidence  of  disease  of  the  tubal  mucosa,  yet  there  is  no 
reason  to  suppose  that  the  tubes  have  not  been  the  vehicles  of 
infection. 

Only  one  of  our  specimens  shows  evidence  of  peritonitis  on 
the  anterior  surface  of  the  broad  ligaments,  and  in  it  there  are 
uterine  fibroids  ;  and  we  know  that  the  continued  pressure  of  a 
foreign  body  will  set  up  adhesive  peritonitis  without  the  pre- 
sence of  septic  matter.  Thus,  if  the  uterus  be  stitclied  to  the 
anterior  abdominal  wall  with  a  silk  suture,  though  the  perito- 
neum be  not  opened  for  the  purpose,  and  all  antiseptic  precau- 
tion be  taken,  it  will  adhere  to  it ;  and  I  have  no  doubt  that  in 
this  case  the  fibroids,  acting  as  foreign  bodies,  caused  the  ad- 
hesions. 

Secondly,  these  specimens  seem  further  to  suggest  the  conclu- 
sion i\i2ii  pelvic  ^peritonitis  will  usually  result  in  sterility  j  and 
this  would  furnish  another  argument  in  favor  of  the  existence  of 
pelvic  cellulitis  without  accompanying  peritonitis.  We  all  have 
experience  of  cases  of  pelvic  inflammation  followed  by  subse- 
quent pregnancies.  The  sterility  of  prostitutes  is  generally  be- 
lieved to  be  due  to  peritonitis. 

Thirdly,  the  frequency  of  old  pelvic  adhesions  discovered jpost 
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mortem  shows  that  such  cases  tend  to  run  a  mild  course  and  do 
not,  as  a  rule,  endanger  life ;  while  the  dense  adhesions  round 
such  a  sensitive  organ  as  the  ovarj'.  and  the  necessary  obstruc- 
tion to  the  Fallopian  tubes,  amply  explain  the  recurring  pelvic 
pain  so  common  and  so  distressing  in  patients  who  have  had  a 
psritonitic  attack.  Obstruction  to  a  mucous  canal  is  always  as- 
sociated with  great  pain.  Take,  for  example,  the  severe  pain 
associated  witli  an  obstructed  bile  duct  or  vermiform  appendix. 

Etiology. — Besides,  then,  tuberculous  and  cancerous  cases, 
dermoid  cysts,  tubal  pregnancy  and  pyosalpinx,  and  innocent 
tumors  causing  adhesive  peritonitis  by  pressure,  I  would  narrow 
down  the  etiology  of  pelvic  peritonitis  to : 

1.  Traumata,  including  -the  escape  of  fluids  used  surgically 
into  tlie  peritoneum. 

2.  The  spread  of  septic  or  infective  matter  by  way  of  the  Fal- 
lopian tubes. 

Para-uterine  cellulitis  may  coexist,  but  is  not  the  cause  of  peri- 
tonitis ;  rather  they  both  proceed  from  the  same  infected  condi- 
tion of  the  genital  tract. 

Exposure  to  cold  or  indiscretions  during  menstruation,  and 
simple  shock,  are  causes  which  rest  on  no  definite  pathological 
data,  and.  while  helping  us  occasionally  in  a  convenient  way  out 
of  a  difficulty,  should  be  regarded  wath  extreme  suspicion  as 
being  very  improbable  causes  of  pelvic  inflammation. 

It  might  be  well  here  to  call  attention  to  what  cannot  be  too 
often  insisted  upon.  For  a  long  time,  two  years  at  least,  after 
a  man  has  had  an  acute  attack  of  gonorrhea,  indiscretions  in 
diet  or  indulgence  in  alcohol  may  render  his  urine  irritating  and 
induce  a  slight  discharge,  and  this  discharge,  being  infective, 
may  be  communicated  to  the  female  and  be  the  starting  point 
of  chronic  pelvic  peritonitis.  Thus  the  convivialities  of  the 
marriage  feast  and  the  sexual  excitement  of  connubial  relations 
may  bring  back  a  discharge  in  the  bridegroom  which  soon  con- 
fines the  bride  to  her  couch  and  dooms  her  to  a  life  of  invalid- 
ism and  sterility,  and  their  female  friends  say,  "Poor  Mrs.  So- 
and-So  has  been  so  delicate  since  her  marriage." 

"With  regard  to  treatment  our  specimens  and  conclusions  as  to 
etiology  suggest  : 

1.  The  tendency,  in  all  but  those  acute  cases  which  pass 
quickly  into  general  peritonitis,  being  toward  cure  (but  for  the 
resulting  adhesions),  the  first  indication,  and  paramount  above 
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all  others,  is  absolute  rest,  the  bowels  being  kept  oj^eii  by  mild 
salines,  and  pain  relieved  by  hot  fomentations  or  turpentine 
stupes.  Opium  and  antipyretics,  as  tending  to  cloak  the  symp- 
toms, should  not  be  given  where  they  can  be  avoided. 

2.  As  it  is  impossible  by  intra-uterine  treatment  to  reach  in- 
fected tubes,  and  all  attempts  at  treatment  of  the  uterine  mu- 
cosa will  so  disturb  the  parts  as  to  increase  the  local  inflam- 
mation, nothing  further  than  a  mild  antiseptic  vaginal  donche 
should  be  used,  unless  there  be  some  very  definite  septic  condi- 
tion of  the  uterus  to  be  got  rid  of.  Curetting  will  usually  do 
harm  instead  of  good. 

3.  Old  adhesions  matting  together  ovaries  and  tubes,  and  giv- 
ing rise  to  pelvic  pain,  cannot  be  affected  by  medicinal  reme- 
dies, other  than  those  which  keep  the  bowels  slightly  loose  and 
improve  the  general  health. 

4.  Means  tending  to  affect  the  local  circulation  may  favor 
partial  absorption  of  inflammatory  material  and  lessen  passive 
congestion.  Thus  hot  vaginal  douches,  glycerin  taujpons,  and 
iodine  applied  to  the  vaginal  roof  may  be  beneflcial. 

5.  The  natural  condition  of  the  uterus,  tubes,  and  ovaries  is 
one  where  free  movement  is  permitted.  They  should  lie  for- 
ward close  to  the  bladder,  so  that  an  air  cushion,  formed  by  the 
air-containing  coils  of  ileum,  may  separate  them  from  the  rec- 
tum and  its  solid  fecal  contents;  and  where  uterus  and  appen- 
dages are  bound  down  by  adhesions  and  pelvic  pain  results, 
then,  when  all  acute  symptoms  have  entirely  disappeared,  pelvic 
massage  may  aid  in  stretching  tight  peritonitic  bands  and  pro- 
moting mobility  of  the  fixed  parts,  just  as  massage  is  indicated 
in  the  treatment  of  a  joint  stiff  from  the  adhesions  that  result 
from  a  sprain  or  synovitis. 
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In    1890    Prof.    H.    F.  Formad  (a    coroner's    physician  of 
Philadelphia)  presented  me  with  thirty -five  specimens  of  tubal 
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tumors,  all  of  which,  as  he  supposed,  were  cases  of  tubal  preg- 
nancy, and  had  been  remov^ed  by  him  post  mortem  from  women 
who  had  died  suddenly.  These  were  selected  specimens  of 
tubal  tumors  from  the  autopsies  of  over  three  thousand  adult 
women.  On  examination  some  of  the  specimens  were  found  to 
be  decomposed  to  such  a  degree  that  they  could  not  be  utilized 
for  microscopical  research.  The  others  I  carefully  preserved 
and  mounted,  in  order  to  study  the  morbid  changes  taking  place 
in  the  walls  of  the  Fallopian  tube  in  consequence  of  tubal  preg- 
nancy. Three  of  the  cases,  out  of  those  available  for  careful 
microscopical  stud}',  much  to  my  surprise  have  proven  to  be 
malignant  tumors  of  the  tube  wall,  and  not  tubal  pregnancies  as 
diagnosed  at  the  post-mortem  examination.  Since  all  the  speci- 
mens were  obtained  from  women  who  had  died  suddenly,  and 
during  whose  life  no  diagnosis  had  been  established,  it  is  rea- 
sonable to  presume  in  each  instance  that  large  intraperitoneal 
hemorrhage  was  the  cause  of  death  in  all  the  cases  of  tubal 
pregnancy,  as  also  in  those  cases  in  which  the  malignant  Fallo- 
pian tumors  were  found. 

The  truth  of  this  assumption  is  established  by  the  facts  re- 
vealed upon  a  careful  microscopical  examination  of  the  three 
specimens  of  malignant  tumors.  A  clot  of  blood  was  found 
attached  to  the  ruptured  portion  of  the  tube  wall,  and  with  the 
microscope  partial  hemorrhagic  infarction  could  be  seen  in  the 
tissues  of  the.  tumors. 

In  1890  Prof.  Formad  published  in  the  fifteenth  volume  of 
the  Transactions  of  the  Pathological  Society  of  Philadelphia 
a  report  of  these  thirty-five  cases,  with  a  photo-illustration  of 
one  case,  entitled  "  Hematocele  of  tube,  result  of  ectopic 
pregnancy,"  \vhich  he  surmised  to  be  a  tubal  pregnancy.  I  am 
inclined  to  believe,  from  the  gross  anatomical  aspect  of  the 
tumor,  that  this  is  an  illustration  representing  one  of  the  ma- 
lignant sarcomata  under  consideration.  There  is,  however,  no 
possibility  of  ascertaining  definitely  the  facts  in  regard  to  this 
supposition,  but  the  macroscopical  appearance  therein  presented 
suggests  this  hypothesis. 

To  explain  the  cause  of  the  fatal  hemorrhage  it  is  only  nec- 
essary to  take  into  consideration  the  following  facts. 

It  is  highly  probable  that  with  the  advancing  growth  of  these 
tumors  the  large  blood  vessels  located  near  the  peritoneal  cover- 
ing of  the  tubes  have  been  encroached  upon   and  their  walls 
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transformed  into  the  m3'eloid  tissue  of  which  the  several  tumors 
are  composed.  They  have,  therefore,  become  dilated  or  have  been 
rendered  brittle  and  more  liable  to  rupture.  After  a  time  they 
could  no  longer  resist  the  intravascular  pressure  and  have  given 
way,  thus  causing  a  fatal  intraperitoneal  hemorrhage.  After  a 
careful  examination  and  study  of  these  tumors  with  the  micro- 
scope, I  am  justified  in  announcing  them  to  be  sarcomata  of 
three  different  types.  According  to  Yirchow's  nomenclature, 
one  of  the  tumors  would  be  termed  a  large  "round-celled" 
sarcoma;  the  second,  a  large  ''spindle-celled"  sarcoma  com- 
bined with  "  net-celled  "  sarcoma  ;  and  the  third,  a  '•  melanotic 
or  pigmented  "  sarcoma. 

Yirchow  was  the  first  pathologist  to  attach  a  definite  meaning 
to  the  term  sarcoma,  and  this  definition  is  now  generally  rec- 
ognized and  adopted  by  his  followers.  He  differentiated  the 
various  forms  of  sarcoma  from  each  other  and  from  carcinoma, 
and  proved  them  to  be  connective-tissue  formations,  in  contra- 
distinction to  cancer,  which  is  an  epithelial  formation.  He  in- 
cluded under  sarcomata  all  those  new  formations  which  consist 
of  some  modification  of  embryonal  connective  tissue.  The  term 
sarcoma,  as  applied  to  these  tumors,  is  unquestionably  a  misnomer, 
since  in  its  literal  translation  it  signifies  a  fleshy  tumor.  The 
term  myeloma,  which  was  first  suggested  by  an  American  author 
to  designate  tumors  of  this  type,  should  be  universally  adopted, 
and  the  term  sarcoma  dropj^ed  from  pathological  terminology. 
"While  it  is  true  that  the  term  myeloma  has  been  utilized  by 
pathologists  generally  to  designate  that  form  of  sarcomatous  tu- 
mor originating  in  the  medullary  cavity  or  the  cancellous  tissue 
of  the  long  bones,  yet  it  would  be  a  simple  broadening  of  its 
signification  to  include  under  the  head  all  the  different  varieties 
of  sarcoma,  which,  pathologically  considered,  are  really  com- 
posed of  connective  tissue  in  an  embryonal  or  medullary  condi- 
tion. I  wish,  therefore,  to  emphasize  the  statement  that  the 
name  myeloma,  or  medullary  tumor,  is  in  this  writing  used  syn- 
onymously with  sarcoma. 

All  neoplasms  of  the  Fallopian  tube  are  extremely  rare  ; 
therefore  it  is  not  surprising  that  up  to  the  present  time  only 
one  or  at  most  two  cases  of  undoubted  tubal  myeloma  have 
been  reported. 

Dr.  J.  E.  Janvrin  '  described  a  case  of  "  myxo-sarcoma  of  the 
'  Annals  of  Gynecology,  vol.  ii.,  No.  8,  1889. 
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tube,"  and  concerning  the  literature  of  the  subject  makes  the 
following  statement : 

"Coe^says,  'There  is  no  authentic  case  of  sarcoma  of  the 
Fallopian  tube  on  record.'  He  further  says,  'Sanger  reports 
a  case  of  so-called  primary  sarcoma  of  the  tubes,''  which  he 
(Sanger)  affirms  is  the  only  one  on  record.'  Coe  doubts  the 
correctness  of  the  diagnosis."  Janvrin  concludes  his  article  with 
the  following  words:  ''The  report  of  the  examination  of  the 
specimen  made  by  Dr.  "Wm.  H.  Porter,  pathologist  to  the  Post- 
Graduate  School  of  Medicine,  after  going  into  a  very  careful 
and  detailed  description,  concludes  as  follows :  '  The  general 
histological  construction  of  this  newly  developed  tissue  would 
argue  against  its  being  classed  as  an  inflammatory  growth,  but 
would  place  it  among  the  mixed  connective-tissue  growths. 
Owing  to  the  large  variety  of  histological  elements  found,  it  is 
impossible  to  give  it  any  single  name  which  will  in  any  adequate 
manner  express  the  condition.  It  may  well  be  classed  under 
one  of  two  headings  :  either  as  a  composite  fibro-sarcoma  or  as  a 
composite  myxo-sarcoma,  the  latter  being  the  more  accurate  of 
the  two.' " 

Case  I.  Gloljo-myeloma  (large  round-celled  sarcoma). — The 
tumor  replacing  the  constituent  elements  of  the  tubal  tissue  is 
composed  of  protoplasmic  bodies,  the  majority  of  which  are  of 
a  prevailingly  large  size.  These  bodies  contain  large  nuclei  and 
are  coarsely  granular.  "We  see  scattered  among  them  granules 
and  lumps  of  matter  of  a  high  refracting  power,  but  lacking 
in  definite  structure.  These  latter  lumps  may  be  looked  upon 
as  the  outgrowth  of  the  living  matter,  from  which  will  be  de- 
veloped subsequently  the  above-described  nucleated  elements. 
The  protoplasmic  bodies  in  many  places,  as  shown  in  the  sec- 
tion, are  densely  crowded,  and  at  these  points  are  very  nearly 
of  a  uniform  size.  I  have  selected  for  illustration  a  portion  of 
the  section  where  are  shown  the  large  nucleated  bodies  distrib- 
uted in  an  irregular  manner  throughout  a  held  of  indifferent 
protoplasm  ;  and  the  different  stages  of  the  process  of  develop- 
ment from  the  living  matter  into  the  granular  lumps,  and  ulti- 
mately the  nucleated  granular  bodies  or  myeloma  corpuscles,  can 
here  be  discerned  by  a  diligent  study  of  the  specimen  (see 
Fig.  1). 

'  "American  System  of  Gynecology,"  vol.  ii.,  p.  894. 
^  Centralblat  fur  Gynakologie,  xxxvii.,  1886, 


32S 


JOXES  :    THREE    CASES   OF   MYELOMA   (siCRCOMA) 


The  portiou  of  the  specimen  shown  in  the  figure  is  also  avail- 
able for  settling  another  important  question — viz.,  what  is  the 
extent  of  the  vascular^supplj  of  the  tumor?  The  tumor,  during 
the  life  of  the  patient,  was  but  scantily  provided  with  blood  ves- 
sels, and  these  were  mainly  of  the  capillary  type.  The  newly 
formed  capillaries  attract  our  notice  by  their  unusual  size  and 
wide  calibres,  bounded  at  the  sides  by  large  and  irregular  endo- 
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Fig.  1. — Globo-myeloma  of  Fallopian  tube,  x  600.  M,  M,  myeloma  corpuscles  of 
varying  sizes,  coarsely  granular  or  homogeneous,  embedded  in  a  finely  granular  proto- 
plasm ;  C,  newly  formed  capillary  blood  vessel,  lined  by  large  and  irregular  endothelia  ; 
O,  previous  blood  vessels  obliterated  and  transformed  into  myeloma  tissues. 

thelia.  Many  tracts,  composed  of  densely  packed  myeloid  cor- 
puscles traversing  the  tumor  in  different  directions,  can  be  seen, 
and  are  undoubtedly  the  remnants  of  previous  blood  vessels 
which  have  become  obliterated  and  transformed  into  solid  tracts 
of  embryonal  tissue. '  This  assertion  is  based  upon  the  fact  tliat 
there  may  still  be  seen  tracts  containing  vestiges  of  the  walls  of 
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capillary  vessels,  exhibiting  an  outgrowth  of  the  bordering  en- 
dothelia,  undergoing  a  transformation  into  myeloma  corpuscles. 
Owing  to  its  scanty  vascular  supply  this  tumor  belongs  to  the 
variety  of  sarcoma  termed  by  older  authors  encephaloid  from 
its  brain-like  appearance.  Considerable  interest  attaches  to  the 
changes  which  are  taking  place  in  the  bundles  of  smooth  mus- 
cle fibres  which  traverse  the  tumor  in  longitudinal  and  trans- 


FiG.  2.— Transformation  of  smooth  muscle  tissue  into  myeloma  tissue,  x  600.  S,  S, 
spindles  of  smooth  muscle  fibres  in  a  beginning  proliferation  ;  A,  A,  advanced  prolifera- 
tion, shown  by  the  appearance  of  coarsely  granular  lumps  within  the  spindles :  B,  B, 
breaking-up  of  spindles  into  myeloma  corpuscles;  M,  M,  accomplished  formation  of  mye- 
lomatous  tissue. 

verse  directions.     These  obviously  are  tlie  remnants  of  the  mus- 
cle bundles  found  in  the  tube  wall  (see  Fig.  2). 

Here  we  are  able  to  trace  the  o-radual  chang^e  of  the  original 

O  O  cT" 

muscle  spindles  into  myeloma   corpuscles.     We  observe,  first, 
that  the  spindle  becomes  coarsely  granular,  and  there  appear 
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within  its  interior  solid  or  coarsely  granular  himps  of  proto- 
plasm. Accompanying  this  change  there  is  a  simnltaneous 
enormous  increase  in  the  size  of  the  spindles.  Xext,  the  lumps 
in  the  spindles  are  enlarged  and  arranged  in  chains  or  rows  in 
the  interior  of  the  spindles,  without  the  occurrence  of  a  notice- 
able change  in  the  shape  of  the  spindle  itself.  At  a  more  ad- 
vanced stage  the  spindles  break  up  into  chains  or  rows  of  dis- 


p2 


pi 
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Fig.  3.— Transformation  of  fat  tissue  into  myeloma  tissue,  x  600.  F,  F,  fat  globules, 
from  which  the  fatty  matter  has  been  extracted  by  ether  in  the  process  of  embedding  in 
eelloidin;  P',  beginning  transformation  of  fat  into  protoplasm;  P^,  advanced  transfor- 
mation of  fat  into  protoplasm  ;  M,  M,  elements  of  globo-myeloma  ;  C,  capillary  blood 
vessel. 


tinct  protoplasmic  bodies,  many  of  which  still  remain  conical, 
thus  indicating  that  they  took  their  origin  from  previous  muscle 
spindles.  As  the  final  step  of  the  transformation  we  see  that 
large,  well-formed,  nucleated,  protoplaspiic  bodies  have  made 
their  appearance,  such  as  we  may  consider  to  be   typical  ele- 
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ments  of  a  myeloid  tumor.  Throughout  all  the  phases  of  their 
development  the  union  of  the  tissue  elements  is  established  by 
means  of  delicate  conical  threads  which  traverse  the  narrow 
cement  substance  between  the  enlarged  spindles,  or  connect  the 
lumps  or  pieces  of  protoplasm  which  have  originated  by  a  split- 
ting-up  of  the  muscle  spindles,  and  these  same  conical  threads 
serve  to  interconnect  the  completely  formed  myeloma  corpus- 
cles. 

Another  feature  of  considerable  biological  interest  which  is 
to  be  observed  in  another  section  is  the  change  of  the  tumor 
which  is  taking  place  at  the  periphery  of  the  tube,  where,  in 
the  normal  condition,  there  is  more  or  less  subj^eritoneal  fat 
tissue  present  (see  Fig.  3).  In  the  section  under  observation 
(see  Fig.  3),  at  certain  points  the  site  of  former  globules  is  eas- 
ily recognizable  as  large,  empty,  and  more  or  less  globular 
spaces,  from  which,  in  many  instances,  the  fatty  matter  has  been 
extracted  (by  the  preparatory  treatment  of  the  specimen  with 
ether)  in  the  process  of  hardening  and  embedding  in  celloidin 
for  cutting  the  section.  The  capsule  of  these  fat  globules  is,  in 
many  parts  of  the  specimen,  still  recognizable,  although  the  nu- 
clei of  the  corpuscles  themselves  are  everywhere  transformed 
into  myeloma  corpuscles.  Many  of  the  fat  globules,  however, 
have  not  been  emptied,  but  are  now  filled  with  well-formed  pro- 
toplasmic bodies,  representing  the  various  stages  of  develop- 
ment of  the  myeloma  tissue  from  fat  globules.  The  appear- 
ance here  presented  indicates  with  great  exactness  that  the 
protoplasmic  bodies  have  developed  in  situ  by  a  direct  transfor- 
mation of  the  living  matter  of  the  myxomatous  fatty  tissue. 

Returning  to  the  examination  of  our  section,  we  notice  first, 
in  one  portion  of  the  specimen,  that  the  fatty  capsule  is  filled 
with  protoplasmic  masses  finely  granular  in  character  and  but 
verj"  faintly  stained  with  the  carmine  coloring  matter.  At  a 
more  advanced  stage  globular  bodies  begin  to  appear  in  the  in- 
terior of  the  protoplasmic  masses,  many  of  which  are  supplied 
with  nuclei.  Each  one  of  these  bodies  may  develop  into  a  dis- 
tinct myeloma  element.  When  the  ultimate  stage  of  its  de- 
velopment is  reached,  the  indistinct  capsule  is  the  only  remain- 
ing vestige  to  indicate  the  previous  existence  of  a  fat  globule. 
I  wish  to  lay  particular  stress  upon  this  mode  of  transformation 
of  the  fat  globules  into  myeloma  corpuscles,  for  quite  recently 
German  writers  have  noted  similar  changes  occurring  in  the  fat 
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globules  during  the  progress  of  inflammation.  It  is  more  espe- 
cially P.  Grawitz,  of  Greifswald,  and  his  pupils  who  claim  a 
direct  transformation  of  the  fat  globules  into  a  number  of  pro- 
toplasmic bodies,  termed  by  them  "  slumbering  cells."  Gra- 
witz can  hardly  claim  priority  for  this  observation,  for  the  same 
change  was  observed  and  recorded  by  an  American  writer  more 
than  ten  years  ago. 


Fig.  4  —Transformation  of  wall  of  artery  into  myeloma,  x  600.  C,  calibre  of  artery; 
E,  endothelia  transformed  into  a  protoplasmic  layer  ;  M,  M,  smooth  muscle  fibres  in  trans- 
formation into  myeloma  corpuscles  ;  P,  P,  protoplasmic  layers  with  irregularly  scattered 
nuclei ;  S,  spindles  .sprung  from  adventitia  ;  A,  adventitia  unchanged;  R,  remnants  of  ad- 
ventitia. 

In  order  to  understand  and  explain  the  cause  of  the  fatal 
hemorrhage  occurring  during  the  rapid  growth  of  the  myelo- 
ma, it  occurred  to  me  that  it  would  be  necessary  to  observe  and 
trace  the  changes  effected  in  the  walls  of  the  blood  vessels,  more 
especially  the  arteries,  by  the  progress  and  development  of  the 
myeloid  tumor.     (Such  changes  are  illustrated  in  Fig.  4.) 
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In  this  specimen  it  will  be  observed  that  the  site  of  a  pre- 
vionsly  existing  artery  may  still  be  recognized  by  tlie  space  cor- 
responding to  its  calibre,  bordered  by  endothelia  and  the  ele- 
ments of  the  artery  wall,  which  are  now  much  changed  from 
their  normal  appearance.  The  most  prononnced  alterations 
which  I  have  observed  are  to  be  seen  in  the  middle  or  mnscle 
coat  of  the  artery.  The  changes  are  the  same  as  those  which 
have  been  above  described  as  occurring  in  the  smooth  mus- 
cle fibres  of  the  tubal  wall.  The  spindles  become  enlarged, 
coarsely  graunlar,  rows  of  protoplasmic  lumps  appear  within 
the  spindles,  and  they  ultimately  break  up  into  at  first  conical 
and  afterward  globular,  nucleated  elements,  and  these  un- 
doubtedly belong  to  the  type  of  myeloid  elements  which  con- 
stitutes the  main  mass  of  the  tumor.  Portions  of  the  adventitia 
or  connective-tissue  coat  have  escaped  the  general  transfor- 
mation into  myeloma,  though  the  greater  bulk  of  the  artery 
wall  is  involved  and  has  been  transformed  by  such  changes.  It 
is  easy  to  comprehend  that  by  the  transformation  of  the  con- 
stituent elements  of  an  artery  into  myeloma  its  wall  is  rendered 
brittle  and  unfit  to  resist  the  intravascular  pressure.  Atagiven 
moment  the  pressure  of  the  blood,  to  which  the  arterial  wall  is 
still  subjected,  becomes  too  great  and  it  gives  way.  I  do  not 
hesitate  to  attribute  fatal  hemorrhages  in  sarcoma  of  the  tube 
to  the  degenerate  changes  just  described  as  occurring  in  the 
walls  of  larger  arteries. 

Case  II.  Spindle  Myeloma  (large  spindle-celled  sarcoma  of 
Yirchow). — The  tumor  consists  mainly  of  spindles,  both  in  lon- 
gitudinal and  transverse  sections.  Portions  of  the  tumor  ap- 
pear to  be  composed  of  single  spindles,  or  small  bundles  of 
spindles  united  in  a  reticular  arrangement.  The  tumor,  there- 
fore, is  a  combination  of  Yirchow's  "  large-celled  sarcoma  "  and 
"net-celled  sarcoma."  According  to  the  new  nomenclature  its 
title,  therefore,  would  be  spindle  myeloma  combined  with 
spindled  net  myeloma.  In  looking  at  a  section  with  low  powers 
of  the  microscope  we  recognize  spindles  of  varying  sizes,  either 
so  closely  packed  together  that  only  a  narrow  interstice  exists 
between  the  spindles,  or  we  see  groups  of  spindles  separated 
from  one  another  by  somewhat  broader  fields  of  ind liferent 
protoplasm;  in  the  centre  of  these  fields  are  grouped  clusters 
of  protoplasmic  bodies,  which  are  well  shown  in  Fig.  5. 

In  this  figure  there  is  also    represented  a  transition   stage 
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from  the  simple  spindle  myeloma  into  the  spindle  net  myeloma. 
This  transition  is  brought  about  by  an  inosculation  or  anasto- 
mosis of  the  spindles  at  their  pointed  ends.  In  this  way  a  com- 
paratively coarse-meshed  network  of  spindles  is  formed.  Fill- 
ing in  the  rhomboidal-shaped  meshes  of  the  network  we  see  a 
goodly  amount  of  indifferent  protoplasm,  wdth  here  and  there 
interspersed  clusters  of  protoplasmic  bodies.     The  type  of  the 


Fig.  5.— Spindle-  and  myxo-myeloma  of  the  tube. 
M,  M,  myxo-myeloma;  C,  capillary  blood  vessel. 


X  300.     S,  S,  spindle  myeloma  ; 


spindles  and  their  peculiar  arrangement  throughout  the  tumor 
exclude  the  possibility  of  their  being  mistaken  for  smooth 
muscle  fibres  of  the  tube  wall.  Neither  is  there  a  possibility 
of  falling  into  the  error  of  not  differentiating  the  appearance 
here  presented  from  an  interstitial  inflammatory  process  so  fre- 
quently found  in  the  tube  wall.  The  difference  between  muscle 
spindles  and  the  spindles  building  up  our  myeloma  is  best  illus- 
trated with  higher  powers  of  the  microscope  (see  Fig.  6). 
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In  the  first  place,  we  observe  that  the  spindles  exhibit  a  great 
variety  in  their  length  and  breadth,  that  they  follow  a  pretty 
straight  course,  with  a  parallel  arrangement  of  the  individual 
spindles  of  each  separate  Inmdle.  On  the  other  hand,  the  ar- 
rangement of  normal  muscle  spindles  is  quite  different.  In  the 
first  place,  they  are  of  a  small  though  pretty  uniform  size  and 
freelv  interlacino-  with  one  another. 


Fig.  6.— Spindle  myeloma  of  the  tube.  X  600.  S,  S,  granulated  and  vacuoled  spin- 
dles; M,  spindle  broken  up  into  medullary  corpuscles:  B,  B,  faintly  granulated  basis  sub- 
stance; C,  C,  coarsely  granular  protoplasmic  clusters  in  basis  substance. 

Is^ext,  we  notice  that  the  fields  of  finely  granular  protoplasm 
between  -the  groups  of  spindles  are  quite  conspicuous ;  this 
feature  is  never  so  marked  in  the  muscular  tissue  of  a  normal 
tube  wall.  The  infiltration  of  the  spaces  between  the  spindles 
with  basis  substance  gives  rise  to  the  fine  granular  appearance 
of  the  protoplasm  in  these  fields.     Another  conspicuous  feature 
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to  which  we  wish  to  draw  particular  attention  is  that  the 
meshes  formed  by  tlie  reticulated  spindles  are  interspersed 
with  groups  of  protoplasmic  bodies  varying  greatly  in  size.  It 
is  more  than  possible  that  these  groups  indicate  a  medullary 
pre-stage  of  future  spindles.  The  interior  structure  of  the 
spindles  is,  in  many  instances,  characterized  by  the  presence  of 
rows  of  granules  and  globules,  although  in  many  spindles  no 
such  structure  could  be  distinctly  made  out.  In  the  section 
under  observation,  at  the  points  of  transition  of  the  type  from 
spindle  myeloma  to  that  of  spindle  net  myeloma,  we  observe 
that  there  is  an  increase  in  the  number  of  the  coarsely  granular 
protoplasmic  bodies  grouped  about  the  centre  of  the  fields  of 
basis  substance.  In  a  tumor  of  this  character  the  occurrence 
of  a  proportionately  large  amount  of  basis  substance  is  con- 
sidered an  indication  of  lessened  malignancy  of  the  myeloma. 
But  in  our  case,  since  there  are  so  many  clusters  of  protoplasmic 
bodies  occupying  the  iields  of  basis  substance,  we  are  led  to 
the  conclusion  that  this  law  of  lessened  malignancy  does  not  hold 
good.  In  some  places,  indeed,  their  number  is  so  great  that 
one  might  very  naturally  be  led  to  think  that  we  are  dealing 
with  a  combination  of  spindle-  M'ith  globo-myeloma.  Such  a 
combination  is  generally  admitted  to  be  rather  common  in  mye- 
loma tumors.  The  vascular  supply  of  this  tumor  was  scanty, 
as  has  already  been  shown  in  the  previous  case. 

Case  III.  Melanotic  Myeloma  (melanotic  sarcoma  of  Yir- 
chow). — It  is  much  to  be  regretted  that  nothing  was  known  in 
regard  to  the  clinical  history  of  the  case  from  which  this  speci- 
men was  obtained.  Malignant  melanotic  tumors  usually  occur 
as  primary  formations  in  the  skin,  and  subsequently  lead  to  the 
formation  of  secondary  tumors  in  the  internal  viscera. 

These  secondary  formations  may  occur  as  colorless  or  pig- 
mented tumors.  The  organs  of  predilection  for  the  appearance 
of  secondary  myeloma  nodules  are  those  in  which  the  vascu- 
lar supply  consists  of  the  richest  and  most  closely  woven  capil- 
lary network — viz.,  the  liver,  the  lungs,  the  kidneys,  etc.  The 
formation  of  primary  melanotic  nodules  in  the  internal  organs 
is  an  extremely  rare  occurrence.  Even  in  the  female  breast  but 
few  primary  melanotic  tumors  have  been  observed  (Billroth). 
If  in  our  case  the  melanotic  myeloma  should  have  been  a  pri- 
mary formation  of  the  tube,  the  case  would  certainly  be  a 
unique  one.     Even  though  the  possibility  of  its  being  a  second- 
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ary  formation  cannot  be  denied,  yet  the  finding  of  a  melanotic 
tumor  in  the  Fallopian  tube  is  indeed  an  occurrence  of  the 
greatest  pathological  interest.  The  clots  of  blood  present  were 
so  extensive  that  only  comparatively  small  portions  of  the 
tumor  were  left  intact  and  fit  for  microscopic  analysis.  In 
tlie  examination  of  the  specimen  with  low  powers  of  the  mi- 


FiG.  7.— Melanotic  myeloma  of  tube,  x  600.  C,  capsule  of  dense  fibrous  connective 
tissue,  with  melanotic  clusters  between  the  bundles;,  M,  51,  melanotic  clusters  ;  P,  P, 
non-pigmented  protoplasm  ;  B,  B,  bundles  of  fibrous  connective  tissue  ;  V,  capillary  blood 
vessel  in  transverse  section. 

croscope,  the  feature  most  conspicuous  to  the  eye  of  the  ob- 
server was  the  deep  brown  pigmentation  throughout  the  tissue. 
I  have  selected  for  microscopical  analysis  a  place  where  the 
tumor  seems  to  have  been  enclosed  by  a  broad  capsule  of  fib- 
rous connective  tissue,  possibly  the  outgrowth  o'f  the  peritoneal 
covering  of  the  tube  (see  Fig.  7).  In  the  capsule  we  notice  clus- 
22 
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ters  of  protoplasmic  bodies,  most  of  which  are  colored  to  a  deep- 
brown  hue.  Only  the  smallest  spindle  shaped  protoplasmic 
bodies  between  the  bundles  of  fibrous  couneative  tissue  escape 
this  pigmentation.  We  can  trace  the  gradual  development  of 
the  pigmentation  from  the  non-pigmented  interstitial  proto- 
plasm, through  various  gradations,  to  the  pigmented  clusters  of 
the  darkest  hue.  Toward  the  central  portions  of  the  tumor  it 
should  be  noticed  that  there  are  bundles  of  fibrous  connective 
tissue  which  have  been  pushed  apart,  as  it  were,  by  large  masses 
of  intervening  protoplasm,  in  which  again  clusters  of  pigmented 
bodies  are  stored  up.  It  is  apparent,  after  a  careful  examina- 
tion of  the  specimen,  that  the  development  of  the  myeloma  in 
this  case  has  resulted  from  a  transformation  of  the  normal  tis- 
sues in  a  manner  common  to  all  myeloma  tumors.  In  the  first 
place, the  basis  substance  of  connective  tissue — or,  in  the  case  of 
the  section  under  observation,  the  densely  fibrous  connective 
tissue — has  become  dissolved  or  liquefied.  As  the  natural  out- 
come of  this  liquefaction  we  have  the  reappearance  of  indiffer- 
ent protoplasm  which  has  replaced  the  previous  basis  substance. 
In  this  indifferent  protoplasm  new  elements,  mostly  of  the  type 
of  globo-myeloma,  have  developed.  Coincident  with  the  devel- 
opment of  these  newly  formed  lumps  they  have  been  supplied 
from  some  source  with  a  diffused  dark  pigment,  thus  changing 
the  type  of  the  tumor  from  that  of  a  simple  globo-myeloma  to 
a  melanotic  myeloma. 

The  next  question  of  importance  which  we  are  called  upon  to 
answer  is,  what  has  been  the  origin  of  the  pigment  coloring 
of  the  myeloma  elements?  The  theory  that  has  been  advanced 
by  previous  writers — viz.,  that  the  pigment  is  derived  from  ex- 
tra vasated  blood — is  untenable,  since  many  instances  of  melan- 
otic myeloma  are  on  record  in  which  there  was  no  trace  to 
be  found  of  extravasated  blood;  and,  furthermore,  the  vascular 
supply  of  the  tumors  was  so  scanty  that  it  seemed  very  improb- 
able to  suppose  that  the  pigmentation  could  have  originated  in 
this  way.  Still,  it  must  be  admitted  that  it  is  undoubtedly  the 
coloring  matter  of  the  blood,  either  as  hemoglobin  alone  or  as 
a  combination  of  the  iron  salts  of  the  blood  with  sulphur,  that 
produces  the  pigment.  Everywhere  in  the  pigmented  clusters 
we  notice  a  number  of  globular  bodies,  of  a  yellowish  color, 
which  are  wholly  destitute  of  structure  and  which  do  not 
reach  the  size  of  fully  developed  blood  corpuscles.  Such  glo- 
bules have  been  known  to  pathologists  since  the  year  1876  as  the 
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"  hematoblasts  of  Hejem."  These  bodies  are  merely  lumps  of 
living  matter  saturated  with  hematoglobin.  "We  are  therefore 
forced  to  the  conclusion  that  it  is  the  hematoblasts  which  pro- 
duce the  black  pigment  granules,  and,  by  their  accumulation, 
form  the  coarsely  granular  clusters  of  diffusely  pigmented  pro- 
toplasm seen  in  tlie  melanotic  myeloma  now  under  observation. 
In  fact,  all  the  pigmented  clusters  appear,  upon  close  microsco- 
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Fig.  8.— Melanotic  myeloma  of  tube.  Transformation  of  fibrous  connective  tissue  into 
myeloma.  Xf600.  P,  P,  protoplasmic  bodies,  slightly  pigmented;  B.  B,  bundles  of  fibrous 
connective  "tissue  partly  changed  to  protoplasm  ;  R,  R.  remnants  of  bundles;  W,  faint  nu- 
clei in  the  bundle. 


pic  analysis,  to  be  made  up  of  hematoblasts,  partly  unchanged, 
and  partly  transformed  to  pigment  granules.  AYe  must  there- 
fore adopt  the  view  that  in  all  melanotic  tumors  the  coloring 
matter  is  not  carried  into  the  tumor  from  without,  but  is  alto- 
gether autochthonous,  which  means  that  it  has  originated  within 
the  elements  of  the  tumor  itself.    Further  proof  that  the  changes 


34-0      hektoen:  vitelline-duct  remains  at  the  navel. 

just  described  have  taken  place  in  the  melanotic  myeloma 
under  observation  is  furnished  by  the  study  of  other  portions  of 
the  tumors  (see  Fig.  8). 

Here  we  see  remnants  of  the  bundles  of  fibrous  connective 
tissue  which  had  become  only  partially  transformed  into  mye- 
loma. That  these  partially  formed  myeloma  elements  owe  their 
origin  to  the  protoplasm  derived  from  the  liquefaction  of  the 
basis  substance  is  plainly  demonstrated  at  the  points  where 
the  bay -like  excavation  penetrates,  to  varying  depths,  into  the 
librous  connective-tissue  bundles.  Again  we  notice  that  the 
protoplasm  replacing  the  basis  substance  is  at  first  always  color- 
less. The  pigment  granules  and  pigment  clusters  appear  in  the 
centre  of  the  excavated  portions  at  a  somewhat  later  period. 
Their  appearance  is  evidently  due  to  a  more  rapid  outgrowth  of 
the  living  matter  and  its  increased  supply  with  hemoglobin 
under  the  influence  of  an  augmented  oxidation . 
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(With  four  illustrations.) 


In  November,  1892,  a  boy,  15  years  old,  was  brought  to  me 
by  his  father  because  the  navel,  which  he  stated  had  never 
healed,  had  become  a  source  of  discomfort  to  his  son,  especially- 
when  walking.  It  was  learned  that  there  had  been  something 
wrong  with  the  navel  since  birth,  and  the  blame  for  this  was 
placed  on  the  midwife,  who  was  supposed  to  have  made  some 
mistake  in  cutting  the  cord.  There  had  been  no  special  incon- 
venience felt  until  very  recently,  when  it  was  noticed  that  the 
navel  became  tender  and  sore,  particularly  after  walking  or  run- 
ning; a  little  matter  had  also  appeared,  staining  the  clothes. 
It  was  noticed  that  the  boy  walked  carefully,  bending  his  body 
forward.  The  previous  history  was  otherwise  negative,  and  the 
father  had  no  knowledge  of  any  such  or  similar  conditions  in 
any  of  the  other  members  of  the  family.     Physical  examination 

'  Read  before  the  Gynecological  Society  of  Chicago,  April  21st,  1893. 
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showed  a  well-developed  boy,  in  good  general  health,  whose 
body  was  free  from  all  blemish  except  at  the  umbilicus,  which 
presented  the  following  appearance  : 

Projecting  from  its  lower  third  is  a  pedunculated,  polypoid 
outgrowth  (Fig.  1),  2.5  centimetres  in  length  and  3  centimetres 
at  its  widest  circumference  near  the  rounded,  free  end.  This 
mass  is  of  a  uniform  deep-red  color,  its  surface  delicately  smooth 
and  velvety,  covered  with  grayish,  mucoid  shreds.  The  narrow 
peduncle  is  apparently  attached  to  the  fibrous  structures  in  the 
floor  of  the  umbilical  depression,  as  the  volume  cannot  be  di- 
minished the  slightest  by  pressure  toward  the  abdominal  cavity. 
In  other  words,  this  red  mass  is  not  reducible.  There  is  no 
opening  found  uj)on  the  surface,  nor  depression  that  might  sug- 
gest the  previous  existence  of  any  orifice  or  canal.     The  line  of 
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Fig.  1.— Showing  polypoid  umbilical  outgrowtfa. 

junction  of  the  skin  with  the  covering' of  the  peduncle  at  the 
bottom  of  the  umbilicus  is  even  and  abrupt.  The  pedicle  crowds 
upward  tbe  folds  of  the  integument  covering  the  navel,  and  it 
is  somewhat  compressed  as  it  escapes  from  the  grasp  between 
these  folds  and  the  circumference  of  the  umbilicus  below,  upon 
which  are  small  but  exceedingly  sensitive  ulcers.  The  mass 
itself  is  not  sensitive  to  the  touch,  but  it  bleeds  readily,  bright- 
red  blood  oozing  out  when  handled  a  little  roughly. 

A  diagnosis  of  a  so-called  adenoma  or  diverticular  prolapse  at 
the  umbilicus  was  made,  a  ligature  was  placed  around  the  pedi- 
cle near  its  attachment,  and  the  polypoid  outgrowth  was  cut 
away  with  scissors.  'No  hemorrhage  followed.  In  a  week  the 
ligature  fell  otf,  and  in  a  few  weeks  afterward  the  little  red  spot 
left  was  completely  cicatrized. 
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Immediately  after  its  removal  the  mass  was  divided  into  mi- 
merous  suitable  pieces,  fixed  in  Flemming's  solution,  washed  in 
water,  dehydrated  in  alcohol,  embedded  in  parafiin,  and  micro- 
tomized.  The  sections  thus  obtained  were  stained  in  various 
fluids,  and  the  microscopical  appearances  may  be  summarily  de- 
scribed as  follows :  There  are  two  principal  layers  to  be  taken 
into  account — a  peripheral  or  glandular  zone,  and  an  internal 
central  mass  consisting  of  smooth  muscular  fibres  and  connec- 
tive tissue.  The  surface  is  lined  or  covered  with  tall,  sym- 
metrically nucleated,  columnar  cells  without  any  demonstrable 
cilia,  placed  upon  an  unbroken,  quite  homogeneous  basement 
membrane.      Projecting  from   this   surface   are   villous,   club- 


FiG.  2.— Cross-section  of  tubules  in  glandular  layer.    Cameralueida  drawing,    x  320. 

shaped  masses  consisting  of  loosely  meshed  connective  tissue,  in 
which  are  many  nuclei  and  small  blood  vessels.  Between  these 
rather  short,  club-shaped  villi  are  the  openings  of  the  gland 
tubules  which  compose  the  glandular  zone  of  the  outgrowth. 
The  tubules  are  lined  with  more  or  less  cuboidal  epithelial  cells, 
disposed  in  a  single  layer,  with  a  tendency  to  assume  the  appear- 
ance of  cylindrical  cells  as  the  free  surface  is  approached.  The 
tubules  terminate  in  blind  extremities  which  are  buried  in  the 
intertubular  connective  tissue  deep  down  in  the  mass ;  their 
lumina  are  empty  ;  the  cells  present  distinct  outlines,  a  granu- 
lar protoplasm,  and  deeply  stained  nuclei.  In  many  of  the 
cells,  both  of  those  lining  the  tubules  and  the  free  surface,  are 
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seen  typical  karyokinetic  figures  in  the  sections  prepared  for  the 
purpose  of  bringing  them  into  prominence  (Fig.  4).  In  Fig.  2  is 
presented  a  portion  of  the  deei3er  strata  of  the  glandular  zone 
with  the  tubules  in  transverse  section.  In  Fig.  3  is  a  portion  of 
tJie  periphery,  with  a  villous  projection  which  has  been  cut  in  a 
direction  somewhat  oblique  with  reference  to  the  main  or  lon- 
gitudinal axis  of  the  outgrowth,  and  this  fact  will  explain  the 
presence  in  its  centre  of  hollow  spaces  lined  with  tall,  columnar 
cells.  The  intertubnlar  tissue  contains  quite  a  number  of  blood 
vessels  of  medium  size,  the  majority  containing  blood ;    there 


Fig.  3.— Oblique  section  through  villous  projection  from  surface.    Camera-lucida  draw- 
ing.   X  320. 

are  also  a  few  foci  of  round-cell  infiltration  here  and  there,  sug- 
gesting some  inflammatory  j^rocess. 

Internally,  to  the  blind  extremities  of  the  tubules  and  the 
accompanying  intertubular  connective  tissue  is  a  zone  of 
smooth  muscular  tissue  whose  arrangement  cannot  be  said  to 
follow  any  definite  plan,  and  in  the  very  centre  of  the  w^hole 
mass  is  a  quantity  of  rather  firm,  fibrillated  connective  tissue. 
No  lymphatic-gland  structure  was  found  in  any  part  of  the  sec- 
tions examined. 
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The  microscopical  structure  of  the  outgrowth  consequently 
corresponds  very  closely  with  the  structure  of  the  mucous  mem- 
brane of  the  small  intestine,  with  its  Lieberkiihn's  follicles  or 
glandular  tubules,  the  villous  projections  from  the  surface,  and 
the  characteristic  cylindrical-celled  lining  of  its  exterior.  The 
structure  of  the  central  part  of  the  mass  also  reproduces  the 
smooth  muscular  and  the  connective  tissue  found  in  the  wall  of 
the  small  intestine,  although  the  arrangement  of  these  tissues  is 
not  typical  of  that  in  the  intestine.  It  is  therefore  plain  that 
the  polypoid  umbilical  outgrowth  described  is  an  instance  of 
the  so-called  diverticular  prolapse  at  the  navel,  which  is  some- 
what unusual  from  the  fact  that,  although  congenital,  it  was  first 
brought  under  observation  fifteen  years  after  birth. 


Fig.  4.— Karyokinetic  figures  in  cells  lining  the  glandular  tubules.  Seitz  obj.  one-twelfth 
oil  immersion,  eyepiece  5,  tube  length  160  mm.,  camera  lucida.  Section  stained  with  gen- 
tian violet. 

The  congenital  umbilical  outgrowths  whose  structure  repro- 
duces more  or  less  perfectly  some  part  of  the  gastro-intestinal 
canal,  and  of  which  the  specimen  just  described  is  a  typical 
example,  are  now  generally  regarded  as  connected  with  persis- 
tent omphalo-mesenteric  structures.  Kiistner"'"  was  the  first  to 
distinguish  by  means  of  a  microscopic  examination  between  the 
granulation  cell  outgrowth  and  the  adenoma,  as  he  called  the 
glandular  masses,  although  Kolaczek  '  had  already  traced  the 
origin  of  this  adenoma  of  Kiistner  ^' '  to  the  partial  or  complete 
prolapse  of  the  wall  of  the  persistent  abdominal  segment  of  the 
'  The  small  figures  refer  to  bibliography  at  end  of  the  article. 
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vitelline  duct,  and  lie  gave  the  structure  the  name  of  entero- 
teratoma.  Kilstner  subsequently  accepted  this  theory  of  Kola- 
czek  '•"  as  the  probable  mode  of  origin,  but  at  the  same  time  he 
called  attention  to  the  possibility  that  the  masses  might  also  be 
due  to  inclusions  at  the  navel  of  portions  of  the  digestive  tract 
from  that  period  of  embr^'onal  development  when  part  of  the 
alimentary  canal  is  temporarily  extruded  into  the  umbilical 
cord.  The  temporary  umbilical  hernia  thus  produced  occurs, 
according  to  Minot,"  only  in  man,  and  it  can  be  observed  in  em- 
bryos at  the  second  month.  The  production  of  the  hernia  is  as- 
cribed to  traction  produced  by  the  yolk  sac  through  its  stalk. 
Following  Kiistner  and  Kolaczek,  all  subsequent  observers,  al- 
most without  an  exception,  attribute  the  congenital  glandular 
masses  as  due  to  malformations  or  inclusions  on  the  part  of  the 
omphalo-mesenteric  duct.  Ziegler  °  says  that  adenoid  masses  may 
grow  from  duct  remnants  in  the  navel,  and  Orth  ^  traces  the 
,  small  outgrowths  covered  with  mucous  membrane  to  a  partial 
or  complete  prolapse  of  the  wall  at  the  outer  diverticular  open- 
ing, while  Klebs  speaks  of  them  as  combination  tumors  that 
may  come  either  from  dislocated  parts  of  the  digestive  tract  or 
from  vitelline-duct  remnants.  Lannelongue  and  Fremont  '  re- 
vert to  the  possibility  of  some  of  these  growths  originating  from 
navel  inclusions  of  parts  of  intestinal  loops  in  the  umbilical  her- 
nia, strangulation  not  occurring;  but  they  favor  the  view  that 
the  structures  come  from  the  diverticulum  formed  by  remnants 
of  the  vitello-intestinal  duct.  Tillmanns^  assumes,  in  order  to 
explain  the  origin  of  an  umbilical  outgrowth  covered  with  py- 
loric mucous  membrane,  that  early  in  embryonal  life  a  piece 
of  the  stomach  was  included  in  the  navel;  this  and  similar 
cases  will  be  further  discussed  a  little  later  on.  William  An- 
derson "''  describes  a  congenital  umbilical  Mstula  with  non-de- 
velopment of  the  sigmoid  flexure  and  rectum,  post-mortem  ex- 
amination of  which  showed  a  prolapse  of  the  ileum  one  and 
one-quart9r  inches  above  the  cecum,  the  gut  being  firmly  attached 
to  the  umbilical  aperture  ;  and  he  concludes  that  there  had 
existed  a  sort  of  umbilical  Littre's  hernia,  persistent  from  the 
early  fetal  condition  referred  to,  and  that  part  of  this  hernia 
had  been  cut  oil  in  the  removal  of  the  cord,  because  the  fistula 
developed  on  the  second  day  after  birth.  He  does  not  mention 
anything  about  the  possibility  of  a  Meckel's  diverticulum  protrud- 
ing into  the  cord,  the  distal  cut  end  of  which  was  not  examined. 
Roth  "  concludes  an  instructive  article  on  malformations  con- 
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nected  with  the  omphalo-mesenteric  duct  about  as  follows: 
There  may  be  found  (I)  the  common  Meckel's  diverticulum  free 
in  the  abdominal  cavity,  in  a  hernial  sac,  or,  very  rarely,  intra- 
mesenteric ;  (2)  the  diverticulum  may  be  adherent  by  means  of 
its  blind  extremity,  or  by  means  of  a  fibrous  cord  formed  by  the 
obliterated  remnants  of  the  omphalo-mesenteric  vessels,  to  the 
navel,  or,  less  frequently,  to  some  other  part  of  the  abdominal 
wall ;  (3)  the  diverticulum  is  patent,  the  condition  being  one  of 
umbilical  fistula,  and  the  external  opening  at  the  umbilicus  may 
be  surmounted  by  a  partial  or  complete  prolapse  of  the  diver- 
ticular wall,  and  this  condition  may  also  become  complicated  by 
a  secondary  intestinal  prolapse  through  the  open  diverticulum; 
(4)  the  diverticulum  forms  the  starting  point  of  retention  cysts, 
entero-cystoma,  which  may  or  may  not  remain  in  connection 
with  the  intestine,  and  whose  location  may  vary  considerably. 
The  importance  of  persistent  intra-abdominal  omphalo-mesen- 
teric remains  in  the  causation  of  intestinal  duplication,  cyst 
formation,  and  obstruction  is  clearly  elal^orated  in  the  classical 
essay  of  Fitz  ;"  and  it  is  among  the  conditions  referred  to  more 
especially  under  the  third  class  of  omplialo-mesenteric  malfor- 
mations, as  tabulated  by  Koth,'"  that  an  explanation  is  to  be 
found  of  the  origin  of  the  majority  of  congenital  glandular  en- 
largements at  the  umbilicus.  These  enlargements  may  assume 
various  shapes.  Most  numerous  are  the  polypoid  and  pedun- 
culated congenital  masses,  whose  covering  is  an  exact  reproduc- 
tion of  the  normal  mucous  membrane  of  some  part  of  the  small 
intestine  or  the  stomach.  The  interior  consists  of  smooth  mus- 
cular fibres  and  connective  tissue,  often  arranged  in  such  a  way 
that  the  production  of  the  mass  might  be  thought  to  result  from 
the  eversion  and  prolapse  through  the  umbilical  opening  of  a 
small  area  of  some  part  of  the  alimentary  canal,  the  serous  sur- 
faces subsequently  becoming  firmly  adherent  to  each  other. 
Such  polypoid  masses  are  in  the  majority  of  instances  solid, 
without  any  passages  or  canals,  and  their  connection  with  more 
or  less  perfect  intra-abdominal  omphalo-mesenteric  structure  is 
as  yet  unknown,  because  there  is  no  record  of  any  observations 
upon  this  point  either  after  death  or  during  a  laparatomy.  It 
is  assumed  by  many  writers  that  these  fieshy  tumors,  or  mucous 
umbilical  polypi,  as  some  call  them,  originate  from  the  partial 
or  lateral  eversion  and  prolapse  at  the  navel  of  the  wall  of  an 
open  Meckel's  diverticulum  ;  that  the  serous  surfaces  of  the 
prolapsed  portion  unite,  while  the  opening  into  the  canal  of  the 
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diverticulum  becomes  obliterated,  so  that  a  post-mortem  ex- 
amination ought  to  show  a  divevticnlum  adherent  to  the  nmbili- 
cus.  In  other  cases  the  navel  outgrowth  has  one,  or  even  two, 
openings  upon  its  external  surface,  which  may  lead  into  canals 
that  may  terminate  blindly  or  may  empty  into  the  lumen  of 
some  part  of  the  intestine.  Externally  the  masses  with  fistulous 
passages  are  covered  with  a  mucous  lining  similar  to  that  found 
on  the  solid  tumors,  but  this  mucous  membrane  is  also  found 
to  line  the  fistulous  canals.  In  one  instance  Roth '"  was  able 
to  make  an  examination  after  death  of  a  six-montlis-old  child 
that  presented  during  life  a  bright-red  polypoid  mass,  two  cen- 
timetres long,  at  the  navel.  Through  an  opening  upon  the 
summit  a  probe  could  be  passed  for  some  centimetres.  Par- 
ticles of  food  also  came  out  of  this  opening  occasionally.  The 
specimen  showed,  as  described  and  figured  by  Roth,"  a  patent 
diverticulum,  fifty-six  centimetres  above  the  ileo-cecal  valve, 
which  opened  at  the  umbilicus;  and  through  this  opening  a  cir- 
cular prolapse  of  the  diverticular  wall  had  ensued,  producing 
the  external  polypoid  mass  with  its  central  canal,  the  lining 
and  covering  being  characteristic  intestinal  mucous  membrane. 
Roth  '"  assumes  that  in  the  separation  of  the  funis  the  blind  and 
attached  end  of  the  diverticulum  was  opened.  Holt '"  refers  to 
several  cases  in  the  literature,  a  number  of  which  were  col- 
lected by  Barth,"  of  umbilical  outgrowths  with  openings  and 
canals  ;  in  some  of  these  cases  there  were  two  fistulous  canals, 
and  Holt  '^  shows  by  a  number  of  instructive  diagrams  the 
various  modes  and  degrees  of  eversion  and  prolapse  of  the 
diverticular  wall  and  of  the  intestine  through  the  patent  diver- 
ticulum, that  explain  very  satisfactorily  the  origin  of  these 
curious  malformations,  the  fundamental  condition  in  all  of 
which  is  a  persistent  and  patent  diverticulum  adherent  to  the 
navel.  The  instance  of  unique  congenital  malformation  de- 
scribed and  illustrated  by  Gibb''  is  undoubtedly,  as  pointed  out 
by  Holt,'''  an  example  of  a  patent  diverticulum  in  an  umbilical 
hernia  complicated  with  prolapse  and  eversion.  Cliandelux  '^ 
describes  a  projection  at  the  navel,  six  centimetres  long,  covered 
externally  with  mucous  membrane,  showing  a  short,  blind  canal, 
and  he  believes  that  this  was  a  totally  prolapsed  and  almost 
completely  everted  diverticulum  whose  connection  with  the  in- 
testine was  interrupted. 

In  connection  with  this  it  is  also  of  interest  to  note  that  entero- 
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cystoma  may  occur  at  the  navel  or  in  the  abdominal  wall  in  its 
immediate  vicinity;  these  cysts,  the  structure  of  the  wall  of 
which  is  identical  with  that  of  the  intestine,  are  believed  by 
Fitz,*'  Roth,"  and  other  writers  to  originate  from  unobliterated 
vitelline-duct  inclusions  in  the  abdominal  parietes.  Zum winkel '" 
describes  such  a  cyst  about  the  navel  in  a  child  7  years  old,  and 
similar  instances  are  detailed  by  Roser''  and  Wyss.'* 

As  long  as  entero-cystomata  have  been  found  in  the  abdominal 
wall  without  any  connection  with  the  intestine,  it  is  also  quite 
plain  that  all  of  the  solid  polypoid  navel  outgrowths  need  not 
necessarily  be  connected  with  any  persistent  intra-abdominal 
omphalo-mesenteric  remains ;  they  might  develop  from  inclu- 
sions in  the  navel,  just  as  the  entero-cystoma  is  believed  to  do. 
On  the  other  hand,  many  of  the  enlargements  with  fistulous  pas- 
sages undoubtedly  develop,  as  shown  by  Roth's"  observation, 
from  the  eversion  and  prolapse  of  the  wall  of  a  patent  diverti- 
culum opening  at  the  navel ;  and  there  is  no  reason  why  many 
of  the  masses  without  any  canals  should  not  be  due  to  partial 
or  lateral  prolapse  of  the  diverticular  wall,  and  it  would  seem 
reasonable  to  state  that  post-mortem  examination  some  time  in 
the  future  will  show  that  some  of  the  solid  masses  are  connected 
with  abdominal  remnants,  while  others  are  not. 

That  all  polypoid,  red  masses  congenitally  present  at  the 
umbilicus  are  not  necessarilj-  due  to  vitelline-duct  remains  is  in- 
timated by  the  case  of  fleshy  navel  tumor  with  patent  urachus 
described  by  French  "  in  a  girl  6  weeks  old,  who  presented  a 
red  umbilical  protrusion  through  a  small  opening,  on  which 
there  issued  urine  ;  there  was  no  microscopic  examination  to 
show  positively  whether  this  was  an  instance  of  eversion  and 
prolapse  connected  with  a  patent  urachus  or  not.  At  this  time 
it  is  also  necessary  to  speak  particularly  of  the  cases  of  umbilical 
outgrowths  described  by  Tillmanns,'  Heukelom,""  Ball,-'  and 
many  more,  in  which  the  growths  were  covered  with  a  mucous 
membrane  identical  with  that  of  the  pyloric  end  of  the  stomach, 
and  which  were  styled  by  Tillmanns"  ectopia  ventriculi  and 
ascribed  to  inclusions  at  the  navel  from  the  time  of  the  tempo- 
rary umbilical  hernia  referred  to.  Heukelom,""  however,  found 
in  a  free  intra-abdominal  diverticulum  in  a  new-born  child, 
arising  a  moderate  distance  above  the  ileo-cecal  valve,  an 
area  the  mucous  membrane  of  which  corresponded  exactly  to 
that  of  the  pylorus  in  the  same  individual ;   and  he  came  to  the 
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conclusion,  after  further  extended  observations,  that  originally 
the  whole  intestinal  tract  is  clothed  with  similar  epithelinm, 
which  is  diiferentiated  later  in  embryonal  life,  and  he  conse- 
quently explains  Tillmanns'^  ectopia  ventriculi  as  due  to  navel 
inclusions  of  areas  from  diverticula  lined  with  mucous  membrane 
identical  with  the  pyloric  mucosa  of  full-term  children.  At  the 
same  time  it  must  not  be  forgotten  that  many  instances  are  re- 
corded of  diverticula  arising  from  the  upper  portions  of  the 
small  intestine.  Meckel,  cited  by  Fitz,"  states  that  Lobstein  and 
Wrisberg  observed  a  vitelline  duct  connected  with  the  duode- 
num :  Major  described  a  diverticulum  arising  from  the  jejunum 
and  provided  for  some  distance  with  valvul^e  conniventes ;  and, 
accoi'ding  to  Fitz,"  some  authors  refer  the  origin  of  some  of  the 
esophageal  diverticula  to  the  insertion  of  the  duct  into  the  upper 
part  of  the  alimentary  canal,  and  thus  it  might  be  that  the  umbi- 
lical outgrowths  with  pyloric  structure  were  due  to  inclusions 
from  the  vitelline  ducts  of  uncommonly  high  insertion.  At  any 
rate,  there  is  no  positive  evidence  of  any  kind  to  decide  the 
question  raised  as  to  the  exact  origin  of  navel  tumors  covered 
with  pyloric  structure,  but  the  explanations  indicated  might 
hold  good. 

The  congenital  structures  here  discussed  have  been  variously 
named.  Kiistner^  called  them  adenomata;  Kolaczek,'  entero- 
teratoma ;  Lannelongue  and  Fremont,"  adenoid  diverticular 
tumors.  In  the  English  literature ""''"  they  are  commonly  re- 
ferred to  as  congenital  umbilical  polypi,  but  the  terms  fleshy 
tumors,''  mucous  polypi,  and  warty  tumors  have  also  been  used ; 
Miller"  divides  congenital  polypi  into  those  with  branched  and 
those  with  unbranched  tubules;  Holt'"  very  properly  objects  to 
the  terms  adenoma  and  entero-teratoma  as  inappropriate  and  in- 
correct, and  he  entitles  his  case  an  instance  of  umbilical  tumor 
due  to  prolapse  of  the  intestinal  mucous  membrane  of  a  Meckel's 
diverticulum  ;  and  Pernice,"in  his  recent  monograph  on  umbili- 
cal tumors,  in  which  he  also  considers  thirty-eight  cases  from  the 
literature  and  one  personal  case  of  this  so-called  adenoma,  dis- 
approves of  this  word  and  of  the  term  entero-teratoma,  and 
proposes  the  name  divertfcular  prolapse  at  the  umbilicus  as 
descriptive  and  explanatory  of  the  nature,  and  origin  of  the 
swelling;  while  Yellar""  introduces  the  term  gastro-teratoma, 
or  gastric  adenoma,  in  order  to  distinguish  between  those  growths 
covered  with  intestinal  mucosa — the  entero-teratoma  or  intestinal 
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adenoma — and  those  covered  with  pyloric  mucosa.  Inasmuch 
as  tlie  only  fact  in  regard  to  the  origin  of  these  growths  in  any 
way  demonstrated  is  their  quite  undoubted  connection  with 
omphalo-mesenteric  remains  at  the  navel,  while  the  condition  of 
affairs  in  the  abdominal  cavity  when  they  occur  is  practically 
unknown,  it  would  seem  that  such  terms  as  diverticular  prolapse 
really  presuppose  more  than  is  actually  and  delinitely  known. 
A  short  and  appropriate  name  is  difficult,  if  not  impossible,  to  in- 
vent, and  consequently  the  phrase  polypoid  vitelline-duct  remains 
at  the  navel,  or  some  modification  thereof ,  appears  exact  and  de- 
scriptive enough  at  the  present  time. 

Such  vitelline-dnct  remnants  at  the  navel  cannot  be  so  very 
infrequent,  as  shown  by  the  number  of  cases  described  in  the 
literature  during  the  last  few  years  since  attention  has  been 
directed  to  them.     They  are  congenital ;  appear,  on  the  separa- 
tion of  the  cord,  implanted  on  the  umbilical  cicatrix;  they  may 
be  small  and  nodular  or  polypoid  and  pedunculated  ;  usually  less 
than  one  centimetre  in  length,  but  occasionally  much  longer ; 
their  surface  is  smooth,  velvety,  and  uniformly  deep  red  in  color, 
being  often  aptly  compared  in  this  respect  with  the  color  of  the 
rectal  mucous  membrane ;  there  is,  as  a  rule,  no  oritice  to  be 
found  on  the  surface,  but  instances  are  described  of  growths 
with  shallow  depressions,  blind  passages,  and  complete  fistulous 
canals  leading  into  the  intestine.     The  solid  growths,  which  are 
here  especially  considered,  are  irreducible,  do  not  diminish  in 
volume  on  compression,  and  there  is  no  gurgling  and  no  tym- 
panites on  percussion ;  the  mucous  covering  secretes  a  viscid 
fluid,  which  in  Tillmanns'  ^  instance  was  acid  in  reaction  and 
contained  pepsin,  showing  the  functional  as  well  as  the  histo- 
logical  similarity  between  the  lining  and  the  gastric  mucosa. 
The  patients  remain  in  good  health,  and  there  have  not  been 
noticed  any  unusual  abdominal  symptoms  in  these  cases.     The 
structures   grow   almost   imperceptibly,    and   it  does  not  seem 
that  in  any  case  has  the  increase  in  size  been  out  of  proportion 
to  the  general  growth  of  the  individual.     In  the  case  here  de- 
scribed it  was  thought  that  the  polypoid  remnant  was  a  little 
larger  M'hen  the  boy  was  15  years  old   than  it  was  at  birth. 
Yiteiline-duct   remnants  can  be  positively  distinguished  from 
the  umbilical  granuloma,  capillary  angioma,  and  from  possible 
allantoic  remains  by  means  of  the  microscopic  examination  only. 
They  are  to  be  removed  by  thorough  surgical  measures,  care 
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being  taken  in  tlie  preliminary  examination  to  establish  with 
a!)3olut3  certainty  the  absence  or  presence  of  any  listnloiis  pas- 
sages, which,  if  present,  might  materially  change  the  modus 
operandi.,  should  the  removal  of  the  growth  then  be  decided 
upon.  The  removal  should  be  thorough,  in  order  to  prevent 
any  possibility  of  any  form  of  carcinoma  originating  from  the 
epithelial  cells  of  the  inclusion,  according  to  the  familiar  mis- 
placed embryonal  matrix  theory  of  Cohnheim.  Pernice" 
showed,  in  his  thorough  study  of  carcinoma  of  the  umbilicus, 
that  in  a  number  of  primary  tumors  the  structure  corresponded 
with  that  in  intestinal  carcinoma,  and  he  surmises  that  such  tu- 
mors might  originate  from  omphalo-mesenteric  remains.  Last- 
ly, it  may  be  allowed  to  call  attention  to  the  lesson  conveyed 
by  Anderson's  case,'"  to  leave  a  long  stump  when  dividing  the 
cord,  as  a  precautionary  measure  against  the  possible  division  of 
prolapsed  abdominal  contents  in  the  interior  of  the  cord,  whose 
presence  might  not  be  suspected  from  the  external  examination 
of  the  child. 

BIBLIOGRAPHY. 

1.  KoLACZEK  :  Beitrilge  zur  Geschwulstlelire.  Archiv  fur  kliu.  Chir.,  1875, 
xviii.,  p.  349. 

2.  KtJSTNER  :  Notiz  ilber  den  Bau  des  Fungus  umbilic.  Arch.  f.  Gyniik., 
1877,  Bd.  ix. 

3.  KtJSTNER  :  Das  Adenom  und  die  Granulationsgescbwulst  am  Nabel  der 
Kinder.     Arch,  fiir  path.  Anat.,  etc.,  1877,  Ixix.,  pp  286,  294. 

4.  KoLACZEK  :  Kritiscber  zu  .den  sogenannt.  Adenom.  (Kiislner)  am  Nabel 
der  Kinder.     Arch,  fiir  path.  Anat.,  etc.,  1877,  p.  537'. 

5.  MixoT  :  Human  Embryology.     New  York,  1893. 

6.  ZiEGLER  :  Lebrbuch  der  path.  Anatomie.     Jena,  1892. 

7.  Orth  :  Pathologiscbe  Anatomie. 

8.  Lannelongce  et  Fremont  :  Ue  quelques  Varietes  des  Tumeurs  con- 
genitales  de  I'Ombilic  et  plus  specialemeut  des  Tumeurs  adenoides  diverticu- 
laires.     Archiv  general  de  Medecine,  1884,  i.,  pp.  36-32. 

9.  TiLLMANXs :  Ein  Fall  von  congenit.  Prolap.  des  Magen  Scbleimh. 
Deutsche  Zeitschrift  f iir  Chirurgie,  1883,  Bd.  xviii. 

10.  Roth  :  Ueber  Missbildungen  im  Bereich  des  Duct,  omphalomesenteri- 
cus.     Virchow's  Archiv  fur  path.  Anat.,  Ixxxvi.,  p.  371. 

11.  FiTZ  :  Persistent  Omphalo-mesenteric  Remains,  their  Importance  in  the 
Causation  of  Intestinal  Duplication,  Cyst  Formation,  and  Obstruction.  Ameri- 
can Journal  of  Medical  Sciences,  1884,  vol.  ii.,  p.  30. 

12.  Holt  :  Umbilical  Tumor  in  an  Infant,  formed  by  Prolapse  of  Intestinal 
Mucous  Membrane  of  Meckel's  Diverticulum.  Medical  Record,  New  York, 
1888,  xxxiii.,  p.  431. 

13.  Barth  :  Deutsche  Zeitschrift  ftir  Chirurgie,  1887,  vol.  iii. 

14.  GiBB :  Trans.  London  Path.  Soc,  vol.  vii.,  p.  216. 

15.  Chandelux  :   Observation   pour  servir    a  THistoire  de  TExomphale. 


352  SANDERS  :    CHRONIC    OOPHORITIS    AND    ITS 

Exoinpliale  funiforme  diverticulaire  inverse.     Archives  de  Physiologie,  1881, 
2e  strie,  p.  93. 

16.  ZuMWiNKEL  :  Subcutane  Dottergangscyste  am  Nabel.  Arch.  f.  klin. 
Chirurgie,  1890,  xi..p.  838. 

17.  RosER  :  Arch,  fiir  kliii.  Chirurgie,  1876,  xx.,  p.  475. 

18.  Wtss  :  Virchow"s  Archiv,  1870,  li.,  p.  144. 

19.  French  :  Case  of  Fleshy  Tumor  of  Umbilicus  with  Patent  Urachus. 
Lancet.  1882,  1.,  p.  60. 

20.  Hedkelom  :  Die  Genese  der  Ectopia  Ventriculi  am  Nabel.  Virchovr's 
Archiv  fiir  path.  Anat.,  1888,  iii.,  p.  475. 

21.  Ball:  Case  of  Umbilical  Polypus.  Trans.  Royal  Acad,  of  Med.  of 
Ireland,  1889.  vii.,  pp.  340-343. 

22.  Pernice  :  Die  jSfabelgeschwiilste.     Halle  a.  S.,  1892. 

23.  Vellar  :  Tumeurs  de  I'Ombilic.    These.     Paris,  1886. 

24.  Vellar  :  Tumeurs  de  rOmbilic.     Gazette  des  Hupitaux,  1890,  Xo.  32. 

25.  Colemax  :  Adenomatous  Polypus  of  Umbilicus.  Trans.  Lond.  Path. 
Soc,  xxxix.,  p.  110. 

26.  Ball  :  Case  of  Umbilical  Polypus.  Illustr.  Med.  News,  London,  1889, 
iv.,  p.  149. 

27.  Makins  and  Carpenter  :  Case  of  Congenital  Umbilical  Polypus. 
Illustr.  Med.  News,  London,  1889,  ii.,  p.  26S. 

28.  W.  H.  Miller  :  Umbilical  Polypi.  St.  Thomas  Hosp.  Reports,  new 
series,  xix.,  1889,  p.  279. 

29.  Wm.  Anderson  :  Case  of  Fecal  Fistula  at  the  Umbilicus  with  Non- 
Development  of  Sigmoid  Flexure  and  Rectum.  Trans.  Lond.  Path.  Soc, 
vol.  xlii.,  p.  128.  

CHRONIC  OOPHORITIS  AND  ITS  TREATMENT  BY  ELECTRICITY  :i 

A  CLINICAL   STUDY. 


EDWARD  SANDERS,   M.D., 
New  York. 


B.  Exciting  Causes  acting  hy  Extension  or  hy  Direct  Action 
upon  the  Ovaries : 

1.  Pelvic  peritonitis  and  cellulitis.  (/)  Diphtheria. 

2.  Uterine  disease.  (g)  Erysipelas. 

3.  Tubal  disease.  {h)  Dysentery. 

4.  Rectal  disease.  ii)  Gout  and  rheumatism. 

5.  Uterine  traumatisms.  (j)  Typhoid  fever. 

6.  Infectious  diseases:  {k)  Relapsing  fever. 
{a)  Scarlatina.  {I)  Puerperal  diseases. 
(&)  Measles.  (m)  Syphilis. 

(c)  Small-pox.  (n)  Gonorrhea. 

{d)  Mumps.  7.  Traumatisms. 
(e)  Cholera. 

1.  In  Pelvic  Peritonitis  and  Cellulitis  a  condition  known  as 

'  Continued  from  p.  225,  August  number. 
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peri-ooplioritis  may  occur,  wliicli  in  time  extends  to  the  ovarian 
tissue  proper.  In  those  instances  of  old  pelvic  masses  not  de- 
pendent upon  pelvic  induration  due  to  a  cellulitis,  we  find  fre- 
quently the  tubes  and  ovaries  involved,  presenting  in  the  case 
of  the  former  thickenings  and  distentions  of  the  tube  by  either 
serum  or  pus,  and  in  the  case  of  the  latter  enlargement  or 
atrophy,  induration,  and  fibrous  degeneration  with  follicular 
changes,  a  condition  of  combined  interstitial  and  follicular  in- 
flammation. In  9  of  my  cases  peri-ovarian  inflammation  had 
previously  existed,  as  shown  by  uterine  adhesions,  pelvic  masses, 
and  Fallopian-tube  diseases.  Besides,  there  were  quite  a  num- 
ber of  compound  uterine  displacements,  as  we  have  seen,  which 
indicated  the  more  than  likely  pre-existence  of  peri-uterine 
inflammation  to  account  for  their  presence.  The  direct  rela- 
tion of  the  oophoritis  and  the  peri-uterine  inflammation  was 
extremely  diflicult  to  determine — whether  the  changes  existed 
as  part  of  one  and  the  same  process,  or  whether  the  one  or  the 
other  was  primary  or  secondary. 

2.  Uterine  Disease. — We  have  seen  how  frequently  chronic 
oophoritis  exists  with  subinvolution  and  its  sequel,  hyperplasia. 
In  such  cases  there  cannot  be  said  to  have  been  any  extension 
of  disease,  the  two  conditions  existing  rather  as  part  of  a  uni- 
versal fault  of  involution,  the  one  reacting  on  the  other,  how- 
ever, as  part  of  a  vicious  circle.  That  oophoritis  is  often  de- 
pendent upon  pre-existing  uterine  trouble  there  is  no  doubt ; 
that  it  fraquently  is  the  result  of  extension  must  be  admitted. 
As  we  shall  see,  many  of  the  causes  about  to  be  discussed  act  in 
this  way,  using  the  uterine  tract  as  a  mere  pathway  to  the  tubes 
and  ovaries.  But  independent  of  these  we  find  cases  where 
for  some  time  there  has  been  old  endometrial  trouble,  which, 
without  any  apparent  determinable  cause,  slowly  advances  along 
the  tubes  to  the  ovaries,  producing  peri-ovarian  and  ovarian 
inflammation,  ending  in  dilated  tubes  and  chronic  oophoritis. 
Tlius  in  22  of  my  cases  this  seemed  to  be  the  mode  of  produc- 
tion of  the  disease,  chronic  endometritis  having  long  existed,  to 
be  followed  by  chronic  ovarian  inflammation.  Coexisting  en- 
dometrial disease  with  oophoritis  is  extremely  common,  though, 
as  a  rule,  they  stand  in  the  relation  to  each  other  as  either  parts 
of  a  similar  process,  or,  what  is  most  likely,  the  endometritis  is 
secondary  to  the  oophoritis.  Endometritis,  either  cervical  or 
corporeal,  is  found  in  over 50  percent  of  all  instances  of  oopho- 
^3 
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ritis,  while  villous  endometritis  and  mucous  cervical  polypi  occa- 
sionally are  present. 

3.  Tubal  Disease. — In  clironic  tubal  disease  chronic  ovarian 
trouble  almost  invariably  coexists,  as  a  secondary  affection  usu- 
ally, though  sometimes  present  as  the  primary  affection ;  tlie 
former  is  the  rule,  the  latter  the  exception.  Existing  as  the 
result  of  extension  from  the  tubes,  at  first  as  a  peri-ooplioritis 
generally,  by  the  pressure  or  displacement  of  adhesions  or  by 
ultimate  involvement  of  the  interstitial  or  follicular  structures 
of  the  glands,  it  ultimately  induces  a  condition  of  chronic 
oophoritis  with  final  cirrhosis  and  atrophy  of  these  bodies.  Ac- 
cording to  Mignon,^  who  has  carefully,  both  clinically  and  his- 
tologically, investigated  this  subject,  the  ovaries  almost  always 
participate  in  tubal  disease,  and  may  exhibit  oophoritis  or  peri- 
oophoritis, cystic  degeneration,  cicatricial  contraction,  or  atrophy 
with  disappearance  of  the  glandular  tissue.  Atrophy  of  the 
ovaries  is  also  found  in  some  cases  in  which  the  uterine  ad- 
nexa  are  embedded  in  solid  and  extensive  false  membranes. 
Thirty-five  times  did  Fallopian-tube  disease  coexist  with  chronic 
oophoritis  in  my  250  cases  :  15  times  as  a  pachysalpingitis,  18 
times  as  a  hydrosalpinx — 12  times  being  left-sided,  5  times  right, 
and  once  bilateral — while  in  2  eases  there  was  pyosalpinx.  In 
how  many  other  cases  there  was  a  simple  catarrhal  state  of  the 
tubes  I  am  unable  to  say,  for  I  am  free  to  confess  that  such 
a  condition,  when  slight  and  uncomplicated  and  not  coexisting 
with  other  tube  diseases,  is  bej^ond  my  diagnostic  ability.  IS'o 
doubt  it  was  present  in  a  considerable  number  of  cases,  but, 
giving  rise  to  no  special  symptoms  distinguishable  from  those  of 
the  uterine  or  ovarian  maladies  which  it  accompanied,  it  was 
undetected  and  undiscoverable.  Besides  the  35  mentioned 
there  were  12  other  cases  in  which  adhesion  of  the  tubes  to 
the  surrounding  parts  was  present.  Thus  we  have  a  total  of  47 
cases  of  involvement  of  the  tubes,  or  in  18.8  percent  of  all  cases 
of  chronic  oophoritis  we  may  expect  to  find  tubal  or  peritubal 
disease. 

4.  Rectal  Itiflammaiion. — Personally  I  have  never  met  with 
such  a  case,  but  Scanzoni,  according  to  Olshausen,  frequently 
observed  the  disease  after  acute  inflammations  of  the  rectum^ 
Such  a  condition  is  possible  in  the  left  ovai'y,  which,  resting  on 
the  rectum  in  health,  may  thus,  by  contiguity  of  tissue,  become 
'  New  York  Medical  Journal,  September  7th,  1889. 
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the  seat  of  disease.     That  such  an  origin  for  chronic  oophoritis 
is  frequent  is  very  much  open  to  doubt. 

5.  Uterine  Traumatisms. — Bj  this  is  meant  operations  upon 
the  uterus,  especially  the  cervix,  uterine  applications,  instru- 
mentation, and  other  forms  of  uterine  examination.  Opera- 
tions upon  the  cervix  seem  to  be  of  especial  importance  here  ; 
this  fact  has  also  been  noted  by  Duncan.  Five  times  did  the 
disease,  in  my  experience,  follow  operation  for  laceration  of  the 
cervix,  three  times  it  was  secondary  to  dilatation  of  the  cervical 
canal,  and  once  it  followed  sewing  the  cervix  to  the  anterior 
vaginal  wall.  Once  the  disease  seemed  to  succeed  the  passage 
of  a  sound,  and  on  several  occasions  I  have  removed  pessaries 
from  the  vagina  and  found  a  prolapsed,  inflamed  ovary,  but  was 
very  doubtful,  from  the  history  of  the  cases,  of  the  dependence 
of  the  disease  for  its  origin  on  this  cause.  Such  causes  as  the 
foregoing  act  in  one  of  two  ways  :  either  by  inducing  a  septic 
process  along  the  lymphatics,  or  by  direct  extension  of  inflamma- 
tion from  the  seat  of  injury  along  the  tubo-uterine  tract,  which 
practically  amounts  to  a  septic  infection  by  extension,  as  in 
the  first  instance.  Other  forms  of  traumatism  mentioned  are 
incisions  of  the  cervix,  the  use  of  stem  pessaries,  curettings,  etc. 
Of  tliese  the  last  only  has  come  under  my  notice  as  a  possible 
cause.  In  one  case  the  patient  had  her  cervix  divulsed  and  had 
been  twice  curetted,  all  these  at  different  sittings. 

6.  Infectious  Diseases. — With  Tait  I  believe  that  acute 
oophoritis  is  not  an  uncommon  complication  of  many  of  the 
exanthemata.  Chronic  oophoritis  as  a  secpience  of  this  acute 
process  may  and  does  sometimes  occur,  but  the  frequency  of 
this  sequel  it  is  impossible  at  present  to  determine.  Tait  par- 
ticularly instances  among  the  infectious  diseases  small-pox  and 
scarlatina.  He  refers  to  an  outbreak  of  small-pox  occurring  in 
Birmingham  between  the  years  1872  and  1874,  during  which  he 
met  with  a  number  of  instances  of  oophoritis  terminating  in 
atrophy  of  these  bodies.  But  little  attention  has  been  directed 
to  this  origin  of  ovarian  disease.  Rarely  referred  to  in  works  on 
pediatrics — for  it  is  in  the  young  that  such  complications  are 
most  apt  to  be  met  with — it  is  not  surprising  that  the  gynecolo- 
gist has  failed,  as  a  rule,  to  detect  or  describe  it.  There  are 
not  a  few  instances  of  emansio  mensium  which  present  them- 
selves for  treatment,  where  a  small,  undeveloped  uterus  is 
found,  while  the  ovaries  either  cannot  be  felt  or  when  felt  are 
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small  and  functionless,  in  which  I  have  no  doubt  an  oophoritis 
ending  in  atrophy,  occurring  during  the  course  of  some  in- 
fectious malady,  was  the  original  cause  of  the  amenorrhea  ; 
the  symptoms  of  the  primary  disease,  however,  overshadowing 
and  hiding  those  of  its  complication.  It  has  been  my  fortune 
to  meet  with  quite  a  number  of  such  cases  of  emansio  mensium, 
but,  as  a  rule,  the  patients  themselves  were  unable  to  throw  any 
light  upon  the  matter.  Sometimes  the  patients  were  generally 
undeveloped,  being  small  in  body,  flat-chested,  infantile-look- 
ing ;  but,  as  a  rule,  the  general  development  was  good,  not  a  few 
presenting  fair  types  of  womanhood.  Some  of  them,  to  my 
mind,  owed  their  immature  genital  state  to  an  infantile  oophori- 
tis, always  undetected,  which  produced  destruction  of  follicles, 
atrophy  of  the  gland,  and  as  a  sequence  atrophy  or  impeded 
development  of  the  uterus,  etc.  There  are  other  cases  where 
JS^ature  makes  an  effort  to  remedy  the  defect.  Molimina  occur 
either  regularly  or  generally  irregularly,  the  ovaries  endeavoring 
to  perform  their  functions,  but  there  is  no  menstrual  flow  and 
the  effort  results  in  naught  but  failure.  In  still  other  cases 
ovulation  with  menstruation  occurs  at  long  intervals,  once,  say, 
in  eight  or  nine  months  ;  a  mere  show  of  blood  for  half  an 
hour  or  several  hours  presents  itself,  while  in  the  interval  there 
is  neither  ovulation  nor  menstruation,  molimina,  etc.,  being  ab- 
sent. All  these,  I  believe,  are  instances  of  atrophic  oophoritis, 
complete  or  partial,  the  primary  lesions  being  in  the  follicles. 
If  these  be  entirely  destroyed  we  have  complete  atrophy  of  the 
glands  and  irremediable  amenorrhea ;  if  some  of  the  follicles 
remain  intact  a  partially  successful  effort  at  functionating  occurs 
at  various  intervals.  The  uterine  atrophy  or  lack  of  develop- 
ment is  a  sequence  of  the  ovarian  atrophy.  Of  course  the  fore- 
going refers  to  instances  where  menstruation  has  not  yet  been 
established.  We  know  that  in  such  cases  the  ovaries  may  be 
functionally  active,  and,  such  being  the  case,  it  is  conceivable 
how  an  inflammatory  process  may  attack  these  glands  with 
subsequent  destruction  of  their  active  elements.  There  are  also 
cases  where  ovaritis  has  occurred  during  infectious  maladies  in 
adult  females;  I  as  well  as  others  have  met  with  such.  How 
frequently  it  does  take  place  in  the  present  state  of  the  subject 
it  is  impossible  to  decide,  but  that  it  is  more  common  than  is 
supposed  is  more  than  likely  when  it  is  stated  that  five  such 
instances  have  come  under  my  observation  where  the  patients 
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tliemselves  blamed  a   previous  acute  infectious  disease  for  the 
amenorrhea  for  which  they  presented  themselves. 

(a)  Scarlatina. — Oophoritis  in  this  affection  may  arise  in  one 
of  two  ways :  either  by  extension  of  the  dermal  inflammation 
along  the  genital  tract,  or  by  direct  action  of  the  scarlatinous  mor- 
bific agent  upon  the  gland  itself.  The  most  frequent  condition 
met  with  in  women  in  tlie  early  stages  of  scarlatina  is  moderate 
catarrh  of  the  vagina  with  hyperemia  of  the  mucous  membrane, 
without  ulceration — this  according  to  Thomas,  who  also  states 
that  these  conditions  are  less  often  found  in  young  girls.  But 
Roger  has  found  the  testes  and  the  tunica  albuginea  very  hyper- 
emic  and  somewhat  softened,  and  Weber  found  both  testes 
inflamed.  Such  being  the  case  in  boys,  an  analogous  condition 
must  be  admitted  as  possible  in  the  ovaries.  Hennig  has  ob- 
served hyperemia  and  infiltration  of  the  ovaries  and  tubes  in 
scarlet  fever.  Peri-uterine  inflammation  appears  with  remark- 
able frequency  in  cases  of  scarlatina  occurring  during  the  puer- 
perium.  Thus  Meyer  records  six  such  instances  of  peri-  and 
parametritis.  Henoch  speaks  of  leucorrhea  developing  in  a 
few  cases  in  children  immediately  after  scarlatina,  probably 
from  extension  of  the  dermatitis  to  the  mucous  membrane  of  the 
genitalia.  Eichhorst  states  that  oophoritis  and  peri-oophoritis 
are  not  infrequently  observed  in  this  disease.  Slavjansky,  than 
whom  no  one  has  made  a  more  careful  study  of  the  endo- 
metrial and  ovarian  changes  of  the  acute  infectious  fevers, 
found  endometritis  and  oophoritis  in  such  cases,  and  claims 
that  the  oophoritis  occurring  during  these  maladies  is  a  true 
parenchymatous  inflammation,  the  lesion  in  the  acute  forms  being 
near  the  periphery  of  the  glands  in  the  cortical  zone  and  con- 
fined almost  entirely  to  the  primordial  follicles,  while  in  the 
chronic  forms  it  is  limited  to  the  more  mature  Graafian  vesicles. 
The  ultimate  result  is  destruction  of  the  follicles,  providing 
the  inflammation  is  intense,  otherwise  the  gland  may  return 
to  its  normal  condition.  Lebedinsky  also  found,  on  examina- 
tion of  the  ovaries  after  scarlatina,  that  the  follicles  presented  at 
first  the  microscopical  appearances  of  parenchymatous  inflam- 
mation in  all  stages,  the  final  result  being  destruction  of  a  larger 
or  smaller  number  of  follicles  with  the  formation  of  cicatrices, 
with  consequent  suspension  of  the  ovarian  function  to  a  greater 
or  less  degree.  Pathologically  it  is  thus  proven  that  oophori- 
tis is  a  complication  of   scarlatina ;  clinically  it  has  yet  to   be 
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demonstrated.  Tait  reports  a  case  where  the  oophoritis  followed 
scarlatina  occurring  after  a  second  labor.  Operation  revealed 
the  ovaries  to  be  in  a  state  of  cirrhosis.  Personally  I  have  never 
been  able  to  establish  a  positive  connection  between  the  exist- 
ing ovarian  atrophy  and  scarlatina,  bnt  have  no  donbt  that  such 
a  connection  could  be  established  were  patients  but  able  to  re- 
member their  previous  histories  with  sufficient  exactitude.  In 
fact,  most  of  the  cases  coming  under  notice  are  nnable  to  tell 
whether  or  not  they  had  ever  suffered  from  any  of  the  ex- 
anthemata. 

(h)  Measles. — Parrot  ^  describes  a  form  of  vulvitis  occurring 
in  children,  which  he  names  aphthous,  basing  his  description 
upon  quite  a  large  number  of  instances.  Of  the  56  cases  ob- 
served, no  less  than  39  were  associated  with  measles,  4  with 
pertussis,  1  eacli  with  varicella,  erysipelas,  pneumonia,  and 
diphtheria,  and  9  independent  of  any  other  disease.  Acute  en- 
dometritis has  been  noted  in  connection  with  measles.  Exten- 
sion may  therefore  be  presumed  as  possible  along  the  genital 
tract,  but,  so  far  as  I  know,  there  are  no  records  of  oophoritis 
occurring  during  or  after  the  disease. 

{&)  Variola. — Tait  *  remarks :  "  I  have  no  doubt  that  there  is 
a  special  form  of  oophoritis  associated  with  certain  exanthemata, 
more  particularly  scarlet  fever  and  small-pox,  and  that  in  its  re- 
sults it  differs  altogether  from  the  form  of  ovarian  inflammation 
to  which  I  prefer  to  give  the  name  of  peri-oophoritis."  In  an 
epidemic  of  variola  occurring  in  Birmingham  during  the  years 
1872  to  1874,  he  says  that  he  was  four  times  called  in  consulta- 
tion to  cases  of  pelvic  ailment  complicating  the  disease,  one  an 
instance  of  double  acute  ovaritis  followed  by  abortion,  in  whom 
the  menses  never  reappeared  ;  another,  probably  suffering  from 
a  similar  complaint,  with  similar  subsequent  atrophy  of  the  ova- 
ries, who  menstruated  later  only  at  long  intervals.  No  doubt 
the  process  is  the  same  here  as  that  already  referred  to  as  de- 
scribed by  Slavjansky  and  Lebedinsky :  an  acute  inflammation 
of  the  follicles,  either  partial  or  complete,  with  subsequent  de- 
struction of  the  vesicular  structures,  atrophy,  and  loss  of  func- 
tion. This  may  depend  upon  direct  action  of  the  poison  of  the 
disease  upon  the  glandular  structures,  may  follow  variolous 
pelvi-peritonitis  and  peri-oophoritis,  or  may,  it  is  conceivable, 
be  secondary  to  extension  of  the  variolous  dermatitis  along  the 

>  Rev.  de  Med.,  March,  1881.       -  "  Diseases  of  the  Ovaries,"  1883,  p.  102, 
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■genital  tract.  Nonat,  for  instance,  lays  particular  stress  upon 
the  fact  that  the  variolous  erujition  sometimes  presents  itself 
with  remarkable  intensity  about  the  vulva,  which  may  result, 
during  the  late  period  of  the  exanthem,  in  extensive  and  deep 
ulceration. 

A  case  of  amenorrhea  following  variola,  and  undoubtedly 
dependent  upon  a  complicating  oophoritis  with  consecutive 
atrophy  of  tlie  glands,  and  coming  under  my  care,  is  the  follow- 
ing : 

Kosa  S.,  set.  26  years,  German  by  birth,  and  married  three 
years.  Began  to  menstruate  at  the  age  of  16  years ;  was  always 
regular,  though  the  flow  was  always  accompanied  by  great  pain. 
At  the  age  of  21  years  she  suffered  from  an  attack  of  small- 
pox. Up  to  that  time  she  had  menstruated  regularly,  but  there- 
after she  never  again  saw  a  sign  of  the  flow.  For  some  time 
after  recovery  from  the  disease  she  noticed  marked  molimina, 
but  these  have  now  entirely  disappeared.  She  is  of  good  size 
and  development,  and  appears  to  be  in  very  good  general  health. 
She  complains  only  of  slight  pain  in  the  lower  abdomen,  and 
suffers  some  from  dyspareunia,  though  she  comes  only  with  the 
hope  of  l)eiug  relieved  of  her  amenorrhea.  The  uterus  was 
found  of  normal  shape  and  in  the  normal  position,  and  was 
about  the  natural  size,  being  two  and  a  half  inches  in  depth. 
Cervix  normal  in  size  and  shape,  but  slightly  eroded  and  the 
seat  of  catarrhal  trouble.  The  ovaries  could  not  be  felt.  The 
vagina  and  external  genitals  presented  no  abnormality.  Treat- 
ment during  two  and  a  half  months  was  without  result. 

{d)  Mumps. — Reasoning  from  analogy,  it  has  been  claimed 
that  parotitis  may  originate  an  oophoritis.  Orchitis  being  com- 
paratively common  in  certain  epidemics,  a  like  condition  has 
been  presumed  to  occur  in  the  ovaries.  Facts  relating  to  this 
point  are  hard  to  obtain,  but  very  few  references  thereto  being 
found  in  the  literature.  Eichhorst  speaks  of  pains  and  even  en- 
largements of  the  ovaries,  swelling  and  hematoma  of  the  vaginal 
mucous  membrane  and  labia,  as  having  been  observed  in  mumps. 
Leichtenstein  mentions  catarrh  of  the  vagina  as  a  rare  com- 
plication. Dunn  reports  four  cases  of  mumps  with  inflam- 
mation of  vagina  and  purulent  discharge  following.  Isham,^ 
speaking  of  the  complications  of  mumps,  remarks  :  "  AVhile  it  is 
asserted  by  some  systemic  writers  that  transference  of  the  dis- 
>  Amer.  Journ.  of  the  Med.  Sci.,  October,  1878,  p.  372. 
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ease  process  to  the  ovaries  never  transpires,  others  place  it  next 
in  frequency  after  affection  of  the  mammse.  The  literature  of 
the  subject  is  exceedingly  scanty.  No  citation  of  cases  is  given 
in  works,  and  we  have  only  found  three  cases  reported  in  the 
journals,  two  by  Demarest  and  one  by  Meyer," 

{e)  Cholera. — Slavjansky  has  found  in  this  disease  an  oopho- 
ritis entirely  similar  to  that  already  described  under  the  head  of 
scarlatina:  a  true  follicular  inflammation  following  an  analogous 
course  with  a  like  termination.  Endometritis  has  also  been 
noted  as  occurring  during  the  disease.  Among  27  cases  of  early 
menopause  Tilt  mentions  two  instances  where  such  cessation 
followed  cholera,  but  gives  no  details. 

(/*)  Diphtheria. — Vaginitis  diphtheritica  has  been  noticed 
by  various  authors,  as  Rokitansky,  Klebs,  Schroder,  and  others, 
with  occasional  implication  of  the  cervical  mucous  membrane. 
Lebert  refers  to  a  diphtheritic  endometritis  occurring  during 
the  course  of  cholera  Asiatica.  I  do  not  find  any  instances  of 
oophoritis  recorded  in  literature,  but  in  the  light  of  our  present 
knowledge  such  a  possibility  from  extension  must  be  borne  in 
mind. 

{g)  Erysipelas. — Much  has  been  written  of  the  connection 
between  this  disease  and  puerperal  fever.  That  it  may  give 
rise  to  peri-uterine  inflammation  there  is  no  doubt,  and  with  this, 
as  a  part  of  the  process,  we  undoubtedly  may  have  oophoritis. 
Given  an  instance  of  erysipelas  of  the  perivulval  parts,  exten- 
sion along  the  genital  mucous  membrane  to  the  ovaries,  causing 
peri-oophoritis  and  final  parenchymatous  oophoritis,  is  easily  con- 
ceivable. Eppinger  has  observed  an  instance  of  vaginitis  er-^^- 
sipelatosa. 

{h)  Dysentery. — Vaginitis  dysenterica  has  been  observed  by 
both  Klebs  and  Eppinger.  The  latter  examined  twelve  cases,  in 
all  of  which  intestinal  dysentery  existed,  the  extension  of  the 
process  being  supposed  to  be  due  to  patency  of  the  introitus  or 
narrowness  of  the  perineum.  Sanger  speaks  of  Hennig'in  a 
girl  of  10  years,  and  Eppinger*  in  an  adult,  witnessing  a  dysen- 
teric inflammation  extend  to  the  mucous  membrane  of  the  genital 
tract,  the  disease  in  its  new  location  assuming  the  appearance  of 
a  diphtheritic  inflammation.     Massin,"  among  18  cases  of  infec- 

1  Krankheiten  der  Eileiter,  p.  67. 

«  Prager  Zeitschr.  flir  Heilkunde,  1882,  p.  36. 

^  Archiv  filr  Gynakologie,  Band  xl.,  Heft  1,  1891. 
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tious  disease  investigated  with  especial  reference  to  the  condi- 
tion of  the  endometrium,  examined  one  instance  of  dysentery. 
Here,  as  well  as  in  the  other  cases,  he  found  a  parenchymatous 
and  interstitial  inflammation  of  the  mucous  membrane.  Further- 
more, in  all  cases  a  condition  was  observed  corresponding  to 
the  hemorrhagic  endometritis  noted  by  Slavjansky  in  cholera. 
Though  no  such  cases  are  reported,  oophoritis  as  a  secondary 
result  of  such  endometritis  is  a  possibility. 

(^)  Gout  and  Rheumatisra. — Attention  has  been  called  by 
Mabboux,  of  Contrexeville,  to  a  condition  which  he  deems  by 
no  means  rare.  He  and  Roubaud  '  claim  that  gout  of  the  ovaries 
is  frequently  met  with  by  the  physicians  stationed  at  the  warm 
springs.  They  conclude  that  during  and  after  sexual  life  there 
may  exist  a  gouty  metritis,  vaginitis,  and  vulvitis,  that  these  at- 
tacks may  or  not  accompany  the  menses,  and  that  utero-ovarian 
gout  demands  the  same  medication  as  articular  or  visceral  gout. 

An  instance  of  ovarian  atrophy,  probably  dependent  upon 
oophoritis  following  an  attack  of  rheumatism,  has  come  under 
my  notice. 

Sarah  I.,  set.  35  years,  a  native  of  Hungary  ;  married  twice, 
the  first  time  three  and  the  second  time  four  years,  with  an  inter- 
val of  ten  years  between.  Had  one  child  ten  and  a  half  months 
after  her  first  marriage,  none  since.  Always  menstruated  regu- 
larly and  without  pain  up  to  six  years  ago,  when  she  had  an 
attack  of  rheumatism  complicated  by  pericarditis.  Since  then 
menstruation  has  been  extremely  irregnlar  and  scanty,  often 
remaining  entirely  absent  fully  eight  months.  At  present  has 
had  no  sign  for  six  months.  During  the  intervals  no  molimina. 
Uterus  in  normal  position  and  of  about  normal  shape,  but  very 
small ;  the  sound  could  not  be  introduced,  more  especially  on 
account  of  the  minuteness  of  the  external  os,  whicli  would  not 
admit  its  tip.  The  cervix  itself  was  very  short,  and  the  ovaries 
could  not  be  felt.  Here,  it  seems  to  me,  we  are  dealing  with  an 
instance  of  ovarian  inflammation  with  secondary  atrophy  simi- 
lar to  that  described  as  occurring  in  other  infectious  diseases  by 
Slavjansky,  Lebedinsky,  Tait,  and  others.  Tait,  in  fact,  records  a 
case  of  chronic  oophoritis  due  to  acute  rheumatism.  It  occurred 
in  a  girl  of  17  years  who  had  suffered  from  eight  or  nine  at- 
tacks of  rheumatic  fever.  She  died  subsequently  of  embolism 
of  a  cerebral  artery,  and  on  post-mortem  he  found  the  ovaries 
'  Gaz.  de  Gynecologie,  August  1st,  1888. 
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large,  soft,  covered  with  lymph,  and  dotted  with  enlarged  fol- 
licles, and  the  peritoneum  was  thickened  around  them.  The 
left  ovary  was  partly  adherent  to  the  rectum,  and  it  had  nearly 
all  the  fimbria  of  the  corresponding  tube  glued  on  to  it. 

(J)  Typlioicl  Fever. — Massin,  already  quoted,  has  examined 
two  cases  of  enteric  fever,  and  found  the  uterus  the  seat  of  a 
parenchymatous  and  interstitial  inflammation  of  its  lining  mem- 
brane, while  its  muscular  coat  also  showed  interstitial  inflamma- 
tory changes.  Jaggard  ^  is  of  the  opinion  that,  owing  to  some 
change  in  the  constitution  of  the  blood,  the  predisposition  in  the 
acute  infectious  diseases  is  to  the  development  of  a  hemorrhagic 
form  of  endometritis.  Herman, °  commenting  on  the  endome- 
tritis occurring  during  the  course  of  typhoid,  typhus,  etc., 
remarks  that  in  the  acute  stage  of  these  m.aladies  the  symptoms 
caused  by  the  endometritis  are  so  slight  in  comparison  with 
those  of  the  graver  disease  they  complicate  that  they  seldom  at- 
tract attention  at  the  time,  but  later  on  indicate  their  previous 
existence  by  amenorrhea,  dysmenorrhea,  menorrhagia,  or  ster- 
ility, Liebermeister  has  noticed  diphtheritic  (?)  endometritis 
during  typhoid  fever.  In  one  instance  he  found  serious  hem- 
orrhages in  the  ovaries,  and  in  another  purulent  degeneration 
of  one  ovary.  Slavjansky  has  also  found  here  the  usual  par- 
enchymatous ovarian  inflammation  so  characteristic  of  the  acute 
infectious  maladies.  Cessation  of  menstruation  for  a  longer 
or  shorter  period  after  recovery  from  typhoid  fever  is  not 
uncommon,  but  its  permanent  absence  is  rather  rare.  In  the 
former  case  the  amenorrhea  is  purely  symptomatic  of  the 
secondary  anemia ;  in  the  latter  it  is  undoubtedly  dependent 
upon  destruction  of  the  vesicular  structure  of  the  glands  and 
consecutive  atrophy.  I  have  twice  met  with  cases  of  amenor- 
rhea following  typhoid,  but  in  neither  case  had  the  ajffection 
existed  long  enough  to  determine  positively  whether  the  condi- 
tion was  to  be  permanent  or  temporary. 

Mary  S.,  set,  24  years,  born  in  New  York,  and  married  one 
and  a  half  years.  Miscarried  two  months  after  marriage,  in 
about  the  second  month  of  pregnancy,  but  was  perfectly  well 
thereafter.  Began  to  menstruate  at  14  years  and  was  always 
regular.  Had  typhoid  fever  six  months  before  coming  under 
observation,  followed  immediately,  she  says,  by  scarlatina.     No 

'  Pepper's  "  System  of  Medicine,"  vol.  iv.,  p.  461. 
"^  Brit.  J\led.  Journ.,  February  1st,  1890,  p.  221. 
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menstruation  since ;  no  molimina.  Patient  declined  examina- 
tion. 

Leah  -S.,  9et.  30  years,  born  in  Koumania,  and  married 
twelve  years.  Has  had  six  children,  the  last  two  years  ago. 
Began  to  menstruate  at  15  years;  always  regular  and  free  of 
pain.  About  eight  months  before  presenting  herself,  suffered 
from  an  attack  of  typhoid  fever,  and  since  then  has  not  men- 
struated. Cterus  of  normal  size,  shape,  and  in  normal  position. 
Ovaries  could  not  be  palpated. 

(k)  Relapsing  Fever. — Endometritis  hemorrhagica  has  been 
shown  to  be  a  complication  of  this  form  of  disease  (Massin, 
Slavjansky).  Acute  parenchymatous  inflammation  of  the  ova- 
ries is  also  not  rare,  but  its  chronic  or  atrophic  condition  has 
not  so  far  been  met  with.  The  form  of  oophoritis  occurring 
during  this  disease  is  that  already  described  as  existing  in  the 
other  infectious  maladies,  as  shown  by  Slavjansky  and  Lebe- 
dinsky. 

{I)  Puerperal  Diseases. — Ovaritis  is  particularly  common  after 
labor,  whether  at  term  or  after  abortion ;  occurring  most  fre- 
quently as  a  secondary  process,  either  consecutive  to  an  acute 
metritis  or  peri-  or  parametritis,  or  as  part  of  the  pathological 
changes  of  a  puerperal  fever.  Among  686  cases  of  puerperal 
raetr.o-peritonitis,  Boivin  and  Duges  found  the  ovaries  inflamed 
37  times.  Robert  Lee,  upon  56  women  succumbing  to  puer- 
peral fever,  found  the  ovaries  involved  32  times ;  while  Ton- 
nelle,  upon  222  cases  of  the  same  disease,  observed  these  organs 
to  be  inflamed  in  58  cases.  Of  my  250  cases  of  oophoritis  19 
per  cent  traced  back  their  trouble  to  labor  at  term,  while  15.6 
per  cent  claimed  an  abortion  as  the  origin  of  their  sickness. 
Besides  these,  6.1  per  cent  gave  histories  of  a  pelvi-peritonitis 
or  cellulitis  beginning  during  the  puerperal  period.  Hence  no 
less  than  40.7  per  cent  blamed  labor  or  one  of  its  accidents  for 
their  malady.  Abortions  are  more  apt  to  be  followed  by  oopho- 
ritis than  labor  at  term;  the  ratio  of  the  former  being  about 
one  case  to  four  of  abortion,  of  the  latter  one  to  five,  as  given 
by  the  cases  under  my  care.  This  is  as  was  to  be  expected 
from  the  well-known  fact  that  interrupted  pregnancies  are  more 
commonly  followed  by  pelvic  inflammations  than  full-time 
deliveries. 

[ill)  Syphilis. — Syphilitic  inflammation  of  the  ovaries  is  ex- 
tremely rare.     Among  all  my  cases,  in  not  one  could  this  dis- 
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ease  be  said  to  have  produced  any  influence.  However,  Biium- 
ler  ^  says :  "  Inasmuch  as  fibrous  degeneration  of  the  ovaries, 
especially  in  advanced  life,  is  so  commonly  met  with,  cicatri- 
cial changes  in  these  organs  can  only  be  regarded  as  the  result 
of  syphilis  when  there  are  other  circumstances  which  point  to 
the  disease — as,  for  instance,  in  youthful  persons  who  bear  de- 
cided evidences  of  syphilis  elsewhere.  Such  changes  have  been 
described  by  Kichet,  and  a  case  of  gummatous  ovaritis,  which 
is  perfectly  analogous  to  the  similar  affection  of  the  testicle,  is 
figured  by  Lancereaux." 

(n)  Gonorrhea. — There  is  no  doubt  that  gonorrhea  plays  an 
important  part  in  the  development  of  genital  disease  in  the  fe- 
male, but  how  much  of  a  role  it  plays  in  the  production  of 
ovarian  inflammatory  disease  is  still  an  unsettled  question.  That 
it  does  produce  such  is  positive,  but  whether  it  occupies  a  com- 
manding place  as  a  cause  of  chronic  oophoritis  is  more  than 
problematic.  Of  my  250  cases,  in  only  4.1  per  cent  could  a 
positive  relation  between  the  two  diseases  be  established.  In 
the  class  of  cases  from  which  these  patients  were  drawn  infi- 
delity on  the  part  of  the  male  is  not  uncommon,  and  acute  gon- 
orrhea was  not  uncommonly  met  with.  Thus,  in  from  10  to 
12  per  cent  of  all  my  gynecological  cases  gonorrhea,  in  either 
its  acute  manifestations  or  in  some  of  its  sequelpe,  was  present 
on  beginning  treatment.  If  it  be  true,  as  is  claimed  by  some, 
that  salpingitis  is  almost  always,  if  not  always,  dependent  upon 
the  extension  of  a  pre-existent  gonorrhea  along  the  mucous 
membrane  of  the  uterus,  the  number  of  my  cases  of  oophoritis 
due  to  this  malady  must  have  been  larger  than  is  above  indi- 
cated ;  for,  as  has  already  been  shown,  involvement  of  the  tubes 
was  detected  in  no  less  than  35,  or  14  per  cent  of  all  such  cases. 

Of  late  much  has  been  written  about  the  evil  influences  of 
gonorrhea  as  a  disease-producer  in  the  female,  but  the  recog- 
nition of  its  powers  in  this  direction  is  really  nothing  new  ;  the 
only  advance,  if  advance  it  be,  being  the  erecting  it  into  an 
almost  universal  cause.  All  cases  not  dependent  upon  the  puer- 
peral state  are  now  presumed  by  not  a  few  to  be  due  to  the  gon- 
orrheal germ  making  its  way  along  the  genital  tract.  Long  ago 
Morgagni  ^  mentioned  a  case  reported  by  Panaroli,  who  found 
abscess  in  both  ovaries  of  a  woman  who  had  long  suffered  from 
gonorrhea.  Ricord,  Yidal  de  Cassis,  Xonat,  Acton,  Lisfranc, 
'  Ziemssen's  "  Cyclopedia,"  vol.  iii.,  p.  233.  ^  Epistle  44. 
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Tilt,  and  others  admit  tlie  occurrence  of  a  gonorrheal  ovaritis. 
Simpson,  on  the  authority  of  Tilt,'  states  that  an  examination 
of  several  hundred  cases  of  gonorrhea  in  the  Lock  Hosj^ital 
of  Edinburgh  revealed  only  one  doubtful  case  of  ovaritis.  Of 
99  cases  of  pelvi-peritonitis  analyzed  by  Bernutz,  28  were  blen- 
norrhagic  in  their  origin,  though  this  large  proportion  of  such 
cases,  it  must  be  remembered  here,  is  explained  by  the  charac- 
ter of  the  hospital  where  the  patients  were  seen.  These  cases 
occurred  among  a  total  of  93  instances  of  gonorrhea — that  is, 
once  in  about  3^  cases.  But  this  average  is  too  large,  as  is  stated 
by  Bernutz  himself ;  for  there  were  special  reasons  why  only 
such  patients,  at  certain  times,  who  presented  symptoms  of  peri- 
uterine phlegmons  could  be  admitted.  In  how  many  of  these 
cases  the  ovaries  were  involved  is  not  stated,  but  that  a  causa- 
tive relation  was  recognized  is  shown  by  the  following  quota- 
tion :  -  "It  negatives  the  opinion  of  Hunter  as  to  the  absolute 
impossibility  of  the  existence  in  the  female  of  an  affection  anal- 
ogous to  orchitis  in  the  male  ;  it  shows,  on  the  contrary,  that 
this  affection  is  very  common — much  more  so,  indeed,  than 
might  be  gathered  from  Kicord's  description  of  blennorrhagic 
ovaritis."  Commenting  on  a  pajDer  read  by  Dr.  Henry  Bennett 
before  the  Medico-Chirurgical  Society  in  1848  '  on  "  Inflamma- 
tion and  Abscess  of  the  Uterine  Appendages,"  Mr.  Acton  stated 
his  belief  that  these  inflammations  of  the  Fallopian  tubes  and 
ovaries  were  analogous  to  swelled  testicle  in  the  male  and  fre- 
quently came  on  as  a  sequence  of  gonorrhea.  The  adhesions 
produced  by  these  extensions  of  gonorrheal  inflammation  he  be- 
lieved to  be  a  frequent  cause  of  the  sterility  of  prostitutes.  Dr. 
Bennett  was  hardly  willing  to  adopt  this  interpretation,  appa- 
rently doubting  the  frequency  of  such  occurrence.  Sanger,^ 
among  1,930  gynecological  cases  in  public  and  private  practice, 
found  in  230,  or  11.9  per  cent,  gonorrliea  to  be  the  initial  cause 
of  the  malady  for  which  they  presented  themselves.  In  161 
additional  cases  the  diagnosis  of  gonorrhea  was  jDositive  in  22, 
or  13.7  per  cent.  In  these  cases  the  diagnosis  was  purely  a 
clinical  one.     E.  Schwarz,  of  Halle,*  among  617  carefully  ob- 

'  "  Diseases  of  the  Ovaries,"  p.  315. 

-  "  Clinical  Memoirs  of  the  Diseases  of  Womeu,"  vol.  ii.,  p.  57. 
^  Medical  Gazette,  February  11th,  1848,  p.  243. 
*  Arch,  fiir  Gyn.,  Bd.  xxviii.,  S.  476. 

^  "  Die    gonorrhoische  Infektion  belm  Weibe,"  Sammlung  klinischer  Yor- 
triige,  Leipzig,  1886. 
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served  uterine  cases  found  112 instances, or  18.2  percent,  which 
excited  suspicion  of  a  previous  gonorrhea.     Of  these,  33,  or  5.3 
per  cent,  were  still  in  the  acute  stage  of  the  malady,  and  all 
presented  the  gonococcus.     Of  the  remaining  79  the  gonococ- 
cus  was  demonstrated  in  41  cases.     Thus  in  77  patients,  or  12.5 
per  cent  of  all  cases,  gonorrhea  was  positively  proven  present. 
We  thus  note  a  close  correspondence  between  the  results  ob- 
tained clinically  by  Sanger  and  those  given  by  the  microscope 
as  demonstrated  by  Schwarz.     Accordingly  we  may  conclude 
that  in  fully  12  per  cent — which  agrees  with  my  clinical  expe- 
rience— of  all  gynecological  cases  gonorrhea  is  the  determining 
cause.     This,  of    course,  refers  to  adult  cases.     But  that  chil- 
dren also  may  be  the  victims  of  the  disease  is  shown  by  the  fol- 
lowing.    Pott,^  during  twelve  years  among  8,181  girls,  met  with 
86  instances  of  vulvo-vaginitis,  56  being  5  years  of  age,  23  from 
5  to  10  years,  and  7  from  10  to  15.     According  to  Pott  the  dis- 
ease is  mostly  a  specific  one,  due  to  gonorrheal  infection,  the 
communication  being  usually  through  the  medium  of  sponges, 
soiled  bed  linen,  etc.;  direct  communication  being  rare,  but  three 
such  cases  having  been  observed.     In  some  instances  several 
children  in  one  family  were  affected.     Cseri  and  Israel  have 
found  gonococci  in  the  secretions  from  such  children.     Thus 
the  former  ^  examined  th-e  discharges  in  26  cases  of  vulvo-vagi- 
nitis in  young  girls,  and  in  every  instance  found  a  diplococcus 
bearing  a  striking  resemblance  to  Neisser's  gonococcus.    Pro- 
chownick  also  has  found  gonococci  in  17  out  of  21  cases  of  vulvo- 
vaginitis in  children,  while  F.  Spiith  ^  found  the  Neisser  coccus 
in  14  of  21  cases  of  such  disease  in  girls  between  the  ages  of  3 
and  11 ;  in  11  of  these  cases  the  mother  also  was  the  victim 
of  gonorrhea,  in  2  the  father,  and  in  3  only  had  the  child  been 
violated.     J.  W.  Williams  *  claims  that  vulvo-vaginitis  in  chil- 
dren is  quite  frequent,  occurring  in  about  1  per  cent  of  all  dis- 
pensary cases,  most  cases  being  in  all  probability  of  gonorrheal 
origin.     Both  Spath  and  Williams  speak  of  the  possibility  in 
these  cases  of  the  infection  passing  upward  along  the  genital 
tract  and  thus  giving  rise  to  endometritis,  salpingitis,   etc.    San- 

'  Archiv  filr  Gynak.,  Bd.  xxxii.,  Hft.  3. 
■•'  Wiener  med.  Wochenschrift,  1885,  Nos.  22  and  23. 
^  MuDchener  med.  "Wochenschrift,  May  28th,  1889. 
*  Maryland  Medical  Journal,  June  11th,  1892. 
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ger'  speaks  of  occasionally  meeting  with  instances  of  pyosal- 
pinx  and  pelvi-peritonitis  in  yonng  girls,  and  believes  these  are 
generally  due  to  a  gonorrheal  infection,  having  himself  met 
with  a  comparatively  large  number  of  girls  of  all  ages,  from  in- 
fancy to  puberty,  who  were  infected  with  gonorrhea. 

The  great  modem  apostle  of  gonorrhea  as  a  causative  agent 
in  the  production  of  female  ailments  is  Noeggerath,  whose  views 
were  first  announced  as  long  ago  as  1872.  He  claims,  among 
other  thino-s  referrino^  to  what  he  terms  "  latent  oronorrhea  in 
the  woman,"  that  the  disease  manifests  itself  in  the  course  of 
time  by  perimetritis,  acute,  chronic,  or  recurring;  by  ovaritis  ; 
by  catarrh  of  some  portion  of  the  genital  mucous  membrane; 
absolute  sterility  being  the  rule,  or,  if  pregnancy  occur,  either 
abortion  or  one-child  sterility  is  the  result.  Exceptionally 
three  or  four  children  are  born. 

Schmidt,^  among  116  cases  of  gonorrhea  in  the  female,  noted 
in  27  symptoms  pointing  to  secondary  inflammatory  changes 
involving  the  pelvic  organs — that  is,  pelvic  peritonitis.  Martin,* 
among  287  cases  of  tubal  disease,  complicated  in  122  cases  with 
morbid  conditions  of  the  pelvic  peritoneum,  ovaries,  and  broad 
ligaments,  found  55  that  were  caused  by  gonorrhea.  Accord- 
ing to  Sinclair,  if  the  disease,  gonorrhea,  reach  the  fimbriated 
extremity  of  the  tubes,  it  almost  certainly  goes  on  to  the  pro- 
duction of  perimetritis  and  oophoritis.  Bumm  is  of  those  who 
doubt  the  occurrence  of  a  true  gonorrheal  peritonitis,  claiming 
that  the  gonococcus  can  penetrate  into  cylindrical  epithelium 
only;  that  on  pavement  epithelium  gonorrheal  pus,  acting  simply 
as  a  foreign  body,  becomes  encysted,  but  never  leads  to  a  true 
inflammation.  If  peritonitis  arise  in  such  a  case  the  cause  is 
not  the  gonococcus,  but  is  rather  the  result  of  mixed  infection — 
that  is,  a  secondary  infection  by  the  ordinary  pyogenic  micro- 
organisms. Thus  Bumm  writes:  "It  is  astonishing  with  what 
frequency  in  gonorrhea  patients  para-  and  perimetric  processes 
are  found.  The  microbes  of  gonorrhea  do  not  directly  invade 
the  lymph  tracts  and  the  connective  tissue  about  the  uterus  and 
cause  inflammation  and  exudation.  The  territory  of  the  gono- 
coccus is  more  limited  to  the  superficial  layers  of  the  mucous 
membrane.     Gonorrhoic  para-  and  perimetritis   cannot  be   ex- 

'  American  Journal  op  Obstetrics,  March,  1887,  p.  325. 
'  Archiv  fiir  Gynak.,  Bd.  xxxv.,  S.  1. 
•  Berliner  klin.  Woclienschrift,  1887. 
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plained  bj  the  action  of  gonococci ;  there  must  be  therefore 
another  agent,  which,  under  the  influence  of  the  infection  of 
the  mucous  membrane,  passes  into  the  parametric  tissues  and 
there  causes  disturbance."  He  conchides:  "  Purulent  parame- 
tritis with  gonorrhea  of  the  cervix  is  due  to  a  mixed  infection 
with  pyogenous  bacteria ;  it  is  the  analogue  of  the  acute  gon- 
orrhoic  bubo  in  the  male,  which  likewise  owes  its  origin  to  pyo- 
genous  germs."  If  all  this  be  so  there  can  be  no  true  gonorrheal 
peri-oophoritis  with  consecutive  inflammation  of  the  ovarian 
stroma,  but  rather  the  process  becomes  a  simple  inflammation, 
such  as  occurs  from  ordinary  causes.  Wertheim,  however,  con- 
troverts this  position,  showing  beyond  a  doubt  that  gonorrheal 
infection  may  affect  peritoneum  and  ovaries.  He  furnishes 
proof  that  the  gonococci  can  penetrate  into  pavement  epithe- 
lium, as  well  as  also  into  connective  tissue,  by  following  the 
tissue  and  lymph  spaces.  As  positive  proof  of  the  fact  that 
ovarian  inflammation  may  depend  directly  upon  infection  with 
the  gonococcus  of  j^eisser,  he  relates  two  cases  of  ovarian  ab- 
scess in  which  these  bacteria  were  found.  Tlie  first  case  was 
a  left  purulent  salpingitis  with  patent  abdominal  ostium,  and 
fimbriae  partially  adherent  to  the  ovary,  which  was  the  size  of 
a  hen's  egg  and  its  tissue  thickened  throughout.  This  ovary 
contained  a  filled  pus  cavity  of  about  the  size  of  a  nut.  In  the 
tubal  pus  no  bacteria  could  be  demonstrated  either  by  the  micro- 
scope or  by  cultivation ;  but  the  pus  from  the  ovarian  abscess 
contained  numerous  gonococci  with  all  their  characteristic 
peculiarities.  Cultivation  on  human  blood  serum  furnished 
pure  cultures  of  the  gonococcus,  but  no  other  bacteria.  As  there 
was  absolutely  no  communication  between  the  tube  and  the 
cavity  in  the  ovary,  he  concludes  the  gonoccoci  must  have  pene- 
trated through  the  ovarian  tissue  into  its  depth,  where  they  set 
up  suppuration.  The  second  case  was  that  of  a  girl,  aged  16, 
with  bilateral  gonorrheal  pyosalpinx.  The  abdominal  ends  of 
both  tubes  were  closed,  and  numerous  gonococci  were  found  in 
tlie  pus  of  both  sides.  Both  ovaries  were  enlarged  to  the  size 
of  hens'  eggs  and  tensely  filled  with  pus.  Numerous  gonococci 
were  demonstrable  in  the  pus  from  the  right  ovary  by  the 
microscope  and  by  cultivation,  but  no  other  bacteria.  No  bac- 
teria of  any  kind  whatever  were  discoverable  in  the  pus  from 
the  left  ovary  either  by  the  microscope  or  by  cultivation. 
Here,  too,  no  communication  existed  between  the  lumen  of  the 
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tube  and  the  ovarian  abscesses.  The  conclusion,  therefore,  to 
be  drawn  from  the  foregoing  is  that  true  gonorrheal  oophoritis 
does  undoubtedly  occur,  but  that  in  a  considerable  number  of 
cases,  probably  the  majority,  the  ovarian  inflammation  appear- 
ing after  such  gonorrheal  infection  is  dependent  upon  the  ordi- 
nary germ  of  inflammation  and  not  upon  the  gonococcus.  As 
before  stated,  about  12  per  cent  of  all  my  gynecological  cases 
were  the  victims  of  gonorrhea,  either  in  its  acute  or  chronic 
stage,  and  of  the  cases  of  oophoritis  4.1  per  cent  followed  such 
infection.  The  total  number  of  gynecological  patients  being 
5,262,  12  per  cent  would  give  us  632'  cases  of  gonorrhea  as 
against  12  cases  of  gonorrheal  oophoritis  ;  that  is,  the  latter  dis- 
ease is  consecutive  to  about  2  per  cent  of  all  gonorrheal  cases. 
Or,  again,  of  the  total  number  of  gynecological  cases  about 
one-quarter  of  1  per  cent  will  be  found  to  be  suffering  from 
oophoritis  secondary  to  a  gonorrhea. 

7.  Traumatisms. — These  figure  only  to  a  very  small  extent 
in  the  production  of  oophoritis.  Irrespective  of  those  inflicted 
upon  the  uterus  itself,  which  secondarily  may  produce  ovarian 
inflammation,  traumatism  rarely,  if  at  all,  is  here  operative,  such 
a  cause  being  far  more  likely  to  produce  peritonitis  than  oopho- 
ritis. Of  course  this  latter  may  follow  as  a  sequel  or  complica- 
tion of  the  fonner,  but  as  an  independent  entity  due  to  direct 
injury  oophoritis  must  be  uncommon  indeed.  Falls  on  the  feet 
or  sacrum,  blows  on  the  abdomen,  jolting  or  overlifting,  all  have 
been  blamed.  One  of  my  patients  traced  her  trouble  back  to  a 
kick  in  the  abdomen,  but  close  questioning  revealed  the  fact  that 
she  had  long  suffered  from  pain  over  the  ovary,  which  the  blow 
had  simply  aggravated.  In  two  other  cases  the  patients  thought 
their  trouble  followed  overlifting;  but  this  is  so  often  advanced 
as  a  cause  by  women  to  explain  the  existence  of  whatever  ute- 
rine malady  they  may  be  suffering  from,  that  its  powers  must  be 
looked  upon  with  suspicion,  just  as  we  often  doubt  the  activity 
of  cold  in  the  production  of  many  maladies. 

Symptoms. — As  a  rule  the  diagnosis  of  chronic  oophoritis  is 
quite  an  easy  matter.  The  rational  symptoms  generally  arouse 
our  suspicions  as  to  the  character  of  the  disease  we  are  dealing 
with.  The  ovarian  pain,  the  dysmenorrhea,  the  dyspareunia, 
the  painful  defecation,  the  sickening  sensation,  the  nausea,  all 
direct  our  attention  toward  the  ovaries.  But  as  the  disease 
rarely  exists  in  an  uncomplicated  state,  almost  always  coexisting 
24 
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with  some  other  uterine  malady,  the  rational  signs  are  masked 
considerably  by  the  symptoms  of  these  latter  complaints,  so  that 
a  diagnosis  on  the  rational  signs  alone  is  purely  problematic. 
However,  a  resort  to  a  physical  examination  will  positively  set- 
tle the  matter,  for  by  the  symptoms  elicited  by  the  touch  alone 
can  a  positive  conclusion  be  reached.  The  degree  and  intensity 
and  persistence  of  the  purely  rational  symptoms  vary  greatly. 
Some  cases  are  marked  by  the  mildness  and  intermittence  of  the 
symptoms,  others  by  their  severity  and  persistence.  The  physi- 
cal signs  vary  but  slightly,  except  just  before  the  appearance  of 
the  menses,  when  they  are  observed  at  their  acme.  The  rational 
symptoms  also  are  frequently  intensified  at  this  time.  The 
symptom  which  usually  brings  the  patient  is  pain,  whether  in 
one  form  or  another,  be  it  (1)  ovarian  pain  proper,  (2)  back 
pain,  (3)  dysmenorrhea,  (4)  dyspareunia,  (5)  painful  defecation, 
(6)  dysuria,  (T)  mammary  j)ain,  (S)  pain  at  various  other  dis- 
tant points. 

1.  The  Ovarian  Pain. — In  the  vast  majority  of  cases  it  is 
this  symptom  which  drives  the  sufferer  to  the  physician.  Usu- 
ally continuous,  it  has  its  times  of  exacerbation.  In  very  few 
cases  is  it  absent.  Its  character  varies  considerably,  though  its 
seat  is  pretty  uniform.  Generally  existing  over  one  or  the  other 
ovary,  it  is  sometimes  complained  of  over  both,  though  even 
then  being  generally  most  marked  over  one  or  the  other  ovary. 
Its  most  common  seat  is  the  left  side.  Tait  claims  it  to  be 
here  noticed  with  much  greater  frequency  than  on  the  right. 
Thus  he  says  :  '  "  Pain  is  an  inevitable  feature,  and  nineteen  times 
out  of  twenty  it  is  worse  on  the  left  side  than  on  the  right;  and 
if  it  exist  on  one  side  only,  it  is  almost  certain  to  be  the  left 
which  is  affected."  Tliis  is  true  to  a  considerable  extent,  though 
not  to  the  extreme  degree  Tait  would  have  us  believe.  For  in 
my  250  cases,  having  carefully  examined  into  this  point,  it  was 
found  that  in  59.1  per  cent  the  pain  was  complained  of  over  both 
ovaries,  most  frequently,  however,  more  so  over  the  left  than 
the  right  side;  in  only  13.8  per  cent  was  it  felt  over  the  right 
ovary  alone  ;  while  in  27.1  per  cent  was  the  region  of  pain  over 
the  left  gland.  That  it  was  twice  as  common  over  the  left  as 
over  the  right  ovary  is  thus  shown.  Sometimes  the  pain  is  lo- 
calized to  the  affected  organ,  but  usually  it  is  diffused  over  the 
abdomen,  around  to  the  back,  or  down  the  thigh.     Most  severe 

•Loc,  cit.,  p.  112. 
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over  the  diseased  ovary  itself,  it  is  generally  radiated  over  a 
rather  wide  area,  in  some  few  cases  being  complained  of  as  far 
np  as  the  shoulder  on  the  affected  side,  or  even  down  to  the 
knee.  When  both  ovaries  are  involved  the  left  is  the  one  where 
the  pain  is  the  greater ;  in  fact,  in  some  few  such  cases  the  pain 
was  felt  only  on  this  side.  The  explanation  is  simple.  Consti- 
pation is  the  rule  in  these  patients.  The  left  ovary  rests  upon 
the  rectum  with  its  contained  hard  fecal  masses,  while  the  right 
is  surrounded  by  a  coil  of  small  intestines  whose  contents  are 
fluid.  The  pressure  of  the  distended  rectum  and  the  passing  of 
the  hard  feces  under  it  explain  the  greater  severity  and  almost 
constant  aching  of  the  ovarv  on  the  former  side.  The  character 
of  the  pain  is  usually  peculiar,  being  of  a  sickening,  depressing 
kind,  though  sometimes  it  is  a  simple  aching,  while  at  other 
times  it  may  be  of  a  burning  character.  It  is  rarely  entirely 
absent,  though  at  times  slight ;  its  periods  of  exacerbation  are 
marked.  Generally  increased  by  much  standing,  walking,  rid- 
ing, or  by  violent  exercise  or  exercise  long  continued,  its  period 
of  most  pronounced  aggravation  is  a  week  or  less  before  the  ap- 
pearance of  the  menses.  At  this  time  it  frequently  becomes  al- 
most unbearable,  driving  the  woman  to  bed ;  but  generally  it  is 
relieved  at  the  beginning  of  the  flow,  though  occasionally  last- 
ing for  a  few  days  longer.  I  have  seen  it  so  severe  that  it  was 
utterly  impossible  for  the  woman  to  walk  upright,  the  slightest 
pressure  being  unbearable.  "When  reflected,  its  direction  is  usu- 
ally around  the  groin  to  the  back  as  a  vague,  indefinable,  constant 
aching  with  a  burning  quality.  Its  next  most  frequent  radia- 
tion is  down  the  thigh.  Upward  is  a  rather  uncommon  direc- 
tion. There  is  a  form  of  pain,  the  so-called  intermenstrual  of 
Priestley,  which  has  been  said  to  be  characteristic  of  oophoritis. 
However,  this  is  a  symptom  of  exceedingly  rare  occurrence,  and 
to  my  mind  not  specially  indicative  of  ovarian  trouble  ;  in  fact, 
in  the  only  case  where  I  have  met  with  it,  and  in  which  it  was 
well  marked,  it  seemed  to  be  due  to  the  coexisting  uterine 
trouble  and  not  to  the  oophoritis,  for  it  persisted  after  all  signs 
of  ovarian  inflammation  had  vanished.  ]S^evertheless  Thomas, 
Olshausen,  Kugelmann,  Tait,  and  Palmer  all  consider  it  symp- 
tomatic of  ovarian  disease,  whether  an  oophoritis  or  a  peri-oopho- 
ritis.  Ovarian  pain  due  to  inflammatory  changes  in  these  or- 
gans is  always  and  invariably  increased  by  pressure,  whether 
external  or  internal,  the  degree  of  increase  being  directly  re- 
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lated  to  the  intensity  of  the  inflammation,  other  things  being- 
equal.  If,  however,  peri-oophoritis  has  occurred  and  the  ovary 
is  fixed,  the  aggravation  of  pain  by  pressure  is  out  of  proportion 
to  the  degi-ee  of  inflammation  of  the  ovary  itself.  This  is  the 
only  exception  to  the  foregoing  rule  that  has  come  under  my 
observation.  Here  we  have  several  factors  to  produce  this — viz., 
the  pain  of  the  ovarian  disease  proper  plus  the  pain  of  the  at- 
tending peritonitis,  while,  besides,  the  mere  fixation  of  the  ovary 
by  this  latter  condition  renders  it  much  easier  to  make  pressure 
and  thus  more  easily  elicit  pain. 

2.  Back  Pain. — This  may  exist  as  a  simple  radiation  of  the 
pain  from  the  front,  or,  as  is  most  frequently  the  rule,  as  an 
independent  pain.  When  the  latter  is  the  case  it  does  not 
usually  depend  upon  the  ovarian  disease,  but  rather  upon  the 
uterine  disease  which  coexists.  Sometimes,  however,  it  may 
be  traced  directly  to  the  ovary,  but  then  only  where  this  organ 
is  either  prolapsed  or  fixed  behind  the  uterus.  Skene  '  is  of 
the  opinion  that  the  symptoms  in  cases  of  retroflexion  and  re- 
troversion are  dependent  in  great  part  upon  the  condition  of 
the  ovaries.  Thus  he  writes  :  "  It  is  well  known  that  displace- 
ments backward  of  the  uterus  cause  but  little  trouble  in  some 
cases,  while  in  others  the  suffering  is  intolerable  and  has  been 
known  to  end  in  insanity.  I  am  fully  satisfied  that  the  differ- 
ence is  to  be  attributed  to  the  condition  of  the  ovaries,  because 
they  are  usually  tender  or  diseased  in  the  cases  of  displacements 
of  the  uterus  which  are  attended  with  great  derangement  of 
the  nervous  system."  This  is  true  to  a  certain  extent,  but  in 
the  majority  of  cases  no  such  explanation  will  be  borne  out  by 
facts.  Retrodisplacement  without  ovarian  disease  is  common 
in  my  experience,  and  yet  such  cases  give  rise  to  aggravated 
symptoms,  dej)endent  directly,  I  have  no  doubt,  upon  the  co- 
existing uterine  disease.  Contrarily,  ovarian  disease  may  exist 
with  backward  displacement  of  the  uterus,  the  ovaries  may  even 
be  descended  behind  the  uterus,  yet  almost  all,  if  not  all,  the 
symptoms  will  be  referable  to  the  ovaries,  none  to  the  uterus, 
and  will  be  felt  anteriorly,  hardly  any  being  referred  to  the 
back,  liack  pain  is  an  extremely  common  symptom,  existing  in 
no  less  than  61.7  per  cent  of  all  cases  of  oophoritis.  It  is  usually 
referred  to  the  sacrum,  sometimes  higher  up ;  is  of  a  boring, 
burning  character ;  continuous  usually,  but  subject  to  aggrava- 
tions when  constipated,  during  exercise,  or  when  standing,  and  at 
'  American  Journal  of  Obstetrics,  January,  1881,  p.  65. 
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the  time  of  menstruation.  It  is  sometimes  radiated  down  the  back 
of  the  thighs,  but  is  seldom  extreme  in  degree,  and  then  only 
when  the  ovaries  are  displaced  downward  and  either  caught  in 
Douglas'  sac  or  fixed  there  by  adhesions.  It  is  sometimes  the 
symptom  which  brings  patients  to  us  ;  but  this  is  rather  un- 
common, although  I  have  occasionally  had  it  complained  of 
to  the  exclusion  of  the  ovarian  pain  over  the  lower  anterior  ab- 
domen. 

3.  Dysmenorrhea. — In  most  of  the  text  books  on  gynecology 
we  find  described  a  form  of  dysmenorrhea  which  has  been  de- 
nominated ovarian,  having  as  its  characteristics  the  onset  of  the 
pain  a  few  days  before  menstruation,  and  ceasing  with  the  ap- 
pearance of,  or  a  short  time  after,  the  flow,  having  its  seat  over 
one  or  the  other  ovary,  and  being  often  of  a  peculiar!}'  unbear- 
able, sickening  character,  and  at  times  accompanied  by  nausea 
and  vomiting.  In  fact,  we  have  here  described  the  pain  so  in- 
dicative of  ovarian  inflammation,  occurring  simply  as  an  inten- 
sification of  the  pain  existing  in  these  cases  over  the  ovarian 
region.  It  has  been  denied  by  some  that  there  is  such  a  thing 
as  true  ovarian  dysmenorrhea,  but  it  has  hapj^ened  to  me  so 
often  to  meet  with  it,  especially  in  these  cases  of  chronic  oopho- 
ritis, that  its  existence  must  be  admitted.  In  degree  and  kind 
it  varies  considerably,  but  its  most  marked  character  is  the  time 
of  occurrence.  Dysmenorrhea  dependent  upon  ovarian  dis- 
ease always  precedes  the  flow,  and  ceases  very  quickly  after  its 
appearance  ;  but  as  in  these  patients  uncomplicated  ovarian  in- 
flammation is  the  exception,  it  is  very  apt  to  be  merged  into  that 
indicative  of  disease  of  the  uterus  itself.  Thus  dysmenorrhea 
was  present  in  no  less  than  T4.5  per  cent  of  all  instances  of 
otjphoritis  coming  under  my  care,  but  in  only  36.4  per  cent 
of  all  cases  did  the  pain  precede  the  flow,  showing  that  true 
ovarian  dysmenorrhea  occurs  only  in  a  minority  of  the  cases  of 
oophoritis.  Hence  it  can  hardly  be  considered  a  very  promi- 
nent symptom  of  the  disease,  the  dysmenorrhea  which  so  often 
accompanies  it,  in  fact,  being  rather  indicative  of  uterine  com- 
plications, since  in  no  less  than  62.7  per  cent  of  all  cases  it  was 
wholly  or  in  part  of  the  uterine  kind.  Often  we  have  both  the 
ovarian  and  the  uterine  varieties  coexisting  in  the  same  case,  the 
one  merging  into  the  other,  the  seat  of  pain  in  such  instances 
being  transferred  from  the  sides  to  the  centre  of  the  lower  ab- 
domen, and  changing  from  its  sickening  character  to  that  of  a 
spasmodic  or  labor-like  quality.     This  was  true  of  no  less  than 
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27.2  per  cent  of  all  cases.  To  indicate  the  coexistence  of  these 
various  types  of  dysmenorrhea  the  following  table  has  been 
arranged,  comparing  thus  cases  of  chronic  ociphoritis  with  the 
dysmenorrhea  as  it  occurred  in  1,000  consecutive,  unselected 
gynecological  patients  : 


Time  of  occurrence  of  the  pain  with 
respect  to  the  menstrual  fiow. 


Before 

During 

After 

Before  and  during, ...... 

Before,  during,  and  after. 

Before  and  after 

During  and  after 

None  ...     . . 


Oophoritis  cases. 


All  gynecological  cases. 


9.2  per  cent. 
35.5      " 

1.4       " 
23.5       " 

3.7       " 


26.7  per  cent. 


7.5  per  cent. 

35.9  " 

0.3  " 

16.0  " 

3.8  " 

0.3  " 

0  9  " 

35.3  " 


A  glance  at  this  table  will  show  how  markedly  oophoritis  in- 
fluenced the  time  of  appearance  of  the  pain,  thus  proving  posi- 
tively the  existence  of  a  form  of  dysmenorrhea  which  can 
properly  be  denominated  ovarian.  The  degree  of  pain  varies 
greatly.  In  some  ca^es  it  is  extremel}^  slight,  in  others  so  in- 
tense that  the  patients  describe  their  suffering  as  something 
terrible.  Experience  has  taught  me  that  this  is  dependent  on 
but  one  thing — the  existence  or  non-existence  of  peri-oophoritis. 
If  the  whole  ovary  be  surrounded  by  peritonitic  exudation,  be 
immovably  fixed,  the  suffering  may  be  indescribable,  due  to  the 
non-escape  of  a  matured  ovum  with  consequent  distention  of 
the  ovary  and  tension  upon  the  peritoneal  adhesions.  Some- 
times the  pain  is  variable,  differing  greatly  at  different  men- 
strual periods.  The  explanation  that  offers  itself  to  account  for 
this  fact  is  the  existence  of  the  disease  in  one  ovary  or  part  of 
an  ovary,  the  matured  ovum  making  its  exit,  when  there  is  no 
pain,  from  the  healthy  ovary;  when  there  is  pain,  from  the  dis- 
eased one.  Tabulation  gives  the  following,  the  results  in  the 
oophoritis  cases  being  again  compared,  as  regards  the  severity 
of  the  pain,  with  those  of  the  1,000  general  gynecological  cases 
already  referred  to : 


Degree  of 

pain. 

Oophoritis  cases. 

All  gynecological  cases. 

Slight 

16.7  per  cent. 
6.9       " 
58.3       " 
15.3       " 

2.8       " 

31.1  per  cent. 
8.9 

Moderate 

Great 

55.4 

Intense  

4  6       " 

Terrible 
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— showing  the  great  influence  of  chronic  oophoritis  upon  the 
intensity  of  the  dysmenorrhea.  Where  the  pain  has  existed  be- 
fore marriage  a  markedly  pernicious  influence  is  often  noticed. 
Of  my  238  cases  in  married  women  the  large  majority  were 
free  of  dysmenorrhea  before  marriage,  but  in  64.2  per  cent  the 
pain  appeared  after  marrying,  at  longer  or  shorter  intervals. 
In  about  one-quarter  of  all  cases  marriage  failed  to  influence  the 
suffering  either  one  way  or  the  other. 


Dysmenorrhea,  when  appearing. 

Oophoritis  cases. 

All  gynecological  cases. 

Before  marriage  only 

1.6  per  cent. 
10.9       " 

0.8       " 
64.2       " 
22.5       " 

5.6  per  cent. 
3.8 

Greater  since  marriage 

Less  since  marriage 

Since  marriage  only 

4.9       " 
47.3 

Always  the  same 

38.4       " 

AVe  here  note  the  facts  that  in  ordinary  gynecological  cases 
the  influence  of  marriage  uiDon  dysmenorrhea  is  decidedly  less 
marked  than  in  cases  of  oophoritis  ;  that  this  symptom  is  ori- 
ginated in  fully  17  per  cent  more  cases  in  married  women  where 
oophoritis  appears  than  in  the  generality  of  gynecological  cases  ; 
and  that  in  fully  7  per  cent  more  cases  suffering  from  ovarian 
inflammation  where  existing  before  marriage,  it  is  aggravated 
by  this  change  in  social  condition. 

4.  Dyspareunia. — This  symptom  is  very  characteristic  indeed 
of  chronic  oophoritis,  appearing  in  almost  80  per  cent  of  all 
cases.  Its  presence  should  elicit  a  careful  examination  of  the 
ovaries,  more  especially  if  it  be  accompanied  by  nausea  or 
vomiting.  Though  present  in  other  forms  of  genital  disease  in 
the  female,  it  more  frequently  occurs  in  chronic  oophoritis,  than 
in  any  other  female  complaint  with  which  I  am  acquainted. 
Take,  for  instance,  as  I  have  done,  500  consecutive,  unselected 
gynecological  cases,  and  we  will  find  this  symptom  complained 
of  in  59.6  per  cent  of  all,  whereas  in  the  oophoritis  patients  it 
was  present  in  no  less  than  79.5  per  cent — that  is,  it  is  about 
one-third  more  common  here  than  in  the  generality  of  female 
complaints.  Usually  persistent,  in  some  cases  it  is  at  times 
intermittent.  Thus  in  84.9  per  cent  of  those  cases  where  it  oc- 
curred it  was  always  felt,  while  in  15.1  per  cent  there  were 
times  when  it  was  entirely  absent.  It  has  been  presumed  that  its 
presence  indicated  descent  of  the  ovaries ;  but  this  is  not  entirely 
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true,  for  in  not  a  few  the  ovaries  were  found  in  about  their 
normal  position.  Intermittence  of  djspareunia  indicates  de- 
scent with  mobility  of  the  ovaries.  Where  fixed  low  down  the 
pain  always  occm*s,  more  especially  if  the  ovary  be  adherent 
in  the  bottom  of  Douglas'  cul-de-sac.  The  degree  of  pain  varies 
greatly,  being  most  aggravated  in  those  cases  where  the  ovaries 
are  firmly  fixed  in  prolapsus,  least  where  they  are  mobile  ;  the 
size  of  the  inflamed  ovary  seeming  to  have  very  little  to  do  with 
the  severity  of  the  dyspareunia.  In  instances  where  digital  ex- 
amination revealed  extreme  sensitiveness  to  pressure,  inquiry 
elicited  the  fact  that  coitus  was  similarly  unbearable,  the  pain 
from  the  two  causes  being  also  alike,  even  where  the  ovary  was 
movable.  The  rule  is,  however,  that  descended  and  fixed  ova- 
ries are  the  most  intolerant  of  the  impact  of  the  male  organ. 
Sometimes  the  pain  is  so  severe  that  coitus  is  absolutely  unbear- 
able and  therefore  is  entirely  refrained  from.  Such  cases,  how- 
ever, in  my  experience,  are  not  very  common,  comprising  only 
about  4  per  cent  of  all  instances  of  chronic  oophoritis.  The 
degree  of  pain  is  indicated  in  the  following,  the  cases  being 
compared  with  the  dyspareunia  occurring  in  500  general  gyne- 
coloo'ical  cases : 


Degree  of  dyspareunia. 

Oophoritis  cases. 

AU  gynecological  cases. 

Slight 

15.6  per  cent. 

6.2  " 
71.9       " 

6.3  " 

31.8  per  cent. 
6.7 

Medium 

Great 

Intense 

57.2       " 
4.3 

In  a  few  patients  nausea  coexisted  with  the  dj'spareunia,  and 
occasionally — though  this  was  rare — there  was  also  vomiting. 
All  such  cases  were  instances  of  ovarian  descent.  Desire  was 
usually  absent  in  such  cases,  to  some  coitus  being  absolutely  dis- 
gusting. In  the  majority  of  all  cases,  however,  desire  persisted, 
the  pain,  unless  severe,  having  very  little  deterring  effect. 

5.  Painful  Defecation. — This  was  present  in  only  a  minority 
of  the  cases — that  is,  in  only  12.4  per  cent — and  then  almost 
always  depended  in  great  part  upon  constipation,  the  ovaries, 
almost  always  the  left,  being  descended.  However,  it  occa- 
sionally occurs  when  the  ovaries  are  high  up,  this  being  only 
about  one-fourth  as  common  as  when  the  ovary  is  down.  The 
passing  of  the  hardened  masses  of  feces  under  and  pressing  on 
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a  sensitive  ovary,  resting  as  it  does  upon  the  rectum,  is  tbe 
cause  of  this.  Sometimes  the  constant  aching  from  which  such 
patients  suffer  so  much  seems  to  be  due  to  an  overloaded  rectum 
constantly  pressing  on  the  inflamed  ovary,  for  at  times  such  pain 
is  relieved  by  complete  evacuation  of  the  bowels.  Occasionally, 
also,  I  have  seen  nausea  and  vomiting  even  occur  during  defeca- 
tion, but  such  instances  are  rare.  The  pain  is  generally  felt,  not 
in  the  rectum  itself,  but  over  the  left  ovary  anteriorly,  and  re- 
sembles that  so  characteristic  of  oophoritis.  In  fact,  patients 
usually  aver  that  the  spontaneous  pelvic  pain,  the  dysmenorrhea, 
the  dyspareunia,  and  the  painful  defecation  from  which  they 
suffer  resemble  each  other  closely.  The  painful  defecation 
varies  considerably  in  degree,  being  usually  slight:  but  at  times 
it  is  so  great  that  defecation  is  dreaded,  and  may  become  even 
so  extreme  that  for  days  evacuation  of  the  bowels  is  avoided. 

6.  Dysuria  is  a  symptom  so  frequently  present  in  women,  with 
or  without  genital  trouble,  that  its  value  is  slight  as  an  indication 
of  ovarian  inflammation.  At  one  time  it  was  claimed  by  Kigby 
that  its  presence  pointed  to  disease  of  the  anterior  half  of  the 
ovaries,  but  experience  has  shown  that  in  no  way  is  this  the  case. 
In  oophoritis  it  is  present  in  the  majority  of  patients,  but  seems 
rather  to  depend  upon  either  coexisting  peri-uterine  trouble,  or 
even  upon  a  simple  irritable  state  of  the  bladder  itself. 

7.  Mammary  Pain  is  rarely  met  with  in  simple  cases  of  the 
disease  under  discussion  ;  in  fact,  when  it  does  occur  it  is  always, 
to  my  mind,  due  to  uterine  complications.  Tait  believes  it  com- 
mon in  oophoritis,  but  in  this  I  cannot  agree  with  him.  In  such 
cases  as  it  did  occur  it  existed  in  and  about  the  nipples,  was 
sometimes  submammary,  most  often  on  the  left  side,  was  never 
very  severe,  appeared  almost  always  just  before  or  during  the 
menstrual  flow,  and  frequently  coexisted  with  hardening  and 
intumescence  of  the  mammary  glands.  Such  cases  always  pre- 
sented uterine  disease.  As  I  have  frequently  observed  such 
symptoms  without  ovaiian  disease,  and  rarely  with  it,  the  pre- 
sumption is  that  it  is  dependent  upon  the  uterine  affection  alone. 

8.  Pain  at  other  distant  'points  is  frequently  observed,  such 
as  migraine,  vertex  pain,  intercostal  neuralgias,  etc.,  but  is  in  no 
way  characteristic  of  chronic  oophoritis.  Usually  existing  in 
a  debilitated  constitution,  it  is  caused,  not  by  the  ovarian  in- 
flammation, but  rather  by  the  accompanying  anemia,  which  is 
so  common  in  these  patients.     Much  has  been  written  of  the 
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ovarian  reflexes  and  the  suffering  tliey  entail,  and  in  the  past 
they  have  been  nsed  as  indications  for  celiotomy  when  appa- 
rently dependent  upon  diseases  of  the  appendages;  but  of  all  the 
cases  I  have  met  with,  in  not  a  single  one  was  suffering  so  great 
that  operation  based  on  this  indication  would  have  been  deemed 
justifiable.  I  can  do  no  better  than  give  the  opinion  of  C. 
C.  Lee'  on  this  point.  He  believes  that  we  often  find  a  salpin- 
gitis, oophoritis,  or  cystic  or  fibrous  degeneration  of  the  ovaries 
in  cases  of  peripheral  irritation,  but — and  I  here  coincide  with 
him — malconditions  of  the  uterus  exert  far  more  influence  in 
these  directions  than  diseases  of  the  appendages.  However 
thoroughly  these  latter  are  treated,  the  neuroses  will  almost 
surely  persist  until  the  accompanying  uterine  disease  has  disap- 
peared. In  neurotic  conditions  removal  of  the  uterine  appen- 
dages is  not  onh'  useless,  but  often  leaves  the  patient  worse  off 
than  she  was  before.  The  appendages  should  be  removed  if 
serious  disease  of  their  structure  is  unquestionable,  but  not 
otherwise.  Eobert  Barnes  holds  about  similar  views.  As  my 
experience  corresponds  exactly  with  the  foregoing,  I  have 
reached  like  conclusions. 

Menstrual  Disturhances  are  not  marked  in  chronic  oophoritis. 
This  is  in  line  with  Tait's  belief  that  the  tubes  and  not  the  ova- 
ries regulate  the  menstrual  flow.  Neither  inenorrhagia,  metror- 
rhagia, nor  amenorrhea  is  in  any  way  characteristic  of  the 
disease  as  met  with  under  ordinary  conditions,  save  only  the  last, 
amenorrhea,  which,  when  present  in  oophoritis,  points  to  the 
atrophic  form  of  the  disease.  When  excessive  flow  does  occur 
it  indicates  that  the  uterus  or  tubes  are  also  diseased ;  when  the 
flow  is  scanty  it  depends  almost  always  upon  the  condition  of 
general  anemia  which  is  so  common  in  these  cases,  unless  atro- 
phic oophoritis  can  be  shown  to  be  present. 

1.  Regularity. — Irregularity  is  the  exception,  regularity  the 
rule.  Thus  in  67. 1  per  cent  the  menses  appeared  normally  as 
to  time,  while  in  only  32.9  per  cent  did  they  vary  from  their 
usual  periodicity  of  recurrence.  Taking  1,000  gj'iiecological 
cases  as  they  presented  themselves,  in  regular  order,  68.9  per 
cent  sliowed  normal  menstruation  with  respect  to  time.  Thus 
we  see  that  the  variation  between  these  two  groups  of  cases  is 
extremely  slight,  indicating  that  not  the  ovarian  but  the  uterine 
disease  influenced  the  perturbations  of  this  physiological  act. 
'  New  York  Medical  Journal,  July  5tb,  1890. 


ITS    TREATMENT    BY    ELECTRICITY. 


379 


Frequent  recurrence  prevailed  in  80,4  per  cent  of  the  cases  of 
menstrual  irregularity  in  chronic  oophoritis,  while  in  72.4  per 
cent  this  was  true  of  the  generality  of  gynecological  cases.  In- 
frequent reappearance  of  the  flow  existed  in  only  19. G  per  cent 
of  the  cases  of  ovarian  inflammation  where  irregularity  was  a 
symptom;  whereas  in  the  1,000  general  cases  this  manifested 
itself  in  fully  27.6  per  cent  where  the  like  condition  prevailed. 

2.  Character  of  the  Flow. — The  blood  discharged  during 
menstruation  in  these  cases  is  generally  fluid  ;  but  where  the 
flow  is  large  or  obstructed,  clotting  is  the  rule,  dependent,  not 
on  the  ovarian  condition,  but  rather  upon  the  uterine  disease 
present.  In  63.9  per  cent  was  the  menstrual  blood  fluid,  as 
against  56.8  per  cent  in  ordinary  uterine  cases — a  slight  excess, 
due  to  the  frequency  of  uterine  complications  in  oophoritis 
cases, 

3,  Amount. — This  is  extremely  variable,  but  not  more  so 
than  in  the  generality  of  uterine  diseases,  and  bears  no  direct 
relation  to  the  extent  or  severity  of  the  ovarian  inflammation. 
As  before  stated,  the  only  form  of  oophoritis  which  directly  in- 
fluences the  amount  of  the  flow  is  the  atrophic,  this  being  dis- 
tinguished both  by  infrequency,  or  even  entire  cessation,  as 
well  as  by  diminution  in  the  quantity.  But  even  here  the  cause 
is  really  the  uterus,  for  with  the  atrophy  of  the  ovaries  we 
have  steady  diminution  in  the  size  of  the  uterus.  I  have  some- 
times thought  that  the  follicular  variety  of  oophoritis  also 
causes  irregularity  in  the  time  and  amount  of  the  menses  ;  but 
as  this  condition,  when  widespread,  ultimately  tei-minates  in  atro- 
phy, it  practically  becomes  a  simple  variety,  or  rather  an  early 
stage,  of  atrophic  oophoritis.  A  glance  at  the  following  table 
will  demonstrate  the  relations  of  ovarian  inflammation  with  re- 
gard to  the  foregoing  points  : 


Amount  of  menstrual  blood. 


Small  . . 
Normal . 
Large . . . 
Variable 


Oophoritis  cases. 


28.0  per  cent. 
25.8      " 
43.2       " 
3.0       " 


All  gynecological  cases. 


16.6  percent. 
19.3      " 
b'0.3      " 
33.8      " 


We  thus  note  to  how  much  greater  a  degree  uterine  diseases 
(for  the  general  gynecological  cases  were  mostly  of  this  kind) 
influence  and  disturb  the  menstrual  flow. 
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4.  Duration. — As  even  health  is  characterized  by  great 
variation  in  this  regard,  each  woman  being,  as  it  were,  ahnost  a 
rule  unto  herself,  it  is  not  surprising  that  a  similar  state  of  af- 
fairs holds  good  in  oophoritis.  In  some  patients  the  flow  lasts 
only  a  few  hours,  in  others  it  is  almost  continuous  from  month 
to  month,  constitutional  as  well  as  local  conditions  greatly  in- 
fluencing the  length  of  the  flow.  Thus  in  anemic  states  the 
flow  was  short-timed,  whereas  where  endometritis  (either  cor- 
poreal or  villous),  areola  hyperplasia,  subinvolution,  and  tubal 
diseases  existed,  the  duration  was  increased,  and  often  even  ex- 
cessive. The  following  table  exhibits  better  than  words  can 
describe  the  departures  from  the  normal  of  the  menstrual  dura- 
tion in  general  gynecological  and  ovarian  cases,  and  also  in- 
dicates the  fact  that  between  oophoritis  and  uterine  cases  there 
is  comparatively  little  difference,  the  only  striking  variation 
being  the  greater  lengthening  of  the  time  in  oophoritis  patients  : 


Duration  of  menstruation. 


Oophoritis  cases. 


All  gjmecologrical 

In  healthy  women 

case 

;s  (1,000). 

(Tilt). 

0.5 

per  cent. 

0.2  per  cent. 

2.7 

1.0      " 

7.2 

6.1      " 

19.9 

26.4      " 

13.9 

26.6       " 

13.1 

8.5       " 

8.5 

3.3      " 

10.5 

21.9      " 

6.1 

4.8      •• 

1.5 

" 

1.2 

0.1 

0.1 

)■  1.2  per  cent. 

0.1 

0.9 

0.1 

J 

1  0 

12.6 

Less  than  1  day. 

1  day 

2  days 

3  days 

4  days 

5  days 

6  days 

7  days 


9  days 

10  days 

1 1  days 

12  days  

13  days 

14  days 

15  days 

Almost  continuous. 
Irregular 


1.8  per  cent. 

8.1  " 

21.6  " 

16.2  " 

9.0  " 

9.0  " 

10.8  " 

5.4  " 

3.6  " 

1.8  " 

0.9  " 

0.9  " 


1.8  per  cent. 
9.0      " 


Nervous  Symptoms. — Hysteria,  even  to  a  mild  degree,  is  a 
rather  rare  manifestation  during  the  course  of  a  chronic  oopho- 
ritis. At  least  such  is  my  experience,  though  many  authorities 
believe  otherwise.  Formerly  writers  almost  invariably  traced 
back  all  hysterical  developments  to  some  genital  irritation,  but 
at  present  such  is  not  the  general  opinion.  The  almost  entire 
absence  of  such  symptoms  in  my  cases  ma}'  be  explained  by  the 
fact  that  the  patients  were  mostly  of  a  phlegmatic,  non-neurotic 
disposition,  in  whom  "  nerves  "  were  a  thing  almost  unknown. 
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A  few  were  hysterical,  but  these  were  generally  highly  excit- 
able women,  in  whom  such  manifestations  were  common.  Tilt 
is  of  those  who  believe  hysteria  freqnent  in  oophoritis.  Skene 
holds  a  like  opinion.  Olshausen  entertains  a  contrary  belief. 
Only  a  very  few  of  my  cases  were  hysterical,  and  even  then  to 
a  mild  degree  only.  Epilepsy  or  mania  I  have  never  met  with 
as  the  result  of  oophoritis,  but  that  such  do  occur  there  is  little 
doubt ;  but  what  the  connection  between  the  two  is  has  not  yet 
been  determined.  Occasionally  a  patient  would  be  somewhat 
depressed  and  gloomy  ;  a  few  complained  of  flashes  of  heat  and 
cold,  some  of  irritability  and  restlessness,  and  some  were  excit- 
able. But  these  slight  neurotic  manifestations  were  about  all 
that  my  cases  presented. 

Miscellaneous  Symptoms. — A  sinking,  sickening  sensation 
over  the  stomach  was  common,  sometimes  amounting  to  a  feeling 
of  absolute  disgust.  This  occasionally  increased  to  nausea,  and 
in  a  few  cases  there  was  even  vomiting,  though  this  latter 
seemed  always  due  to  the  action  of  some  special  cause.  For  in- 
stance, in  one  case  tamponing  the  vagina  induced  it ;  in  another 
it  invariably  followed  coitus ;  in  still  another  the  act  of  defe- 
cation originated  it.  As  will  be  seen,  the  inducing  cause  was 
always  some  form  of  pressure,  and  in  these  cases  the  ovary  was 
invariably  found  descended  into  Douglas'  cul-de-sac.  Kausea, 
however,  was  quite  frequent  even  without  any  special  exciting 
cause,  but  sometimes  it  also  arose  as  the  result  of  some  new 
activity,  as  coitus,  pressure  by  the  examining  finger,  the  act  of 
menstruation,  etc. 

The  rule  in  these  cases  of  oophoritis  is  anemia,  more  or  less 
marked,  though  sometimes  the  patients  seem,  barring  their  local 
trouble,  to  be  in  robust  health.  Skin  eruptions  are  occasionally 
seen,  such  as  herpes  and  urticaria.  Thus  Frank  ^  records  a  case 
of  generalized  urticaria  appearing  at  each  menstrual  period,  in 
which  there  were  thickening  of  the  left  tube  and  some  enlarge- 
ment of  the  corresponding  ovary.  These  were  removed  and  the 
urticaria  disappeared. 

Diagnosis.— A  positive  diagnosis  of  chronic  oophoritis  can  be 
attained  only  by  palpation.  The  history  of  her  case  which  the 
patient  is  able  to  give  us  but  excites  our  suspicions  ;  the  grasp- 
ing of  the  diseased  glands  between  the  examining  fingers  alone 
can  make  onr  suspicions  a  certainty.  It  is  not  always  possible  to 
'  Deutsche  med.  Zeitung,  June  23d,  1890. 
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feel  a  healthy  ovaiy.  If  the  conditions  are  favorable,  such  as  a 
yielding,  thin-walled  abdomen,  a  willing  patient,  it  can  nsually  be 
done  ;  but  if  the  abdomen  be  loaded  with  fat,  the  walls  tense,  the 
patient  sensitive  to  pressure  or  in  fear  of  pain,  and  if  she  oppose 
our  every  effort,  it  cannot  be  done.  These  facts  hold  with  espe- 
cial force  when  there  is  pelvic  disease  wherein  pressure  excites 
pain.  In  such  cases  an  anesthetic  is  needed  to  render  an  examina- 
tion possible.  The  normal  ovary  is,  as  a  rule,  but  slightly  sensi- 
tive, though  occasionally,  about  the  time  of  menstruation  or  in 
nervous  females,  pressure  will  elicit  a  sharp  cry  of  suffering. 
Olshausen,  Skene,  Peaslee,  and  Chaignot  agree  on  this  point,  and 
such  is  my  experience  after  the  examination  of  about  6,000 
females.  For  me  the  mere  fact  that  an  ovary  can  be  grasped 
between  the  examining  fingers  and  pain  elicited  is  presumptive 
evidence  that  the  organ  is  diseased.  Under  ordinary  healthy 
conditions  its  mobility  is  such  that  it  is  no  sooner  felt  than 
immediately  it  slips  away :  like  the  Irishman  and  the  flea,  you 
put  your  finger  on  it  and  it  isn't  there.  When  enlarged  or  ad- 
herent or  descended  it  can  generally  be  easily  grasped ;  when 
healthy  its  grasping  and  holding  is  a  task  diflacult  of  accomplish- 
ment. Disease  always  limits  its  mobility.  Normally  the  ovaries 
are  placed  on  each  side  of  the  uterus,  but  their  exact  position  is 
still  a  matter  of  doubt.  Probably,  being  such  extremely  movable 
organs,  whose  attachments  are  also  movable,  they,  like  the  uterus, 
have  no  absolute,  fixed  position.  For  practical  purposes  we  may 
say  that  they  are  placed  on  about  a  level  with  the  inlet  of  the 
true  pelvis,  the  left  one  resting  on  the  rectum,  the  right  one 
surrounded  by  coils  of  the  small  intestine,  with  their  long  axes 
nearly  parallel  with  the  lateral  walls  of  the  pelvis,  which  they 
almost  touch.  About  this  latter  point  there  is  considerable 
diversity  of  opinion.  Thus,  His  holds  that  in  the  adult  virgin 
the  ovary  hangs  with  its  long  diameter  almost  vertical.  Accord- 
ing to  Hasse  the  long  axis  of  both  ovaries  runs  outward  and 
forward,  forming  with  the  transverse  axis  of  the  uterus  an  angle 
open  to  the  front.  Schultze  figures  the  ovary  with  its  long  axis 
at  right  angles  to  the  transverse  axis  of  the  pelvis.  Each  ovary 
is  about  2  centimetres  from  the  corresponding  horn  of  the 
uterus,  being  connected  therewith  by  the  ovarian  ligament. 
This  latter,  however,  varies  considerably  in  length,  being  some- 
times even  as  long  as  2  inches,  at  others  only  half  an  inch ; 
the  riffht  beino;  the  longer  in  about  three-fourths  of  the  cases 
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(Peaslee).  In  shape  they  may  be  described  as  a  flatteiied  ovoid 
or  almond-shaped,  though  differing  considerably  in  different  in- 
dividuals; for  they  may  be  elongated,  spindle-shaped,  or  even 
almost  spherical.  In  size  they  are  also  variable,  though  gene- 
rally equalling  that  of  an  almond  ;  the  right  ovary,  however, 
beino^  usuallv  tlie  larger.  Puech  found  in  girls  of  13  to  1-i  vears 
the  average  measurements  to  be  :  right  ovarv,  length  29.6  milli- 
metres,  height  15,  thickness  10;  left  ovary,  length  25,  height  14, 
thickness  9.3.  Hennig,  who  has  carefully  examined  this  ques- 
tion, gives  the  following  table,  which  expresses  clearly  the  whole 
subject  in  brief : 
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Length  of  ovary. — Right 

3.8 
3.7 

3.4 
3.8 

3.0 

2.8 

2.5 
2.4 

4.4 
5.5 

3.1 

Left  

2.5 

Breadth  of  ovary. — Right 

L9 

1.8 

1.7 

1.2 

1.3 

1.5 

Left 

1.5 

1.7 

1.5 

1.2 

1.4 

1.4 

Thickness  of  ovary. — Right 

LO 

0.9 

1.0 

0.8 

0.8 

0.8 

Left 

LO 

0.9 

0.9 

1.1 

0.9 

0.8 

Distance  from  uterus. — Right 

3.4 

4.4 

4.7 

5.5 

8.0 

4.0 

Left 

3.3 

4.5 

4.7 

5.0 

7.0 

3.7 

After  confinement  the  ovaries  are  enlarged,  softened,  and  have 
a  tendency  to  descend  into  the  iliac  fossae ;  and  in  these  facts  we 
may  find  an  explanation  for  their  proneness  to  take  on  inflam- 
mation during  the  puerperal  state.  Accessory  ovaries  are  occa- 
sionally met  with.  These,  accurately  speaking,  are  not,  as  a  rule, 
separate  glands,  but  rather  separated  cotyledons.  Winckel,  Wal- 
deyer.  De  Sinety,  and  Beigel  have  described  such  cases ;  and  in 
one  instance  coming  under  my  notice,  where  menstruation  per- 
sisted regularly  after  removal  of  both  ovaries  and  the  tubes,  a 
round,  somewhat  flattened  mass  the  size  of  an  egg  existed  low 
down  in  Douglas'  pouch,  having  all  the  characteristics  of  a 
chronically  inflamed  ovary.  ^Yhere  menstruation  has  persisted 
following  extirpation  of  both  ovaries,  the  existence  of  such  a 
separate  ovarian  formation  has  been  invoked  to  explain  its  per- 
sistence. 

Methods  of'  Palpation  for  Chro/iic  Oophoritis.  External. — 
This  assists  but  little  in  our  search,  as  it  can  elicit  only  resistance, 
tenderness,  or  pain.     It  serves  simply  to  direct  our  attention  to 
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the  pelvic  organs  as  the  seat  of  the  disease.  It  is  performed 
bj  placing  the  patient  on  her  back,  with  the  thighs  drawn  up, 
head  and  shoulders  elevated,  the  bladder  and  bowels  being  pre- 
viously emptied.  Pressure  is  gradually  exerted  so  as  to  avoid 
inducing  contraction  of  the  abdominal  muscles;  or,  if  possible, 
the  patient's  attention  is  engaged.  In  spite  of  all  precautions, 
in  some  cases  the  patient  will  keep  her  muscles  firmly  con- 
tracted, more  especially  if  tenderness  be  extreme.  In  such  cases 
the  patient  is  directed  to  open  her  mouth  wide  and  breathe 
slowly  but  deeply,  when  often  the  muscles  will  relax.  Never- 
theless there  are  not  a  few  instances  where  it  is  impossible  to 
overcome  this  rigidity  of  the  abdominal  muscles  except  b}'  the 
administration  of  an  anesthetic. 

Internal. — The  examining  finger  in  this  method  will  fail  to 
reach  the  ovary  unless  it  is  descended.  In  the  latter  case  its 
lower  portion  can  usually  be  felt,  pain  elicited,  absence  or  pre- 
sence of  mobility  determined,  and  the  e£Eect  of  drawing  on  the 
uterus  observed.  If  the  ovary  be  situated  high  up  it  is  abso- 
lutely valueless.  It  is  performed  in  one  of  two  ways  :  with  the 
patient  either  in  the  ordinary  back  position  or  in  the  left  lateral 
semi-prone,  the  former  method  being  preferable.  Thomas  re- 
sorts to  the  Sims  position,  however,  in  cases  of  prolapsed  ova- 
ries, and  claims  excellent  results.  Practically  this  method,  as  a 
whole,  is  of  very  little  value. 

Intero-external,  or  QonjomQ^.  manipulation,  is  the  only  method 
that  gives  satisfactory  results.  In  employing  it  certain  precau- 
tions are  necessary.  As  we  are  dealing  with  a  sensitive  organ, 
in  women  who  have  usually  suffered  much  and  who  dread  the 
infiiction  of  further  pain,  it  must  be  gently  performed,  all  rough 
handling  avoided,  the  pressure  being  only  gradually  increased, 
muscular  relaxation  brought  about,  if  possible  the  patient's 
attention  drawn  off,  and,  above  all,  her  confidence  obtained. 
Having  shown  her  that  we  propose  to  inflict  the  minimum 
amount  of  pain  compatible  with  such  an  examination,  our  chances 
of  success  will  be  so  much  increased.  By  it  the  exact  position, 
size,  mobility,  shape,  and  tenderness  of  the  ovaries  can  be  accu- 
rately determined  and  their  relations  to  the  various  surrounding 
organs  interrogated.  Without  it  no  positive  diagnosis  can  be 
reached.  Hence  a  careful  consideration  of  the  various  modes 
of  its  employment  is  in  order.  These  are  rather  numerous,  but 
the  most  prominent,  and  the  only  ones  to  be  recommended,  are 
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tlie  vagino-abdominal   and   the   recto-abdominal,  the  former  in 
tlie  vast  majority  of  cases  being  given  the  preference. 

Vaglno-aljdoininal — ordinary  method.  —  The  patient  being 
placed  in  the  dnrsal  decnbitns,  with  Hexed  thighs  and  knees 
wide]}'  separated,  tlie  index  finger  or  middle  and  index  fin- 
gers are  carefully  introduced  into  the  vagina  up  to  the  uterus, 
the  position  of  which  having  been  accurately  mapped  out, 
the  examining  finger  is  passed  up  to  the  fundus,  the  cornua 
located,  and  then  following  the  tube — which  will  be  felt  as  a 
worm-like  mass,  not  unlike  the  veins  in  varicocele  in  the  male 
— across  toward  the  side  of  the  pelvis,  the  ovary  is  felt  for. 
Meanwhile  the  external  hand  has  slowly,  and  without  any 
sudden  or  undue  force,  depressed  the  lower  abdominal  walls 
over  the  uterus,  which  being  felt,  the  hand  then  follows  the 
internal  finger  along  to  the  side  of  the  pelvis,  making  deeper 
and  deeper  compression  backward  and  downward.  If  the  con- 
ditions be  favorable  and  the  ovary  be  in  or  about  its  normal 
position,  it  can  be  felt.  If  healthy  it  will  almost  immedi- 
ately slip  away  ;  if  diseased  it  can  be  grasped  and  examined  at 
leisure.  If  not  found  in  the  normal  position,  the  internal  ex- 
amining finger  is  passed  into  the  posterior  vaginal  cul-de-sac 
and  upward  pressure  made,  first  centrally,  then  laterally  on  one 
side,  then  on  the  other,  while  the  external  hand  depresses  the 
abdominal  walls  more  deeply  so  as  to  bring  the  hand  behind  the 
uterus,  if  possible  deep  down  in  the  pelvis.  Unless  great  care  be 
exercised  patients  will  strenuously  resist  this  maneuvre  and  our 
examination  be  thus  rendered  somewhat  unsatisfactory  ;  though 
even  if  the  ovary  cannot  be  felt  by  the  external  examining  hand, 
it  yet  serves  to  further  depress  and  fix  the  descended  ovary  and 
in  this  way  aids  our  examination.  To  bring  the  internal  finger 
nearer  to  the  parts  to  be  investigated,  the  perineum  and  vaginal 
outlet  may  be  invaginated  by  firm  upward  compression  with  the 
two  or  three  doubled-up  external  tingers  of  the  examining  hand. 
If  the  ovaries  are  not  found  in  Douglas'  cul-de-sac  or  the  lateral 
pouches,  we  next  look  for  them  anteriorly  and  then  laterally  on 
the  pelvic  walls.  In  some  cases  our  utmost  efforts  fail  to  give 
satisfactory  results,  principally  on  account  of  the  patient's  re- 
sistance or  from  thick  abdominal  walls,  and  in  such  an  anes- 
thetic must  be  resorted  to  to  obtain  complete  relaxation.  To 
get  the  best  results  the  left  hand  is  given  the  preference  as  the 
active  or  internal  examining  one  when  interrogating  the  left 
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ov^arj,  the  right  wheu  the  other  is  to  be  examined.  As  the  left 
ovary  is  the  one  most  easily  reached,  on  account  of  its  position 
and  relations,  it  should  be  the  one  first  examined,  even  though 
pain  be  complained  of  on  the  other  side ;  for  often  both  ovaries 
will  be  found  affected,  even  though  the  symptoms  are  referred 
all  to  one  side.  When  this  is  so  the  left  is  most  frequently  the 
side  complained  of.  It  is  necessary  to  secure  complete  evacua- 
tion of  the  rectum  and  bladder  before  resorting  to  bimanual 
palpation. 

ScJndtze's  Method. — The  important  point  in  this  method  is 
the  location  of  the  inner  border  of  the  contracted  psoas  mag- 
nus  where  it  covers  the  entrance  to  the  pelvis,  this  being  our 
guide  in  looking  for  the  ovaries,  which  normally  are  placed 
alongside  the  border  of  these  muscles  or  below  it.  It  is  per- 
formed with  the  patient  on  her  back,  and  in  every  other  respect 
resembles  the  ordinary  method,  save  that,  instead  of  using  the 
coriiua  of  the  uterus  as  guides,  the  psoas  muscle  is  felt  for  and 
from  this  the  ovaries  located. 

The  Tr'imanucd  Method  of  Kelly.,  or  examination  by  forced 
descensus  attempts  to  bring  the  ovary  within  our  reach  by  drag- 
ging down  and  holding  the  uterus  by  means  of  a  tenaculum  or 
a  pair  of  bullet  forceps.  An  assistant  holds  this  while  the  ope- 
rator proceeds  to  make  bimanual  examination  according  to  the 
usual  methods,  either  per  vaginam  or  per  rectum.  The  advan- 
tage claimed  for  this  method  is  the  ease  with  which  the  uterus 
and  its  adnexa  can  be  reached.  An  assistant  may  be  dispensed 
with  by  using  a  special  tenaculum  devised  by  Kelly  for  the  pur- 
pose, which  can  be  grasped  between  the  ball  of  the  thumb  and 
the  last  phalanges  of  the  third  or  the  third  and  fourth  fingers 
of  the  pelvic  hand ;  or,  if  rectal  examination  is  being  made,  be- 
tween the  dorsal  surface  of  the  third  and  the  palmar  surface  of 
the  fourth  fingers. 

Ullmanns  Method. — Ullmann  '  has  shown  by  experiments  on 
the  cadaver  that  when  the  bladder  is  emptied  and  a  colpeuryn- 
ter,  introduced  into  the  rectum,  is  distended  with  six  or  eight 
ounces  of  water,  the  uterus  ascends  in  an  arc  extending  upward 
and  forward  ;  the  left  ovary  at  the  same  time  is  raised  higher  than 
the  right,  the  uterus  being  obliquely  situated  in  such  a  way 
that  the  end  of  the  left  tube  is  somewhat  higher  than  that  of 
the  right.  In  the  living  subject,  with  the  rectum  similarly  dis- 
'  Ceatralblalt  f  ilr  Gyuiikologie,  March  24tli,  1888. 
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tended,  the  uterus  is  strongly  aiiteflexed  and  approximated  to 
tlie  abdominal  walls,  so  that  the  entire  organ  with  its  append- 
ages and  the  broad  ligaments  can  be  accuratel}'  mapped  out  by 
ordinary  bimanual  palpation. 

Ahdomino-rectal  Method. — Cherau,  LtJwenhardt,  Tilt,  and 
others  place  great  reliance  upon  this  mode  of  examination.  It 
is  especially  useful  in  cases  where,  for  some  reason,  vaginal 
exploration  is  impossible  or  unjustifiable,  or  where  the  results 
thus  obtained  are  not  satisfactory.  To  me  it  has  given  excel- 
lent results,  especially  where  the  ovaries  were  descended,  more 
particularly  when  low  down  in  Douglas'  pouch;  though  I  must 
agree  with  Schultze  that  it  is  never  as  useful  as  examination  by 
the  vagina.  The  decubitus,  etc.,  of  the  patient  are  as  in  ordi- 
nary bimanual  palpation,  the  only  difference  beii:g  in  the  active 
finger,  which,  being  gradual!}'  insmuated  into  the  rectum,  pre- 
viously thoroughly  evacuated,  is  carried  up  Ijehind  the  uterus 
until  the  finger  reaches  the  upper  third  of  the  pelvis.  Kelly 
speaks  highly  of  this  avenue  of  exploration,  and  places  great 
reliance  upon  it  in  the  detection  of  the  minute  details  of  the 
uterine  and  ovarian  surfaces. 

Occasionally  we  can  resort  to  Simon's  method  of  rectal  ex- 
ploration (Olshausen),  and  it  has  been  recommended,  where  pos- 
sible, to  pass  the  whole  hand  into  the  vagina  (Thomas).  As  yet 
I  have  found  no  necessity  for  resorting  to  such  extreme  methods. 

The  signs  elicited  by  the  foregoing  modes  of  examination  in 
chronic  oophoritis  are  :  1,  altered  position  ;  2,  curtailed  mobil- 
ity ;  3,  changed  shape  ;  4,  increased  or  diminished  size  ;  5,  pre- 
sence of  tenderness. 

1.  Unless  the  ovary  has  been  caught  and  fixed  by  a  previous 
peri-oophoritis,  it  is  always  and  invariably  more  or  less  displaced 
in  chronic  ovarian  inflammation.  Generally  downward  and  to- 
ward the  median  line,  it  may  be  displaced  forward  or  even  late- 
rally— never  upward,  in  my  experience.  As  it  enlarges,  its 
weight  being  naturally  increased,  it  has  a  tendency  to  sag  down- 
ward. This  displacement  may  be  slight,  but  it  always  occurs, 
so  that  on  searching  for  it  and  finding  it  below  its  normal  level, 
when  free,  it  is  presumptive  evidence  that  it  is  diseased  ;  the 
mere  fact  of  finding  an  ovary  normally  placed  when  freely 
movable  being  indicative  of  a  healthy  condition  of  the  organ. 
In  its  new  position  it  may  and  frequently  does  become  fixed  by 
secondary  peritonitis,  more  especially  if  it  has  descended  into 
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Douglas'  pouch  or  rests  against  the  lateral  posterior  wall  of  the 
uterus. 

2.  The  healthy  ovary,  as  has  been  pointed  out,  is  extremely 
movable,  so  that  the  holding  of  it  between  the  examining  fin- 
gers is  almost  impossible  of  accomplishment.  Chronic  oopho- 
ritis renders  it  much  less  mobile,  so  that  it  can  be  easily  grasped, 
and  this  independent  of  any  adhesions.  Thus  it  can  be  held 
and  its  every  detail  determined.  This  is  especially  true  when 
almost  preserving  its  normal  anatomical  relations.  When  de- 
scended it  is  harder  to  get  at  from  above,  but  when  once  found 
and  grasped  its  holding  is  just  as  easy  a  task  as  when  placed 
higher  up  in  the  pelvis. 

3  and  -l.  The  shape  of  an  ovary  is  always  changed  when  chron- 
ically inflamed.  In  the  majority  of  cases  it  is  uniformly  en- 
larged, smooth,  its  transverse  axis  being  the  longer,  though  the 
greatest  actual  enlargement,  when  enlarging  more  in  one  direc- 
tion than  in  another,  is  from  before  backward.  It  often  reaches 
the  size  and  shape  of  an  English  walnut  or  that  of  an  egg,  and 
in  some  cases  even  becomes  larger,  in  a  few  instances  being  as 
large  and  as  round  as  a  small  orange.  Where  peri-oophoritis 
exists,  or  where  there  is  considerable  cystic  formation,  it  is  irreg- 
ular in  outline,  with  sharper  angles.  Later  on,  especially  where 
peritonitis  has  preceded  the  oophoritis  and  where  the  organ  has 
been  compressed  by  the  contracting  adhesions,  it  is  diminished, 
in  size.  In  the  atrophic  form,  where  the  lesion  is  in  great  part 
confined  to  the  follicles,  more  especially  in  that  variety  follow- 
ing the  infectious  diseases,  the  ovary  is  greatly  diminished  in 
size,  the  lesion  being  a  destructive  one  ;  in  fact,  in  some  cases 
the  ovary  is  so  small  that  it  cannot  be  detected. 

5.  Sensitiveness  to  pressure  is  always  present ;  sometimes 
the  pain  thus  caused  is  excruciating.  ISTever  absent,  it  varies 
much  in  degree.  Often  I  have  seen  patients  flinch  at  the  slight- 
est touch  of  the  vaginal  finger,  especially  where  the  ovary  was 
descended ;  but  in  other  cases  I  have  been  surprised  to  note 
the  comparatively  slight  reaction  to  considerable  pressure,  even 
when  the  ovaries  gave  other  evidence  of  considerable  disease. 
This  is  generally  true  of  old  cases,  recent  cases  giving  usually 
the  greatest  evidence  of  pain.  The  most  sensitive  patients  were 
very  recent  ones  or  where  there  was  coexisting  pelvi-peritonitis. 
The  pain  varies  at  different  examinations  in  the  same  case,  usu- 
ally being  most  marked  shortly  before  menstruation.     The  char- 
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acter  of  the  pain  also  varies.  It  lias  been  said  to  resemble  that 
produced  by  pressure  on  the  testicle,  but  it  has  seemed  to  me 
to  be  without  that  sinking  character  so  marked  in  testicular 
pain.  Some  described  it  as  sickening,  others  as  sharp  and  cut- 
ting, others  as  burning,  but  in  all  it  seemed  unbearable,  as  they 
instinctively  drew  away,  even  though  cautioned  not  to  do  so. 
Occasionally  pressure  evoked  a  feeling  of  nausea  with  tendency 
to  vomit,  but  this  was  only  in  a  small  minority  of  the  cases.  As 
the  normal  ovary  is  but  slightly  tender,  and  as  sensitiveness  to 
pressure  is  always  present  in  chronic  oophoritis,  this  is  an  ex- 
tremely important  symptom. 

(To  be  continued.) 
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The  fact  that  I  have  had  no  death  in  abdominal  and  pelvic 
surgery  for  nearly  two  years,  though  I  have  operated  on  many 
cases  and  have  declined  to  operate  on  none  where  surgery 
could  promise  relief,  suggests  to  me  that  probably  some  of  the 
previous  bad  results  of  my  operations  were  due  to  an  imperfect 
knowledge  of  the  topographical  anatomy  of  the  abdominal  and 
pelvic  viscera,  or  of  the  pathological  conditions  for  which  ce- 
liotomy is  indicated,  or  of  the  best  methods  of  operating  and 
preventing  accidents,  complications,  or  sequelae.  Many  of  the 
bad  results  in  celiotomy  could  be  prevented  were  this  work 
done  by  men  thoroughly  prepared  to  give  their  patients  all  the 
protection  that  surgery  offers.  No  one  should  attempt  to  open 
the  abdomen  until  he  is  familiar  with  the  anatomy  and  the  nor- 
mal relations  of  every  abdominal  and  pelvic  structure,  and  with 
the  pathological  conditions  that  may  be  encountered,  and  with 
the  correct  technique  before  and  during  the  operation. 

While  we  cannot  make  a  positive  diagnosis  of  the  diseases 
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for  which  celiotomy  should  be  performed,  we  can  usually  do  so 
with  sufficient  accuracy  to  indicate  the  necessity  for  an  opera- 
tion ;  and  if  we  understand  the  best  methods  of  treating  all  con- 
ditions that  may  be  encountered  our  results  will  be  good,  pro- 
vided we  neglect  nothing  in  the  interest  of  the  patient.  Of 
course  some  operators  are  more  expert  than  others,  but  there 
are  very  few  who  do  not  possess  enough  mechanical  skill  to  do 
successful  surgery  if  they  become  otherwise  masters  of  their 
specialty. 

We  are  sometimes  surprised  at  the  bad  results  of  men  who 
apparently  do  good  surgery,  but  if  we  will  study  the  details  of 
their  work  we  will  find  that  something  is  lacking ;  and  unless  the 
details  are  attended  to  in  every  particular  bad  results  may  be 
expected.  I  may  be  taken  to  task  for  saying  that  there  are 
relatively  few  men  who  are  surgically  clean,  but  I  make  the 
assertion  because  I  hear  of  deaths  resulting  from  sepsis  in  cases 
where  the  poison  was  carried  to  the  patient  by  the  operator  or 
his  assistants,  or  on  something  used  in  the  operation,  for  there 
was  no  pus  or  matter  of  any  character  in  the  structures  removed 
that  could  have  contained  pathogenic  germs.  It  may  be  claimed 
that  sepsis  was  caused  by  the  germs  in  the  atmosphere ;  but  this 
is  nonsense,  unless  the  operations  were  done  in  a  room  where 
there  had  recently  been  some  infectious  disease.  If  atmos- 
pheric infection  causes  sepsis  in  celiotomy,  it  is  so  infrequent 
as  to  be  practically  not  worth  considering.  "While  I  would  nt)t 
operate  in  a  room  recently  occupied  by  a  patient  with  an  in- 
fectious disease,  or  allow  auy  person  at  the  operation  who  had 
been  in  recent  contact  with  an  infectious  disease,  still  I  am  not 
positive  that  it  might  not  be  done  with  impunity  if  we  bring 
nothing  in  contact  with  the  peritoneum  that  has  poisonous  germs 
upon  it.  Infection  is  almost  invariably  the  result  of  contact, 
unless  there  is  some  virulent  accumulation  within  the  abdomen  or 
pelvis  that  cannot  be  removed  without  soiling  the  peritoneum. 
The  germs  are  carried  to  the  patient  on  the  hands  of  the  operator, 
assistants,  or  nurses,  or  by  the  sponges,  water,  instruments,  liga- 
tures, or  other  thiugs  used  in  the  operation,  and  no  one  will 
have  uniformly  good  results  who  does  not  supervise  everything 
connected  with  the  operation ;  or,  if  he  cannot  do  this  himself, 
he  should  have  some  one  do  so  in  whose  honesty,  fidelity,  and 
ability  he  has  implicit  confidence. 

In  reviewing  my  early  experience  I  recognize  that  I  did   not 
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observe  all  the  details  in  such  a  way  as  to  give  the  patient  the 
bsst  chances  against  infection,  and  I  have  learned  the  necessity 
of  knowing  personally  that  everything  is  correctly  done. 

I  will  briefly  detail  some  of  the  methods  observed  in  my  ce- 
liotomy work  in  the  gynecological  operating  room  at  St.  Jo- 
seph's Infirmary. 

No  one  assists  in  the  sterilization  of  gauze,  sutures,  instru- 
ments, dressings,  etc.,  except  my  assistant.  Dr.  Frank,  who  has 
been  practicall}!-  trained  for  such  work  by  several  years'  expe- 
rience here  and  abroad;  and  my  head  nurse,  who  assists  in 
nearly  all  my  operations.  Especial  care  is  taken  after  sterili- 
zation to  prevent  reinfection,  which  may  occur  if  instruments, 
etc.,  used  in  the  operation  are  handled  with  unclean  hands  or 
come  in  contact  with  anything  unclean.  Every  one  who  has 
anything  to  do  with  sterilization  or  with  the  operation  is  re- 
quired to  be  bathed  and  dressed  in  clean  linen,  to  wear  linen 
gowns  that  cover  nearly  the  entire  body,  to  have  the  hands 
washed  with  green  soap  and  hot  water  with  sterilized  brushes, 
and  afterward  washed  in  a  1:1000  solution  of  bichloride  of 
mercury.  This,  if  done  properly,  makes  the  hands  prac- 
tically sterile,  and  there  is  no  necessity  for  putting  the  hands 
in  solutions  of  permanganate  of  potash  and  oxalic  acid,  for 
the  bacterial  spores,  if  any  are  left,  will  be  so  embedded  in 
the  surface  layer  of  the  skin  that  they  cannot,  probably,  in- 
fect anything.  The  assistants  and  the  nurses  are  usually  in- 
spected, to  see  if  the  finger  nails  have  been  trimmed  and  cleansed 
and  if  the  hands  have  been  correctly  sterilized.  By  taking 
these  precautions,  sterilization  in  Arnold's  or  any  approved  ster- 
ilizer may  be  so  perfect  that  a  pathogenic  culture  cannot  be 
made  from  the  instruments,  sutures,  towels,  gauze,  etc.,  used  in 
the  operation.  This  has  been  tested  by  Dr.  Frank  in  the  bac- 
teriological laboratory  at  the  Kentucky  School  of  Medicine,  and 
I  now  have  but  little  concern  about  infecting  patients,  unless 
there  is  a  pus  tube,  or  something  containing  septic  matter,  that 
cannot  be  removed  from  the  pelvis  or  abdomen  without  soiling 
the  peritoneum,  and  of  course  this  will  rarely  occur  in  the 
practice  of  a  successful  operator. 

The  instruments  are  washed  with  sapolio  with  a  sterilized 
brush,  and  all  unclean  matter  is  removed,  especially  in  the  open- 
ings where  the  blades  are  joined  and  in  the  eyes  of  the  needles. 
They  are  dipped  in  boiling  water,  wiped  dry,  wrapped  in  a  ster- 
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ilized  towel,  and  put  away.  The  water  used  in  sterilization,  in 
washing  instruments,  sponges,  and  during  tlie  operation,  has 
been  filtered  through  a  Pasteur  filter  and  boiled.  The  towels  are 
used  for  no  other  purpose,  and  are  washed  separately  from  other 
clothing  and  boiled  in  clean  water  for  half  an  hour.  Every- 
thing used,  except  the  sponges  and  kangaroo  tendon,  is  sterilized 
for  an  hour,  just  before  the  operation,  in  an  Arnold's  sterilizer 
in  the  operating  room,  and  taken  out  when  needed  at  the  begin- 
ning of  and  during  the  operation.  The  silk  for  ligatures  and 
sutures,  three  sizes,  is  loosely  wound  on  glass  spools  as  a  con- 
venience during  the  operation,  and  is  wrapped  in  gauze  with  the 
silkworm  gut  and  the  needles.  The  instruments  known  to  be 
necessary  in  the  operation  are  wrapped  in  one  towel,  and  those 
that  may  be  necessary  in  the  treatment  of  any  condition  that 
may  be  encountered  are  wrapped  in  another,  to  be  held  in  re- 
serve, so  that  no  imperfect  preparation  shall  delay  the  operation. 

Sponges  are  used,  but  gauze,  or  absorbent  cotton  wrapped  in 
gauze,  may  be  made  sterile  ;  and,  unless  the  operator  supervises 
the  preparation  of  his  sponges,  the  latter  may  be  preferable. 
The  sponges  are  carefully  selected,  well  shaped,  of  soft  texture, 
as  free  as  jjossible  from  calcareous  matter  or  dirt.  They  are 
thoroughly  beaten  with  a  wooden  mallet  on  a  hard,  smooth  sur- 
face, after  which  they  are  carefully  washed  in  cold  water  and 
put  for  twelve  hours  in  water  made  disagreeably  sour  with  hy- 
drochloric acid.  The  acid  is  washed  out  of  them,  and  they  are 
kept  for  six  hours  in  a  mixture  of  sulphurous  acid  one  part  and 
water  five  parts,  when  they  are  again  washed  and  put  in  a  large 
glass-stoppered,  sterilized  jar  or  bottle  filled  with  alcohol.  They 
are  now  aseptic,  and  will  remain  so  indefinitely  if  not  reinfected 
by  carelessness  in  removing  them  from  the  alcohol. 

As  it  is  impossible  to  know  in  just  what  cases  irrigation  or 
drainage  may  be  necessary,  glass  irrigation  and  drainage  tubes, 
gum  dam  and  tubing,  and  everything  used  for  such  purposes  are 
put  in  the  sterilizer. 

The  operating  room  is  well  ventilated  and  the  floor  and  walls 
are  kept  clean,  and  some  hours  before  the  operation  the  dust  is 
wiped  off  of  everything  in  the  room  with  a  damp  towel.  The 
spray  is  not  used,  because  it  is  of  no  practical  value,  and  if  the  at- 
mosphere in  the  room  is  surcharged  with  an  irritating  germicide 
it  might  act  injuriously  upon  the  peritoneum  or  the  kidneys.  It 
is  well  to  have  the  atmosphere  in  the  room  moist,  but  this  is 
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accomplished  by  the  sterilization  that  is  continued  during  the 
operation. 

Xo  patient  is  operated  upon  until  the  urine  has  been  analyzed 
for  albumin,  casts,  and  sugar.  I  do  not  operate  on  patients 
markedly  diabetic,  unless  the  disease  for  which  the  operation  is 
indicated  would  otherwise  prove  rapidly  fatal.  Albumin  in  the 
nrine  is  not  a  contra-indication,  because  it  is  often  caused  by 
pressure,  and  when  this  is  removed  there  is  no  further  trouble. 
And  frequently  casts  are  produced  by  the  same  cause;  but  if  they 
are  abundant,  indicating  extensive  nephritis,  the  operation  is  de- 
layed, unless  there  is  an  immediate  necessity  for  it  or  unless  it 
offers  the  only  hope  of  recovery.  I  recently  insisted  upon  the 
removal  of  a  large  ovarian  cyst  in  a  feeble  old  woman  with 
thirty-three  per  cent  of  albumin  by  volume  in  the  urine,  and 
casts  abundant,  because  she  could  not  live  long  without  an  ope- 
ration and  was  entitled  to  the  benefit  of  it.  Ether  is  not  given 
where  there  is  nephritis. 

Xourishing,  but  mostly  liquid,  diet  is  given  for  two  days  before 
the  operation,  but  nothing  for  several  hours  before  it.  The 
patient  is  well  purged,  so  as  to  remove  fecal  matter  and  gas  that 
would  otherwise  distend  the  bowels  and  interfere  with  the  ope- 
ration and  with  the  after-treatment.  The  operation  is  usually 
done  at  3  o'clock  p.m.,  and  the  last  purgative  is  ordered  the  night 
preceding,  so  that  it  may  cease  to  act  some  hours  before  the 
anesthesia  is  given.  An  opiate  is  seldom  given,  but  where  the 
inhibitory  powers  are  weak  a  hypodermic  injection  of  thirty 
minims  of  tincture  of  digitalis  and  one-fifteenth  of  a  grain  of 
sulphate  of  strychnia  is  given  just  before  the  operation,  A  hot 
bath  with  green  soap  and  brush  is  given  by  the  nurse  the  even- 
ing before  the  operation,  and  another  at  11  o'clock  the  next  day, 
and  at  each  bath  the  vagina  is  irrigated,  and,  if  preparing  for  a 
hysterectomy,  a  bichloride  solution  1 : 4000  is  used.  After  the 
second  bath  the  patient  is  dressed  in  clean  linen,  put  to  bed,  and 
the  abdomen  covered  with  a  towel  wet  in  a  1 :  1000  bichloride 
solution.  Thirty  minutes  before  the  operation  the  abdomen  and 
pubes  are  shaved  and  again  washed,  then  bathed  in  ether  or 
alcohol,  and  the  bichloride  applied.  This  is  repeated  after  the 
patient  is  on  the  operating  table.  This  removes  all  the  patho- 
genic bacteria  from  the  skin  that  could  infect  the  hands,  sponges, 
or  instruments,  and  does  away  with  the  necessity  of  covering  the 
sides  of  the  abdomen    with   sterilized   towels  or  gauze.     The 
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patient  is  put  on  a  plate-glass- top  table  with  a  Kelly's  ovariotomy- 
pad  adjusted,  and  the  limbs  and  body,  except  the  abdomen, 
wrapped  in  clean  blankets  or  sheets,  which  are  covered  with 
sterilized  towels  so  that  nothing  unclean  will  be  touched. 

In  preparing  for  a  hysterectomy,  after  irrigation  as  above,  the 
walls  of  the  vagina  and  the  neck  of  the  womb  are  washed  with 
soap  and  water  with  gauze  or  absorbent  cotton,  bathed  well  with 
a  1 :  2000  bichloride  solution,  wiped  dry,  and  packed  with  iodo- 
form gauze.     This  is  repeated  just  before  the  operation. 

In  vaginal  hysterectomy  for  carcinoma  the  uterus  is  curetted 
a  few  days  before  the  operation  and  all  necrosed  tissue  removed, 
and,  after  careful  sterilization,  its  cavity  and  the  vagina  tamponed 
with  iodoform  gauze.  After  the  patient  is  on  the  operating 
table  the  curetting  is  repeated  and  the  vagina  again  sterilized, 
for  death  may  otlierwise  occur  from  septic  infection  caused  by 
the  germs  in  the  diseased  tissue  of  the  uterus. 

All  the  furniture  in  the  room  is  free  of  carving,  witli  no  irregu- 
larities to  catch  dirt,  and  has  the  highest  cabinet  finish,  so  that 
it  may  be  easily  kept  clean,  as  may  also  the  glass-top  operating 
table  and  the  marble  and  plate-glass  tops  of  the  tables  for  the 
0])erator  and  the  nurse. 

The  vessels  for  boiling  and  holding  water,  and  the  pans  for 
the  operating  room,  are  metal,  white  porcelain  lined,  and  are 
used  for  no  other  purpose,  so  that  they  are  free  of  infectious 
matter. 

Just  before  the  abdominal  incision  is  made  the  hands  of  the 
operator,  his  assistants,  and  the  nurses  are  bathed  in  the  bichlo- 
ride solution,  which  is  immediately  washed  oif  in  hot  water. 
No  germicide  solutions  are  used  upon  anything  that  comes  in 
contact  with  the  cut  surface  of  the  abdomen  or  with  the  perito- 
neum, and  they  have  no  place  in  the  operating  room  other  than 
to  aid  in  sterilization  before  the  operation  ;  for  if  the  technique 
has  been  so  imperfect  that  infectious  matter  is  on  anything 
used  in  the  operation  the  germicide  will  not  sterilize  it,  and,  if 
brought  in  contact  with  the  peritoneum,  will  have  a  destructive 
action  upon  its  endothelial  layer,  which  will  destroy  in  a  degree 
its  resisting  power  against  the  invasion  of  pathogenic  germs,  and 
may  also  cause  extensive  adhesions.  The  truth  of  this  assertion 
has  been  proven  by  the  experiments  and  observations  of  the 
most  correct  workers  in  this  line  of  investigation,  and  1  am  so 
positive  that  germicides  should  not  come  in  contact  with  the 
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peritoneum  that  I  do  not  use  gauze  for  drainage  with  iodoform, 
bichloride  of  mercury,  or  carbolic  acid  on  it,  nor  do  thej  afford 
any  additional  protection  if  the  ganze  has  been  sterilized  by 
heat. 

The  hands  of  the  operator  and  of  every  one  assisting  are  kept 
clean  by  being  constantly  dipped  in  hot  water.  If  a  sponge 
touches  anything  not  positively  clean,  or  becomes  soiled  with 
pus  or  matter  probably  septic,  it  is  immediately  thrown  away. 
Plenty  of  sponges  are  held  in  reserve,  but  not  more  than  from 
three  to  six  are  generally  used  in  an  operation,  and  as  few  instru- 
ments as  possible. 

The  operation  is  frequently  performed  without  using  a  hemo- 
static forceps  to  control  hemorrhage.  All  the  simplicity  is 
introduced  consistent  with  good  surgery,  for  a  multiplicity  of 
technique  is  unnecessary  and  confusing.  The  operation  is  per- 
formed as  rapidly  as  possible,  but  never  hurriedly,  so  as  to  pre- 
vent traumatism  of  the  abdominal  and  pelvic  viscera,  which  too 
often  causes  serious  complications  or  death  if  the  operator  is 
inexperienced  or  careless.  During  the  last  two  years  I  have 
frequently  separated  extensive  and  firm  intestinal  adhesions 
without  injuring  the  bowel,  and  have  not  ruptured  a  pus  tube, 
though  I  have  enucleated  them  in  complicated  and  difficult  cases. 
Hemorrhage  has  been  easily  controlled  by  ligating  everything 
necessary  to  prevent  it,  being  careful  to  include  the  proximal 
and  distal  ends  of  the  ovarian  artery.  A  failure  in  this  particu- 
lar is  the  most  frequent  cause  of  fatal  hemorrhage,  which 
should  be  prevented  if  ligation  is  correctly  done  with  a  hard 
twist  or  plaited  silk  ligature,  relatively  small,  but  strong  enough 
to  thoroughly  constrict  the  enclosed  tissue,  and  enough  of  the 
pedicle  is  left  to  prevent  slipping.  The  pedicle  is  inspected  be- 
fore closing  the  abdomen,  and  the  cavity  examined  by  dipping 
a  sponge  into  the  pouch  of  Douglas  to  see  if  there  is  hemorrhage 
except  oozing ;  for  if  these  precautions  are  not  observed  fatal 
hemorrhage  may  occasionally  occur.  There  is  especial  danger 
of  this  accident  where  extensive  adhesions  have  been  separated, 
or  many  ligatures  applied  upon  the  broad  ligaments  in  hysterec- 
tomy, and  in  varicose  veins  with  thin  walls  in  the  pedicle  of  an 
ovarian  tumor,  easily  torn  if  tension  has  been  too  great  before 
or  after  its  ligation. 

I  recently  had  a  rupture  of  a  large  vein  below  the  ligature 
which  would  have  caused  death  in  a  little  while  had  not  a  sepa- 
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rate  ligature  been  applied;  and  I  have  frequently  encountered 
extensive  and  firm  adhesions  of  the  omentum  that  could  not  be 
separated  without  so  lacerating  this  structure  as  to  necessitate 
the  removal  of  the  greater  portion  of  it,  but  no  untoward  symp- 
tom has  resulted.  If  the  peritoneum  has  been  soiled  with  any- 
thing probably  septic,  it  is  thoroughly  cleansed  by  carrying  the 
water  through  a  glass  irrigation  tube  into  every  part  of  the  pel- 
vis and  abdomen ;  but  this  is  not  necessary  if  the  peritoneum  has 
been  soiled  with  nothing  but  blood,  unless  there  are  clots  that 
cannot  be  otherwise  removed. 

Drainage  is  never  used  unless  pus  or  septic  matter  has  soiled 
the  cavity  or  there  is  extensive  oozing,  and  vaginal  drainage  is 
not  used  except  in  pelvic  abscess  or  hysterectomy  for  cancer. 
A  very  small  and  light  glass  tube,  open  at  the  bottom,  with  fine 
holes  U23on  the  sides  extending  within  two  inches  of  its  mouth, 
is  used.  This  is  necessary,  because  while  the  blood  and  secre- 
tions usually  gravitate  into  the  pouch  of  Douglas  or  into  the 
deepest  part  of  the  pelvis,  this  is  not  uniform ;  for  in  one  in- 
stance I  could  get  but  little  liquid  out  of  the  tube  until  it  had 
been  pulled  up  two  inches,  and  then  drew  away  a  pint  which 
had  accumulated  between  the  intestines  and  the  abdominal  wall. 
This  may  be  unusual,  but  as  it  does  occur  it  is  a  wise  precaution 
to  have  the  openings  in  the  tube  extend  nearly  to  the  abdominal 
wall.  I  was  formerly  much  opposed  to  draining  with  gauze, 
except  in  pus  cavities  where  the  surrounding  walls  could  not  be 
entirely  removed,  but  recent  experience  has  convinced  me  that 
there  is  nothing  that  drains  so  effectively  or  gives  as  perfect 
protection  ;  and  if  the  gauze  is  correctly  sterilized  it  is  less  likely 
to  carry  infection  than  the  tube,  from  which  the  blood  and  se- 
cretions are  removed  by  suction  or  by  the  frequent  introduction 
and  removal  of  small  strips  of  gauze.  All  the  liquid  in  the 
peritoneal  cavity  is  removed  more  rapidly  and  more  thoroughly 
if  a  large  piece  of  gauze  is  placed  at  the  lower  angle  of  the 
wound  and  dowm  to  the  bottom  of  the  pelvis  ;  and  if  drainage  is 
a  means  of  preventing  infection  it  is  because  of  the  removal  of 
secretions  that  would  otherwise  furnisli  a  medium  in  which 
pathogenic  bacteria  would  develop  and  multiply.  I  have  just 
discharged  a  patient  in  whose  case  a  glass  tube  was  used,  but  I 
placed  between  the  tube  and  the  intestines  a  thick  piece  of 
gauze,  which  remained  in  the  cavity  for  tliree  days  before  dis- 
turbing it ;    and  while  the  patient   made  an  uninterrupted  re- 


"SVATHEX  :    RESULTS    OF    ASEPTIC    CELIOTOMY.  39T 

coverj  from  a  most  dangerous  condition,  I  believe  she  would 
have  died  had  I  depended  solely  upon  the  tube. 

The  only  fixed  rule  that  has  governed  me  in  closing  the  ab- 
dominal incision  is  to  bring  the  several  layers  of  the  walls 
together  in  the  manner  that  best  insures  union  by  adhesion 
and  prevents  suppuration,  otherwise  ventral  hernia  may  follow. 
This  is  better  accomplished  by  suturing  the  peritoneum,  fascia, 
and  muscles  separately  with  the  buried  suture,  using  sterilized 
kangaroo  tendon,  catgut,  or  silk ;  but  suppuration  will  then 
occur  unless  the  divided  tissues  and  the  adjacent  skin  are  prac- 
tically aseptic.  While  it  is  impossible  to  make  the  tissues  abso- 
lutely aseptic,  the  few  bacterial  spores  in  the  wound  or  skin  will 
not  develop  into  pathogenic  germs,  because  of  the  resisting  pow- 
ers of  the  cellular  elements,  unless  the  sutures  be  so  tightly  drawn 
as  to  partially  cut  off  the  normal  blood  and  nerve  supply.  The 
buried  suture  has  not  been  used  in  drainage  cases,  but  the  inci- 
sion has  been  united  with  an  interrupted  silk  or  silkworm-gut 
suture  so  introduced  as  to  best  approximate  the  edges  of  the 
fascia.  Sometimes  the  incision  is  entirely  united  with  the 
buried  suture  by  the  continuous  or  the  cobbler's  stitch  ;  again 
by  interrupted  sutures  through  the  entire  walls,  but,  before 
tying  them,  separately  suturing  the  peritoneum  and  fascia,  or 
separately  suturing  the  peritoneum  and  fascia  and  then  closing 
the  open  wound  by  superficial  interrupted  sutures. 

If  the  sutures  are  all  buried  the  wound  is  dressed  with  iodo- 
form-collodion,  otherwise  with  iodoform,  and  many  thicknesses 
of  gauze  held  tightly  by  a  liannel  binder  so  fastened  by  straps 
around  the  legs  as  to  prevent  slipping.  If  no  drainage  is  used 
the  dressing  is  not  disturbed  for  six  or  seven  days,  and  then  the 
surface  is  cleansed  and  the  interrupted  sutures  removed.  In 
drainage  cases  the  dressings  are  removed  and  replaced  when 
soiled,  and  always  removed  and  the  wound  redressed  when  the 
tube  or  gauze  is  taken  out.  In  these  cases  I  introduce  one  or 
two  provisional  sutures  to  be  tied,  and  close  the  opening  when 
the  tube  or  gauze  is  removed. 
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A   FIBROID  TUMOR  COMPLICATING  DELIVERY. 


T.  J.    CROFFORD,    M.D., 
Memphis,  Teen. 


(With  two  illustrations.) 


On  December  6tli  last,  at  her  home  in  Arkansas,  one  hundred 
miles  away,  I  saw  Mrs.  P.,  aged  30,  married  four  years,  no  chil- 
dren. She  was  now  six  months  pregnant ;  had  been  in  labor 
six  days,  but  the  uterus  could  not  empty  itself  on  account  of  a 
tumor  so  shaped  as  not  only  to  block  up  the  pelvis  below  the 
uterus,  but  so  grown  in  and  around  the  cervix  as  to  prevent  its 
dilatation. 

The  pregnant  uterus  was  exceedingly  high  up  and  to  the  left 
of  the  median  line,  the  tumor  was  lower  down  and  occupied 
mainly  the  right  side  of  the  abdomen,  but  no  line  of  demarca- 
tion could  be  made  out  between  the  two.  The  abdomen,  how- 
ever, presented  a  nodular  feel.  Ko  one  would  have  been  im- 
pressed with  the  idea  of  pregnancy  but  for  the  subjective 
symptoms  and  the  condition  of  the  breasts.  Nor  by  the  aid  of 
these  could  a  positive  diagnosis  be  ventured,  yet  the  opinion 
was  that,  whatever  else  existed,  pregnancy  also  existed.  The 
possibility  of  a  bifid  uterus  in  which  a  double  pregnancy  had 
taken  place  suggested  itself.  The  possibility  of  a  simultaneous 
intra-  and  extra-uterine  pregnancy  was  also  considered.  The 
likelihood  of  there  being  a  fibroid  condition  of  the  womb,  with 
an  attempt  to  deliver  a  submucous  polyp,  was  not  overlooked. 
JS^ot withstanding  I  have  myself  removed  a  nodulated,  adherent 
polycystic  ovarian  tumor  with  a  feel  very  like  this  case,  and, 
owing  to  the  presence  of  peritonitis,  pains  not  unlike  those  in 
the  case  before  us  were  present,  yet  the  impression  was  that 
pregnancy  was  complicated,  and  delivery  interfered  with,  by  an 
ovarian  cystoma.  The  vaginal  portion  of  the  tumor,  shown 
in  Fig.  1,  was  supposed  to  be  a  lobule  of  the  cyst.     The  va- 
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gina  being  lengthened  by  a  partial  lifting  of  the  tumor  out 
of  the  pelvis,  this  lobule  could  not  be  so  plainly  felt  at  this 
time.  It  was  with  the  greatest  difficulty  that  the  cervix  could 
be  reached. 

The  consensus  of  opinion  among  the  physicians  present  was 


Fig.  1.— U,  uterus  containing  fetus:  L  A  and  R  A,  left  and  right  appendages  ;  F  T, 
fibroid  tumor  encircling  the  neck  of  the  womb  and  mechanically  blocking  up  the  same 
below  ;  V,  vagina  on  the  stretch. 


that  a  Cesarean  section  supplemented  by  a  Porro  was  impera- 
tive, she  having  already  been  in  labor  six  days.  Owing  to  the 
unwholesome  surroundings,  the  want  of  proper  assistance  and 
a  nurse  of  sufficient  training  with  whom  to  leave  so  important 


400     CEOFFOED  :    A    FIBEOID   TUMOE   COMPLICATING    DELIYEET. 

a  case,  I  slirank  from  so  formidable  an  operation  here.  She  was 
at  once  removed  to  my  private  sanitarium,  one  hundred  miles 
away.  Memphis  was  reached  by  rail  at  midnight,  with  a  very 
much  exhausted  woman,  and  6  o'clock  the  next  morning  ap- 
pointed for  the  operation.  Her  suffering  continued  unabated, 
and  her  exhaustion  was  not  to  any  extent  relieved  by  the  few 
hours  of  delay  from  midnight  till  morning.  Morning  came. 
Owing  to  her  exhausted  condition  it  was  not  believed  she  could 
survive  a  Porro  operation.  It  was  therefore  thought  proper  to 
make  a  great  effort  to  deliver  from  below  rather  than  subject  so 
weak  a  woman  to  so  formidable  a  jirocedure.  Accordingly  the 
patient  was  anesthetized,  placed  upon  the  operating  table,  and  se- 
cured in  the  lithotomy  position.  Then,  by  making  considerable 
pressure  upon  the  vaginal  portion  of  the  tumor,  it  was  pushed 
somewhat  aside,  and  by  great  traction  upon  the  mouth  of  the 
womb  this  organ  was  brought  downward  to  some  extent.  After 
forcibly  dilating  it  I  finally  sncceeded  in  introducing  a  hand  and 
getting  hold  of  one  foot  of  the  fetus.  By  means  of  traction  the 
child  was  finally  delivered.  The  Crede  method  on  the  part  of 
an  assistant,  who  used  both  hands,  combined  with  traction  from 
below  by  myself,  finally  brought  away  the  whole  of  the  pla- 
centa. The  patient  was  rallied,  by  hypodermics  of  strych- 
nia and  other  stimulants,  from  her  exhausted  condition.  She 
for  a  time  progressed  somewhat  favorably,  though  far  from  be- 
ing free  from  pain.  The  sepsis  continued,  however,  in  spite  of 
daily  uterine  irrigation.  It  was,  of  course,  impossible  forme  to 
tell  the  nature  of  the  remaining  tumor,  which,  after  it  had  set- 
tled down,  filled  the  whole  pelvis  and  extended  half-way  up 
to  the  umbilicus.  The  womb,  which  could  be  felt  to  the  left, 
was  rapidly  undergoing  involution.  The  tumor  was  not  becom- 
ing smaller,  but  simply  settling  down  in  the  pelvis.  The  fact 
of  its  not  reducing  in  size  caused  me  to  still  strongly  suspect 
an  ovarian  growth,  notwithstanding  the  nodulated  feel  was  ap- 
parent. No  line  of  demarcation  could  yet  be  made  out  between 
it  and  the  uterus.  At  the  expiration  of  two  weeks  her  con- 
dition was  growing  perceptibly  worse.  On  tlie  seventeenth  day 
after  delivery  abdominal  section  was  made  and  revealed  tJie 
condition  shown  in  Fig.  2.  It  was  now  evident  that  the  en- 
largement of  the  womb  must  have  been  chiefly  due  to  a  growth 
of  the  fundus  above  the  point  at  which  the  Fallopian  tubes  are 
given  off,  and  that  the  uterus  and  tumor  sustained  the  relation 
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to  each  other  shown  in  Fig.  2.'  Upon  intra-abdominal  exami- 
nation the  tumor  was  found  to  be  formidably  adherent  to  the 
surrounding  viscera.  The  increased  time  required  for  perform- 
ing hvstero-niyomectomy  incident  to  this  complication  would 
be  fatal  to  the  patient  in  her  weakened  condition.  Therefore, 
is  speedily  as  possible,  the  appendages  on  each  side  were  re- 
moved and  the  abdomen  closed.  The  patient  was  put  in  a 
warm  bed,  only  twenty  minutes  being  consumed  in  the  opera- 
tion. Her  recovery  from  the  operation  was  perfectly  satisfac- 
tory.    She  did  not  appear  to  be  weakened   by  it.     Since  we 


RA 


Fig.  2.— TJ.  uterus  uudergoing  involution  :  L  A  and  R  A.  left  and  right  appendages  ;  F  T, 
fibroid  tumor  ;  V,  vagina. 

could  not  take  away  the  tumor,  the  object  in  removing  the  ap- 
pendages was  to  cause  an  atrophy  or  shrinkage"  of  the  tumor, 
which  will  be  done,  in  this  variety  of  growth,  in  a  very  large 
percentage  of  cases.  Uterine  irrigations  were  kept  up  daily.  Six 
days  later  the  septic  symptoms  became  still  more  formidable, 
the    temperature  going  up  to  106°  and    the    pulse  145  beats 

'It  will  be  understood  that  the  liues  of  differentiation  shown  in  the  draw- 
ings, between  the  tumor  and  the  uterus,  in  reality  did  not  exist.  The  tumor 
grew  into  the  walls  of  and  around  the  entire  circumference  of  the  uterus,  hold- 
ing it  as  in  a  vise. 

26 
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per  minute.  Upon  investigation  tlie  lower  portion  of  the  tu- 
mor, as  well  as  the  whole  interior  of  the  canal,  was  found  to 
be  in  a  septic  and  sloughing  condition.  The  patient  was 
again  anesthetized  and  placed  upon  the  table  in  the  lithotomy 
position.  Large  sections  of  the  lower  portion  of  the  tumor 
were  removed  by  the  scissors  and  the  knife,  and  the  oozing 
surface  cauterized  with  the  thermo-cautery,  the  whole  of  the 
uterine  canal  thoroughly  curetted,  irrigated,  and  packed  with 
sterilized  gauze.  She  did  better  for  three  days,  when  this  pro- 
cedure was  required  to  be  repeated.  This  was  done  some  lialf- 
dozen  times,  till  almost  the  entire  fibroid  tumor  and  a  portion 
of  the  uterus  were  removed  morcellement  added  to  the  above- 
named  procedure.  The  patient  finally  made  a  complete  re- 
covery. 

While  this  case  teaches  that  it  is  not  wise  to  apply  the  popu- 
lar radical  measures  of  the  day  to  all  such  cases  irrespective  of 
the  conditions  existing,  yet  the  fact  of  the  successful  termina- 
tion of  this  case  should  not  be  looked  upon  as  an  evidence  of 
the  superiority  of  the  measure  adopted  over  the  Porro  opera- 
tion ;  for  there  can  be  no  doubt  that  in  this  class  of  cases  the 
Porro,  in  experienced  hands,  offers  safety  beyond  the  measures 
here  adopted,  provided  the  case  be  seen  before  the  patient  is  ex- 
hausted. The  modern  radical  measures  of  dealing  with  these 
cases  meet  with  the  approval  of  the  advanced  element  of  the 
profession,  because  statistics  establish  the  fact  that  they  are  the 
safer.  It  is  well  known  that  emergency  operations  make  up  a 
large  percentage  of  the  death  rate  following  surgical  interfer- 
ence. Obstetric  operations  are  no  exceptions  to  the  rule.  Sym- 
physiotomy, which  is  lately  becoming  deservedly  popular,  would 
have  given  no  relief  here,  because  the  obstacle  to  delivei-y  was 
above  the  plane  of  the  pelvis,  i^or  could  the  Cesarean  section 
and  Porro  be  employed  with  any  reasonable  hope  of  safety,  on 
account  of  th^  exhausted  condition  of  the  woman.  Thus  we 
had  an  emergency  case  with  the  time  past  at  which  we  could 
choose  measures,  but  Avere  forced  to  accept  the  means  that  we 
did,  as  in  our  opinion  the  only  feasible  ))rocedure  which  could 
with  any  reasonable  hope  of  success  be  adopted  in  this  case  at 
this  time.  There  could  be  no  election.  It  was  the  emergency 
of  emero-encies. 
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Symphysiotomy',  while  not  an  operation  of  recent  origin,  is  one 
of  recent  adoption.  Even  yet  its  literature  is  limited  and  tlie 
methods  of  its  performance  are  but  little  understood.  "When  we 
recall  the  great  mortality  attending  the  early  cases,  and  the  al- 
most complete  exemj^tion  from  danger  when  performed  under 
antiseptic  methods  and  in  appropriate  cases  where  no  complica- 
tions have  arisen  from  too  long  delay  or  attempts  at  extraction, 
it  seems  hardly  necessary  to  speak  to  those  who  are  familiar  with 
modern  obstetric  work  of  the  importance  of  a  full  appreciation 
of  the  causes  which  have  led  to  so  great  a  reduction  of  the  mor- 
tality, and  of  a  thorough  understanding  of  the  technique  of  an 
operation  that  is  destined  to  supplant  some  of  the  most  serious 
operations  the  obstetrician  is  called  upon  to  perform.  It  will 
not  only  take  the  place  of  embryotomy  and  Cesarean  section  in 
many  cases, but  is  applicable  to  a  large  class  of  the  cases  in  which 
tlie  induction  of  premature  labor  has  been  recommended.  It 
makes,  however,  a  better  showing  both  in  regard  to  infant  and 
maternal  mortality.  It  is  easy  of  performance,  is  attended  with 
little  pain  and  little  danger,  but  should  be  done  under  an  anes- 
thetic. The  division  of  the  symphysis  is  painless  and  free  from 
hemorrhage,  as  the  articular  cartilage  is  very  sparingly  supplied 
with  nerves  and  vessels.  JS^'evertheless  repair  is  speedy,  consoli- 
dation in  two  to  four  weeks  being  the  rule,  to  which  no  excep- 
tions have  been  reported. 

Experiments  on  the  cadaver  by  Profs.  Pinard,  Farabeuf,  and 
Yarnier  of  Paris,  Biermer  of  Breslau,  and  others,  have  shown 
that  the  gain  in  the  pelvic  diameters  is  in  proportion  to  the 
amount  of  separation  ;  that  in  the  normal  pelvis,  or  in  one 
moderately  contracted,  the  gain  is  striking,  while  in  a  pelvis 
of  greater  contraction  the  proportional  gain  is  still  greater;  and 

'  Read  before  the  Obstetrical  Society  of  Cincinnati,  March  16th,  1893. 
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that  this  gain  is  not  only  in  the  conjiigata  vera,  but  also,  and  to 
a  greater  extent,  in  the  transverse  and  oblique  diameters,  at  the 
inlet  and  the  outlet ;  and  that  the  increase  of  these  latter  diame- 
ters varies  between  three-fourths  and  one-third  of  the  interpubic 
space,  while  that  of  the  former  is  about  one-fourth.  Morisani 
says  that  his  experiments  show  that  for  each  centimetre  of  pubic 
separation  the  sacro- pubic  lines  (the  lines  from  the  promontory 
to  the  extremities  of  the  separated  pubic  bones)  are  increased 
two  and  a  half  millimetres,  so  that  with  six  centimetres  of  sepa- 
ration  these  lines  gain  from  thirteen  to  fifteen  millimetres  in 
length. 

According  to  most  authorities  77  millimetres  (3  inches)  is  the 
extreme  to  which  the  pubic  bones  should  be  separated,  but 
Prof.  Novi,  of  Naples,  reports  one  case  in  which  the  separation 
was  81  millimetres  {S-^-^  inches)  without  injury  to  the  sacro-iliac 
synchondrosis;  and  Caruso  reports  one  case  in  which  it  was  85 
millimetres  and  one  of  90  millimetres  (3^^^^  inches).  In  the 
patient  of  Prof.  Michael,  of  Baltimore,  the  separation  was  74 
millimetres  (2|-  inches)  without  injury. 

It  being  an  established  fact  that  all  of  the  diameters  of  the 
pelvis  may  be  increased  by  symphysiotomy,  and  that  the  result, 
under  due  precautions,  does  not  affect  consolidation  of  the  pel- 
vis or  the  subsequent  walking  powers  of  the  patient,  the  opera- 
tion may  be  regarded  as  not  only  justifiable,  but  its  performance 
becomes  a  duty  of  the  obstetrician  in  deformities  in  which  there 
is  contraction  of  the  conjugate  to  not  less  than  64  millimetres 
(2^  inches).  Prof.  Morisani  places  the  minimum  at  67  millime- 
tres (2f  inches),  but  in  one  of  his  own  cases  both  mother  and 
child  were  saved  where  the  conjugata  vera  was  only  63  millime- 
tres, a  little  less  than  2f  inches ;  and  Mancusi  reports  one  in  w-hich 
the  diameter  was  but  60  millimetres  [2^  inches),  with  safety  to 
both  mother  and  child,  but  version  was  required,  and  the  child, 
a  female,  weighed  but  5f  pounds.  Dr.  Noble,  of  Philadelphia, 
says:  "There  is  a  general  agreement  among  surgeons  to  limit 
the  field  of  symphysiotomy  in  fiat  pelves  to  cases  having  at  least 
2f  inches  in  the  conjugate  diameter.  I  find  myself  in  agreement 
with  this  opinion.'"  In  exceptional  cases  the  operation  may  be 
safely  performed  when  there  is  greater  contraction,  ]n  a  pel- 
vis of  6.4  centimetres  (2J  inches),  with  separation  of  the  pubic 
bones  to  77  millimetres,  a  degree  of  separation  that  is  safe,  the 
'  Medical  New.s,  February  18th,  1893. 
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conjugate  is  increased  to  83  millimetres  (3J  inches).  As  the  bi- 
parietal  diameter  of  the  fetus  at  term  is  reducible  8  to  30  milli- 
metres, and  as  the  possible  engagement  of  the  anterior  parietal 
protuberance  in  the  interpubic  space  may  give  a  further  rela- 
tive gain  in  the  antero-posterior  lines,  the  conditions  may  permit 
the  safe  delivery  of  a  child  not  above  the  average  size;  but  there 
is  not  much  certainty  of  successful  delivery  in  such  cases  except 
when  the  child  is  below  the  average  of  male  children  in  size  and 
the  cranium  yielding,  or  premature  labor  is  induced.  In  most 
cases,  then,  in  which  the  fetus  can  be  delivered  after  crani- 
otomy without  injury  to  the  maternal  parts,  symphysiotomy 
would  render  the  delivery  of  a  living  child  a  possibility. 

The  operation  is  applicable  to  sacro-coccygeal  deformities,  and 
to  normal  pelves  where  there  is  unusual  size  of  the  fetus.  It 
is  not  applicable  to  any  case  in  which  the  capacity  of  the  pelvis 
may  not  be  so  increased  by  the  section  as  to  permit  the  safe 
delivery  of  a  viable  child.  If,  therefore,  the  contraction  is  so 
great  or  the  child  so  large  that  the  addition  of  13  to  17  millime- 
tres, which  can  be  gained  by  the  separation  of  the  pubic  bones 
60  to  70  millimetres,  will  not  permit  the  safe  delivery  of  the 
child,  the  case  is  not  one  for  section.  As  stated  by  Dr.  R.  P. 
Harris,  of  Philadelphia,  sacro-iliac  ankylosis,  obstruction  of  the 
pelvis  by  exostoses  or  other  tumors,  or  the  presence  of  cancer 
or  other  conditions  preventing  dilatation  of  the  os,  contra-indi- 
cate  the  operation. 

An  important  point  to  success  in  this  operation  is  that  the 
patient  should  have  the  best  sanitary  surroundings,  and  these  are 
by  no  means  always  easy  to  secure.  The  sources  of  puerperal 
poisoning  are  many,  their  recognition  not  always  possible,  and 
their  removal  or  prevention  not  always  easy  of  accomplishment. 
All  of  the  sources  of  infection  before  and  after  delivery  must 
be,  as  far  as  possible,  removed.  The  room,  bedding,  clothing, 
and  person  of  the  patient  must  be  above  suspicion  in  regard  to 
cleanliness ;  impure  hands  and  unclean  instruments  must  not  be 
the  carriers  of  infection  ;  unnecessary  digital  explorations  should 
not  be  permitted  ;  and  the  operation  should  not  be  deferred  until 
shock  or  exhaustion  has  increased  the  dangers  of  delivery. 

Mode  of  Performing  the  Operation. — The  first  step  in  the  ope- 
ration is  freeing  the  surface  of  the  mons  veneris  and  labia  ma- 
jora  of  hair,  rendering  the  skin  thoroughly  aseptic  by  the  methods 
of  preparing  the  abdominal  walls  for  laparatomy,  and  disinfecting 
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the  vulva  and  vagina.  The  patient  maybe  placed  at  the  side  of 
the  bed,  with  knees  drawn  up  and  separated,  or  the  operator 
make  take  his  place  between  the  extremities  of  the  patient. 

In  making  the  section  preference  is  given  by  Dr.  E..  P.  Harris 
to  the  method  of  Prof.  Morisani.  According  to  his  directions 
the  incision  in  the  skin  is  bnt  2  or  3  centimetres  (Ij^g-  inches) 
long,  but  for  an  operator  not  possessed  of  a  very  small  hand,  or 
in  a  fleshy  patient,  a  somewhat  longer  incision  may  be  required. 
The  length  of  incision,  as  generally  given,  is  about  3  inches — 
more  than  twice  as  long  as  advised  by  Prof.  Morisani.  This  is, 
however,  unnecessarily  long.  Dr.  Harris  says  the  incision 
should  be  l|^to  2  inches  long,  "'the  wound  in  the  skin  not  reach- 
ing the  symphysis,  as  in  that  event  the  l)inder  tixing  the  pelvis 
presses  upon  the  incised  part."  Dr.  Jewett's  case,  the  first  in 
America,  was  made  with  an  incision  li  inches  long.  Dr.  Nol)le, 
of  Philadelphia,  indescribing  his  case,  says  "the  operation  was 
commenced  by  making  an  incision  1  inch  in  length  in  the 
median  line  of  the  abdomen  and  terminating  at  the  symphysis 
pubis." 

A  female  catheter  is  passed  into  the  urethra,  by  means  of 
which  that  organ  is  pushed  back  and  to  one  side  to  avoid  injury. 
Having  separated  the  recti  muscles  from  the  pubes,  so  as  to  ad- 
mit the  index  finger  of  one  hand,  it  is  passed  by  a  boring  mo- 
tion behind  the  symphysis  and  under  the  arch ;  and,  with  this 
as  a  guide,  the  knife  with  which  the  section  is  made  is  passed 
until  its  extremity  projects  under  and  in  front  of  the  symphysis. 
The  knife  mostly  used  is  that  designed  by  Galbiati,  a  sickle- 
shaped,  probe-pointed  bistoury  with  a  thick,  sti'ong  blade  ;  but 
Dr.  Harris  has  devised  one  with  a  shorter  curve,  *'  based,"  as 
he  describes  it,  "  upon  fittings  obtained  from  a  number  of  de- 
formed pelves."  The  ordinary  probe-pointed,  curved  bistoury 
has  been  used,  but  it  must  be  of  great  strength.  This  was  the 
instrument  successfully  used  by  Tarnier  and  by  Dr.  Jewett  of 
Brooklyn  ;  but  in  the  hands  of  Dr.  Hirst  of  Philadelphia,  and 
Dr.  McKennan  of  Paris,  111,,  it  failed,  and  they  had  to  resort  to 
other  methods.  Dr.  McKennan  substituting  a  metacarpal  saw. 
The  saw,  however,  is  objectionable,  one  death  having  resulted 
from  traumatisms  due  to  that  instrument.  While  the  operation 
may  be  performed  without  a  complete  set  of  appropriate  instru- 
ments, it  can  be  more  easily,  safely,  and  expeditiously  done  with 
them. 
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After  section  of  tlie  symphysis  the  wound  is  covered  with 
iodoform  or  bichloride  ganze,  1 :4000,  and  tlie  delivery  effected 
naturally,  or,  if  necessary,  by  forceps  or  version,  care  being 
taken  that  too  great  separation  of  the  pubic  bones  does  not  take 
place.  After  the  delivery  the  wound  is  closed  with  sterilized 
ligature,  silk,  silkworm  gut,  or  catgut,  and  protected  by  antisep- 
tic measures,  as  sublimated  cotton,  and  a  tight  binder  or  other 
means  resorted  to  to  secure  fixation  of  tbe  pul)ic  bones.  The 
Esmarch  bandage,  plaster  dressings,  or  rubber  adhesive  strips 
have  been  used  for  this  purpose.  Dr.  Hirst  recommends  the  rub- 
ber adhesive  plaster  around  the  hips  and  lower  abdomen,  with  a 
tight  binder  over  these.    The  sutures  may  be  removed  in  six  days. 

Unusual  care  is  necessary  after  the  delivery  to  see  that  the 
placenta  is  completely  removed  ;  that  uterine  contraction  is  se- 
cured, to  prevent  the  formation  of  blood  clots,  so  that  ptomaine 
infection  from  these  sources  may  not  occur.  The  patient  should 
be  kept  in  bed  until  consolidation  is  complete.  She  should 
have  frequent  vaginal  douches  of  mercuric  bichloride,  a  solu- 
tion of  1 :  2000  being  recommended  at  first,  and  one  of  1 :  4000 
later.  My  own  preference  would  be  for  weaker  solutions.  The 
external  parts  should  be  kept  clean  by  frequent  ablutions. 

In  a  letter  recently  received  from  Dr.  R.  P.  Harris  }ie  says : 
"  There  have  been  thirteen  operations  in  the  United  States  in 
five  and  a  half  months — viz.,  in  Xew  York,  five  ;  Philadelphia, 
four ;  Brooklyn,  one ;  Pittsburg,  one  ;  Baltimore,  one  ;  Paris, 
111.,  one.  Only  one  death  under  the  last  eighty-six  operations 
was  due  directly  to  traumatism,  a  saw  setting  up  sepsis  ending 
in  general  peritonitis,  with  death  in  eight  days.  Four  other 
deaths  were  due  to  puerperal  conditions — viz.,  shock  and  ex- 
haustion, two  ;  heart  disease,  one  ;  rupture  of  uterus,  one.  With 
proper  care  and  a  favorable  case  there  should  be  no  death  other 
than  will  occasionally  occur  in  a  parturient  woman." 


A  NEW  HYSTERECTOMY  STAFF. 


BY 

I.  S.  STONE,  M.D., 
Washington,  D.  C. 


The  opsration  known  as  ''complete  supravaginal  hysterec- 
tomy "  has  come  to  stay.     It  may  require  a  few  minutes  longer 
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for  its  completion  than  otlier  methods,  but  better  drainage  is  se- 
cured, with  less  pain  resulting,  and  without  added  danger.  The 
writer  has  performed  seven  complete  supravaginal  hysterecto- 
mies and  two  by  the  method  of  Goffe  or  Baer.  In  most  of  these 
operations  no  guide  was  used.  In  one  or  two  of  my  earlier  cases 
a  colleague  assisted  by  raising  the  cervix  from  the  vaginal  side 
with  the  index  finger.  The  others,  for  the  most  part,  were  com- 
pleted by  raising  the  stump  with  lion-tooth  forceps  and  cutting 
down  upon  the  cervix  mitil  the  vagina  was  reached.  It  has 
occurred  to  the  writer  that  any  staif  such  as  Eastman's  might 
permit  more  latitude  of  movement  than  would  be  desired,  thus 
endangering  the  ureters,  bowel,  or  bladder;  therefore  I  have 
designed  an  instrument  with  a  cup  like  that  of  a  Babcock's  ute- 
rine supporter,  with  a  stem,  which  serves  the  purpose  of  elevator 
and  guide  also.  The  stem  enters  the  cervix  one  and  a  half 
inches  and  gives  positive  information  of  its  length.  This  is 
especially  desirable  in  Baer's  operation.  The  cup  serves  as  a 
useful  help  in  extirpating  the  cervix,  as  one  can  cut  down  upon 
it  without  fear  of  injuring  the  ureters.  An  assistant  introduces 
the  left  index  finger  into  the  patient's  vagina,  which  serves  as  a 
guide  in  introducing  the  stem  into  the  cervix,  and  in  elevating 
the  instrument  and  stump  as  high  as  may  be  desired  by  the  sur- 
geon. The  last  hysterectomy  performed  with  the  aid  of  this 
instrument  was  completed  in  forty-five  minutes. 


CORRESPONDENCE. 


INTERNAL  MIGRATION  OF  THE  OVUM. 


To  THE  Editor  of  Tue  American  Journal  of  Obstetrics,  etc. 


Sir: — In  an  article  on  "Internal  Migration  of  the  Ovum,"  by 
Dr.  H.  C.  Coe,  in  the  June  number  of  The  American  Journal 
OF  Obstetrics,  I  find  the  following  reference  to  a  case  which  I 
reported  at  a  meeting  of  the  British  Gynecological  Society  in 
April,  ]  892 : 

"  Taylor's  case  of  supposed  repeated  pregnancy  in  the  same 
tube,  each  time  with  rupture,  is  open  to  considerable  doubt,  since 
there  was  no  positive  anatomical  evidence  of  the  first  pregnancy, 
though  the  history  pointed  to  it." 

For  the  sake  of  those  who  may  be  interested  in  the  subject 
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of  repeated  pregnancy  occurring  in  tlie  same  Fallopian  tube,  it 
is  necessary  for  nie  to  point  out  that  tlie  specimen  removed 
from  this  case  shows  the  clearest  possible  anatomical  evidence 
of  an  old  rupture  of  the  tube  surrounded  by  adhesions,  external 
to  (and  completely  isolated  from)  a  recent  rupture  of  the  tube 
from  which  (recent)  placental  tissue  and  clot  are  protruding. 

As  tubal  pregnancy,  so  far  as  I  know,  is  the  only  possible 
cause  of  tubal  rapture  when  no  trace  of  intlammatory  distention 
can  be  found,  the  evidence  of  a  prior  tubal  pregnancy  is  but 
little  less  clear  than  that  of  the  recent  ruptured  pregnancy  fur 
which  the  operation  w-as  performed. 

Corresponding  tu  the  iirst  ectopic  gestation  and  rupture  there 
was  a  clinical  history  of  five  weeks'  pregnancy  followed  by  sud- 
den pain  and  collapse,  and  by  the  development  of  an  hematocele 
Avhich  was  slowly  absorbed  after  many  weeks  of  careful  observa- 
tion. But,  as  I  pointed  out  at  the  time,  my  reading  of  the  case 
does  not  depend  on  the  clinical  history  only.  This  is  checked 
by  the  pathological  anatomy  of  the  Fallopian  tube  removed. 

We  have  ocular  demonstration  of  twT)  ruptures  of  the  tube — 
one  recent  and  one  remote — and  there  can  be  no  reasonable 
doubt  that  we  have  valid  evidence  of  two  pregnancies  causing 
the  ruptures. 

I  am,  sir,  Your  obedient  servant, 

John  W.  Taylor. 
59  Bath  street,  Bikmingham, 
July  26tb,  1893. 


TRANSACTIONS    OF  THE   SIXTH  ANNUAL 

MEETING  OF  THE  AMERICAN  ASSOCIATION 

OF  OBSTETRICIANS  AND  GYNECOLOGISTS.' 


Held  in  Detroit,  Mich.,  June  1st,  2d,  and  3d,  1893. 


{Abstract.) 


The  Presid^nt^  Lewis  S.  McMurtry,  M.D.,  of  Louisville,  in 

the  Chair. 

Dk.  GrEORGE  S.   Peck,   of  Youugstown,  Ohio,  read  a  paper 
entitled 

extra-uterine  pregnancy,  with  report  of  cases. 

I  have  operated  live  times  within  the  past  eighteen  months 

'  Concluded  from  p.  295,  August  number. 
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for  this  condition,  witli  four  recoveries  and  one  death.  The 
iirst  case  1  saw  at  3  a.m.,  August  2d,  1891,  finding  a  very  pain- 
ful, pulsating  mass  in  the  left  pelvis,  with  right  tubal  and  ova- 
rian enlargement  and  adhesions.  Patient  had  severe  colicky 
pains  in  the  left  iliac  region,  and  I  diagnosticated  ruptured  ex- 
tra-uterine pregnancy  and  advised  operation.  This  Avas  refused, 
and  the  next  day  abdominal  section  was  made,  when  the  cavity 
was  found  tilled  with  loose,  clotted  blood,  the  left  tube  having 
been  ruptured.  I  removed  both  appendages,  and  the  woman 
made  an  uninterrupted  recovery. 

Case  II. — Was  seized.  May  17th,  1S92,  with  colicky  pain  in 
the  left  iliac  region.  From  April  2'Jth  to  June  16th  she  had 
discharge  from  the  vagina,  together  with  nansea  and  colicky 
pains,  at  frequent  intervals.  There  was  a  large,  boggy  mass  in 
the  region  of  the  left  tube  and  ovary.  The  uterus  was  crowded 
to  the  right,  but  not  enlarged.  Diagnosis,  unruptured  extra- 
uterine pregnancy.  June  ITth  abdominal  section  with  irriga- 
tion and  drainage,  and  uninterrupted  recovery. 

Case  III. — Commenced  Hooding  December  13th,  1892,  and 
continued  until  the  16th,  when  the  discharge  ceased.  Decem- 
ber 24:tli  was  suddenly  seized  with  severe  pain  in  the  right  iliac 
region,  accompanied  with  vomiting.  She  ran  to  the  neighbors 
for  help,  and  upon  her  return  fainted.  The  abdomen  was  ex- 
quisitely tender  in  the  region  of  the  right  ovary,  but  no  ])re- 
vious  history  could  be  obtained.  At  8  p.m.  she  was  still  pulse- 
less and  still  suffering  severe  pain.  At  10  p.^r.  patient  reacted 
under  half-hour  doses,  hvpodermieally.  of  strychnine,  one-twenty- 
fifth  of  a  grain.  At  8  o'clock  p.m.,  thirty-one  hours  after  first 
rupture,  the  abdomen  was  opened  and  the  cavity  found  to  con- 
tain three  pints  of  loose,  clotted  blood.  I  rajndly  cut  the  right 
tube  and  ovar\',  leaving  the  left  appendages  and  the  left  side  in 
situ.  Cavity  was  thoroughly  irrigated  and  drained,  and  recovery 
was  uninterrupted. 

Case  IV. — Was  seized  witli  severe  pain  in  the  right  iliac  re- 
gion January  21st,  1893.  She  had  slight  vaginal  discharge, 
and  the  abdomen  was  tympanitic  and  extremely  sensitive.  The 
uterus  was  enlarged,  the  cervix  soft,  and  there  was  a  mass 
in  the  broad  ligaments.  Operation  was  repeatedly  advised,  but 
declined.  This  condition  continued,  with  better  and  worse  in- 
tervals, until  operation  was  made,  February  21st,  at  9  p.m., 
while  she  was  in  almost  a  complete  state  of  collapse.  The  ab- 
dominal cavity  contained  about  a  quart  of  fluid  and  clotted 
blood.  A  two  months'  fetus  was  washed  out  during  the  irriga- 
tion. Hemorrhages  considerable.  T  packed  the  right  pelvis 
with  iodoform  gauze  and  closed  the  incision.  Gave  one-twenty- 
fifth  of  a  grain  of  strychnine  and  one-one-hundredth  of  a  grain 
of  nitroglycerin  hypodermically  every  hour  during  the  night. 
February  23d  injected  a  saline  solution  in  the  cellular  tissue  of 
the    thigh,  and  continued  tincture  of  digitalis  hypodermically 
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every  lioiir.  March  22d  patient  had  made  a  good  recovery,  and 
left  the  hospital  March  29th. 

Case  Y. — March  2d,  1893,  was  suddenly  seized  with  severe 
colicky  pain  in  the  left  iliac  region,  accompanied  with  nausea 
and  vomiting.  I  visited  her  March  3d  ;  found  her  in  bed  with 
both  knees  flexed,  suffering  great  pain,  with  tympanitic  abdo- 
men. Found  a  tender  and  boggy  mass  over  the  region  of  the 
ovary  and  tube,  and  offered  a  diagnosis  of  ruptured  tubal  preg- 
nancy and  advised  operation.  Consent  delayed.  Gave  strych- 
nine, digitalis,  and  ergotin  every  half-hour  hypodermically.  I 
operated  sixteen  hours  after  the  first  rupture,  when  the  pulse 
was  140  and  the  woman  in  collapse.  Abdominal  cavity  con- 
tained two  and  a  half  to  three  quarts  of  loose,  clotted  blood. 
Tlie  cavity  was  irrigated  and  drained.  ]S^otwithstanding  the  fre- 
quent use  of  large  doses  of  strychnine,  digitalis,  and  whiskey, 
taken  in  saline  solution  during  the  operation,  the  patient  died 
on  the  table. 

These  cases  were  offered  as  an  example  of  the  conditions  that 
confront  operators  in  dealing  with  extra-uterine  pregnancy. 

Dr.  James  F.  W.  Ross,  of  Toronto. — There  is  no  simpler 
operation  in  the  range  of  abdominal  surgery  than  that  for  the 
removal  of  an  ectopic  gestation  that  has  ruptured  in  the  early 
months.  A  novice  in  the  operation  is  much  alarmed  owing  to 
the  large  amount  of  blood  in  the  aijdomen.  If  he  will  re- 
member one  cardinal  point,  that  he  is  going  into  the  abdomen 
to  tie  a  bleeding  vessel,  and  that  it  is  to  be  controlled  by  pres- 
sure on  the  tube  near  the  cornu  of  the  uterus,  his  hesitancy 
will  at  once  cease.  If  I  were  called  to  see  a  supposed  case  of 
ruptured  ectopic  gestation,  and  had  nothing  but  a  pocket  case 
containing  three  or  four  pairs  of  forceps,  a  lancet,  and  a  piece  of 
absorbent  cotton,  I  should  not  wait  to  go  home  to  get  my  instru- 
ments, but  insist  on  operating  at  once. 

Dr.  William  W.  PotterI^^  of  Baffalo. — One  thought  occurs 
to  me  in  connection  with  this  subject.  That  is.  it  is  somewhat 
remarkable  that  the  author  of  this  paper  should  have  seen  so 
many  cases  and  operated  on  them  successfully  within  so  short  a 
period.  This  one  fact  points  out  a  lesson  which  I  wish  to  draw 
attention  to — namely,  that  it  is  a  common  condition.  It  is  the 
general  practitioner  in  the  remote  districts  Avho  sees  these  cases 
first,  and  it  is  he  who  must  sound  the  alarm  ;  and  he  either  should 
be  prepared  to  operate  promptly  himself  or  have  some  one  else 
do  so.  They  are  cases  in  which  there  is  no  time  to  be  lost  if 
they  are  to  be  saved.  Prompt  action  has  characterized  the  ope- 
rator in  the  cases  reported. 

Dr.  M.  Rosenwasser,  of  Cleveland. — Dr.  Potter  called  at- 
tention to  the  frequency  of  the  cases  occurring  in  Dr.  Peck's 
practice,  which  is  due  to  the  fact  that  the  practitioners  in  his 
neighborhood  are  educated  in  this  subject  much  earlier  than  is 
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i^enerally  the  case.  The  condition  is  ninch  more  common  than 
is  usually  supposed. 

Dr.  J.  Henry  Carstens,  of  Detroit. — It  seems  to  me  it  is  a 
dangerous  thing  to  leave  a  foreign  substance  in  the  abdominal 
cavity,  as  it  is  liable  to  cause  trouble.  In  the  present  state  of 
our  knowledge  of  abdominal  surgery  it  is  safer  to  remove  it 
as  soon  as  we  make  the  diagnosis.  1  want  to  congratulate  Dr. 
Peck  on  the  excellent  work  he  has  done.  The  few  cases  re- 
ported as  having  occurred  in  a  comparatively  small  town  in 
Ohio  show  how  many  eases  occur  all  over  the  country.  We 
sliould  preach  in  and  out  of  season  the  frequent  occurrence  of 
extra-uterine  pregnancy,  and  insist  on  diagnosticating  it  by  the 
general  practitioner. 

Dr.  Peck  (closing  the  discussion).- — ^When  a  practitioner  is 
able  to  put  his  hand  on  a  pathological  mass  in  the  ])elvis,  it  is 
better  to  remove  it  than  to  leave  it  there.  This  advice  1  always 
give  to  my  patients.  Three  other  cases  were  operated  on  in  my 
city,  and  one  in  the  city  of  Warren,  fifteen  miles  distant,  which 
makes  nine  cases  operated  on,  with  one  death. 

Dr.  M.  Rosknwasser,  of  Cleveland,  contributed  a  paper  en- 
titled 

what    ARE    the    indications     FOR    ABDOMINAL    SECTION     IN    INTRA- 
PELTIC    HEMORRHAGE  ? 

Sufiicient  clinical  evidence  has  now  accumulated  to  demon- 
strate that  a  differential  diagnosis  between  extra-  and  intraperi- 
toneal hematocele  cannot  be  made.  It  is  therefore  suggested 
to  divide  intrapelvic  hemorrhage  into  /ree  and  circumscribed. 
We  control  the  former  by  abdominal  section.  How  shall  we 
manage  the  latter  ?  Ruptured  tubal  pregnancy  has  in  most 
cases  been  found  to  he  the  cause  of  both  varieties,  hence  the 
tendency  of  those  entertaining  advanced  views  to  treat  all  intra- 
pelvic hemorrhages  alike — by  section — as  the  shortest  and  safest 
way  out  of  a  serious  dilemma.  The  fact  tiiat  circumscribed  pel- 
vic hemorrhage  is  quite  common,  and  that  cases  often  recover 
without  operation,  and  that  it  is  quite  possible  to  distinguish 
and  separate  cases  requiring  operation  from  those  likely  to  get 
well  by  rest  alone,  makes  the  author  doubt  the  propriety  of  pro- 
miscuously throwing  all  into  one  group  subject  to  abdominal 
section.  Only  cases  giving  evidence  of  infection,  or  of  continued 
growth  of  tumor,  or  of  interference  with  vital  functions  by 
pressure,  or  of  secondary  rupture  are  properly  subject  to  opera- 
tive treatment. 

A  table  of  sixteen  consecutive  cases  of  circumscribed  pelvic 
hemorrhage  is  suhmitted  and  analyzed  to  substantiate  the  views 
expressed.  There  was  a  definite  indication  for  operative  treat- 
ment in  but  six  cases.  Of  the  remainder,  nine  recovered  by 
rest  and  one  was  operated  on  at  her  own  urgent  request.     Her 
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recovery  was  nneventfiil,  but  she  now  has  a  ventral  hernia. 
Guided  by  his  own  experience,  the  writer  would  advocate  viyl- 
lant  delay  until  the  operation  is  deiiuitel}'  indicated. 

The  so-called  advantages  of  early  section  lose  all  value  when 
operation  is  nnnecessarv.  First,  as  to  control  of  hemonhage. 
Section  is  uncalled  for  when  hemorrhage  has  ceased  and  the 
mass  is  shrinking.  Final  absorption  is  effected  by  rest  in  bed. 
Secondary  rupture  is  rare,  and  the  danger  arising  therefrom  is 
offset  by  the  danju^er  incident  to  unnecessary  operation. 

Secondly,  as  to  removal  of  debris.  As  Nature  successfully 
disposes  of  the  debris  in  at  least  sixty  per  cent  of  these  cases, 
only  a  minority  will  require  operation  in  the  event  of  suppura- 
tion or  of  pressure  symptoms. 

Thirdly,  as  to  removal  of  ruptured  tuhe.  The  appendages,  in 
cases  recovering  without  operation  and  in  those  treated  by  va- 
ginal incision,  are  not  touched  ;  and  even  in  cases  treated  by  ab- 
dominal section  they  are  frequently  so  buried  by  adhesions  that 
they  are  left  undisturbed,  no  harm  following. 

Fourthly,  as  to  safe  and  speedy  recovery.  Though  the  risk  of 
death  by  operation  be  but  a  fraction,  the  danger  of  ciironic 
invalidism  from  ventral  hernia,  intestinal  adhesions,  and,  rarely, 
from  fecal  fistula,  ought  to  be  sufficient  to  deter  one  from  ope- 
rating for  the  sake  of  speedy  recovery.  The  writer  offers  the 
following 

Conclusions  — 1.  Intrapelvic  hemorrhage  may  h^free  into  the 
peritoneal  cavity,  or  primarily  or  secondarily  circumscriljed  by 
true  or  false  membranes. 

2.  Though  nearly  always  due  to  ruptured  ectopic  ])regnancy, 
the  same  surgical  principles  underlying  the  treatment  of  other 
similar  hemorrhages  are  applicable  in  intrapelvic  hemorrhage. 

3.  Such  treatment  must  therefore  vary  according  to  the  con- 
ditions, dependent  primarily  on  the  hemorrhage  and  secondarily 
on  the  original  cause  of  the  hemorrhage  ;  hence 

4.  To  prevent^//'6e  intrapelvic  hemorrhage  abdominal  section 
is  indicated  in  all  cases  of  presumably  recognized  unruptured 
tubal  pregnancy,  either  as  prophylactic  or  for  the  purpose  of 
removing  pathological  conditions  not  otherwise  curable. 

5.  In  all  cases  oifree  intrapelvic  hemorrhage,  from  whatever 
cause,  early  or  immediate  section  is  the  only  safe  means  of  avert- 
ing a  fatal  termination. 

6.  In  circumscribed  intrapelvic  hemorrhage  section  is  indi- 
cated for  removal  of  increasing  Idood  clots  and  debris,  whether 
due  to  recurrent  bleeding  or  continued  growth  of  fetus. 

7.  In  circumscribed  intrapelvic  hemorrhage  section  is  neces- 
sary whenever  the  symptoms  indicate  decomposition  of  the 
blood  clot.     Lastly, 

8.  Section  is  also  indicated  whenever  the  pressure  of  the  cir- 
cumscribed blood  mass  produces  obstruction  of  the  bowel. 

Dr.  James  F.  W.  Ross,  of  Toronto. — By  the  writings  of  vari- 
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ous  authors  in  the  last  ten  years  we  have  been  able  to  gather  a 
great  deal  of  material  in  connection  with  this  subject.  Yester- 
day we  had  an  admirable  paper  by  Dr.  Peck,  in  which  he  de- 
scribed the  symptoms  and  in  which  the  diagnosis  was  made  upon 
tlie  symptoms.  His  cases  were  undoubtedly  ones  of  ectopic 
gestation,  and  I  think,  as  such,  can  be  distinguished  from  hemor- 
rhage due  to  other  causes.  I  will  cite  one  case  of  hemorrhage 
outside  of  ectopic  gestation  that  came  under  my  observation. 
A  young  woman  was  swinging  at  a  picnic  at  a  considerable  height 
from  the  ground  when  the  swing  gave  way  and  she  was  precipi- 
tated violently  to  the  ground.  She  immediately  ex])erienced 
faintness  and  had  a  feeling  as  though  she  wanted  to  evacuate 
her  bowels.  She  was  carried  into  the  woods  nearby  and  at- 
tempted to  move  the  bowels,  as  the  desire  was  present,  and  she 
was  unable  to  do  so.  This  case  was  treated  by  ray  father  for 
some  length  of  time.  She  had  symptoms  of  intestinal  obstruc- 
tion, and  there  was  a  mass  to  be  felt  in  the  pelvis.  We  watched 
her  ease  for  some  time,  when  the  te'mperature  began  to  rise.  I 
punctured  through  the  vagina,  introduced  the  actual  cautery, 
took  out  a  lot  of  clotted  blood  and  pus,  washed  her  out,  kept  her 
as  aseptic  as  possible,  and  she  made  a  beautiful  recovery.  She 
has  liad  one  or  two  children  since  and  has  been  in  perfect  health. 
This  case  liad  no  symptoms  to  lead  one  to  suppose  that  she  was 
suffering  from  ectopic  gestation.  Her  condition  was  simply  due 
to  traumatism. 

Dr.  Charles  A.  L.  Reed,  of  Cincinnati. — One  of  my  early 
cases  in  gynecological  practice  was  tliat  of  a  woman  who  gave  a 
history  of  illness  for  live  monthsimmediately  following  the  birth 
of  a  child.  I  found  intrapelvic  hemorrhage,  and  by  careful  study 
of  the  history  of  the  case  I  determined  it  was  one  of  extraperi- 
toneal hematocele,  having  its  origin  probably  in  the  same  trau- 
matism incidental  to  delivery.  I  waited  for  disproof,  and  the 
tumor  increased  in  size  to  an  extent  much  greater  than  it  would 
to-day  in  my  hands.  Finally  I  made  an  incision  through  the 
vault  of  the  vagina  and  delivered  nine  pints  of  clot.  This  patient 
made  a  good  recovery.  Irrigation  was  practised  very  system- 
atically. (Dr.  Heed  reported  another  similar  case.)  The  hope  of 
hemostasis  in  these  cases  is  for  the  formation  of  the  hemorrhagic 
infarct.  "While  in  this  case  I  withdrew  the  blood,  and  with  the 
result  that  1  felt  would  follow,  there  was  reaccumulation  to  a 
degree  greater  than  that  which  previously  occurred,  so  much  so 
that,  five  days  after,  I  did  what  I  ought  to  have  done  in  the  first 
place — I  made  a  ligature  of  the  appendages  from  within,  fonnd 
the  tube  and  ovary  healthy,  and,  leaving  the  appendages  undis- 
turbed, evacuated  the  mass  through  the  vault  of  the  vagina,  irri- 
gated it  carefully,  and  closed  the  abdomen  entirely.  The  result 
was  satisfactoi'}-. 

Dr.  George  F.  Hulbert,  of  St.  Louis. — The  general  feeling 
is  that  the  majority  of  cases  are  due  to  ectopic  gestation.     As 
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far  as  this  cause  is  concerned,  in  the  presence  of  intra [jelvic 
hemorrhage  there  is  only  one  condition  where  there  is  any  ex- 
cuse for  delay,  and  that  is  rupture  into  the  broad  ligament.  I 
have  no  doubt  there  are  cases  where  the  rupture  occurs  intra- 
peritoneally  and  yet  the  patient  may  get  well.  I  have  no  doubt 
also,  in  those  cases  where  the  rupture  is  into  the  broad  liga- 
ment, that  the  mechanical  conditions  presented  there  are  capable 
of  promoting,  and  do  in  many  instances  promote,  ultimate  and 
perfect  recovery. 

Dr.  J.  Henry  Carstens,  of  Detroit. — We  all  agree  and  prac- 
tise what  Dr.  Rosenwasser  advocates  in  cases  where  there  is 
intraperitoneal  hemorrhage,  where  the  symptoms  subside,  and 
where  the  patient  gets  along  without  any  serious  further  trouble. 
We  let  these  cases  alone.  We  do  not  operate  on  them,  for  there 
is  no  need  of  it.  Then  there  are  cases  where  the  diagnosis  of 
extra-uterine  pregnancy  is  clear,  the  danger  is  great,  perhaps  a 
second  attack,  and  where  we  ought  to  and  do  operate  in  a  great 
many  cases.  Then,  again,  there  are  a  great  number  of  cases  that 
are  doubtful,  and  we  do  not  know  whether  it  is  best  to  ope- 
rate or  not.  These  cases  are  the  '' stickers,"  if  I  may  use  that 
terra 

Dr.  John  C.  Sexton,  of  Kushville. — The  gynecologist  does  not 
know,  when  a  mass  is  thrown  out  into  the  abdominal  cavity  or 
broad  lio-ament,  when  it  is  goino;  to  break  down  and  when  it  is 
not.  The  signs  may  be  good  or  bad.  Early  exploration  and 
drainage  to  relieve  it  would  be  better  practice.  I  am  afraid  we 
have  not  arrived  at  that  degree  of  scientitic  diagnostic  acumen 
when  we  are  able  to  diiferentiate  the  cases  into  the  operative  and 
non-operative — at  least,  I  have  not;  and  the  anxiety  that  any 
surgeon  would  feel  with  the  cases  of  the  kind  reported  on  his 
hands  from  live  weeks  to  three  or  four  months  is  certainly  very 
trying.  I  believe  the  doctor  would  have  done  better  if  he  had 
operated  on  every  one  of  his  cases. 

Dr.  X.  O.  Werder,  of  Pittsburg. — The  doctor  in  his  paper 
quotes  me  as  saying  that  I  thought  the  three  cases  that  I  re- 
ported would  have  gotten  well  without  operation.  I  l)elieve 
they  would  have  gotten  well,  because  the  hemorrhage  would 
have  ceased  at  the  time  the  operation  was  performed.  I  have 
seen  three  cases  of  extra-uterine  pregnancy  in  which  no  opera- 
tion was  done,  and  two  of  them  were  not  well  in  six  months. 
I  examined  one  case  six  months  afterward,  and  she  was  still  suf- 
fering from  pelvic  trouble,  and  that  was  the  reason  why  I  ad- 
vocated operation  in  those  cases. 

Dr.  Rosenwasser  (closing  the  discussion). — To  distinguish 
cases  that  are  operable  from  the  non-operable  is  not  always  an 
easy  matter.  I  am  just  as  radical  as  any  of  the  members  with 
reference  to  free  hemorrhage.  I  am  willing  to  operate  as  early 
as  any  one  else.  T  am  willing  to  operate  in  any  case  in  which 
I  recognize  recurrent  hemorrhage,  and  to  operate  on  a  case  in 
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wliich  there  is  suspected  extra  uterine  pregnancy  not  vet  rup- 
tured, in  order  to  avoid  intraperitoneal  liemorrliage. 

Dr.  H.  W.  Loxgyear,  of  Detroit,  read  a  paper  entitled 

A    PLEA    FOK    BETTER    SURGERY    IN    THE    CLOSURE    OF   THE 
ABDOMINAL    INCISION. 

Dr.  Charles  A.  L.  Reed,  of  Cincinnati,  followed  with  a  pa- 
per on 

THE    MANAGEMENT    OF    THE    ABDOMINAL    INCISION. 

He  said  the  occurrence  of  suppuration  during,  and  of  ventral 
hernia  following,  convalescence  in  a  certain  minor  number  of 
cases,  point  to  defective  methods  in  the  manaoement  of  the  ab- 
dominal incision.  These  defective  methods  relate  (1)  to  pre- 
paration of  the  patient ;  (2)  to  the  execution  of  the  incision  ;  (3) 
to  the  method  of  closure  ;  (4)  to  the  remote  or  after-treatment 
of  the  wound.  Defective  methods  of  preparation  depend 
chiefly  upon  failure  to  recognize  and  remove  the  debris  and 
germ  elements  from  the  minute  interstices  of  the  integument. 
Defective  methods  in  making  the  incision  relate  chiefly  to  fail- 
ure to  recognize  the  linea  alba  and  to  make  the  incision  through 
it.  Defective  methods  of  closure  relate  chiefly  to  faulty  prin- 
ciples of  suturing.  Defective  methods  of  after-treatment  re- 
late chiefly  to  the  application  of  the  tight  adhesive  strap  with 
pad  flrmly  compressing  the  incision.  The  methods  recom- 
mended were  thorough  cleansing — the  application  of,  flrst,  oil, 
next  ether,  with  some  strong  alkali,  cleansing  with  clear  water, 
followed  by  the  persistent  application,  for  over  half  an  hour 
preceding  the  operation,  of  a  strong  bichloride  solution.  The  in- 
cision should  be  made  carefully  in  the  median  line  through  the 
linea  alba.  The  method  of  closure  recommended  was  by  inter- 
rupted suture  of  silkworm  gut  passed  from  within  outward  on 
both  sides  entirely  through  the  tissues,  but  so  passed  that  it 
enters  the  wall  of  the  peritoneum  near  the  mai-gin.  dips  deeply 
into  the  median  tissue,  and  is  brought  out  near  the  margin  of 
the  integument.  By  this  means  all  of  the  structures  are  brought 
into  immediate  apposition  with  the  sutures  and  tightened.  They 
should  be  tied,  not  tightly,  and  with  the  knot  to  one  side  of  the 
incision.  The  wound  should  be  dressed  with  aristol,  boracic  acid, 
and  a  bandage  carefully  applied.  AVhen  the  sutures  are  removed 
a  firmly  fitting  adhesive  strip  should  be  applied,  which  does  not 
exert  such  pressure  as  will  induce  compression  of  the  incision 
with  a  consequent  tendency  to  separate  the  internal  margin. 
The  advantages  of  the  interrupted  suture,  as  here  suggested, 
consist,  first,  in  simplicity  of  application  ;  second,  in  })assage 
through  and  anchorage  of  the  muscles  ;  third,  apposition  of  like 
tissues  to  like  tissues  ;  fourth,  painlessness  after  operation  ;  fifth, 
minimum  possibility  of  infection. 
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Dr.  James  F.  W.  Ross,  of  Toronto. — I  agree  with  what  Dr. 
Reed  has  said  as  to  tlie  necessity  of  cleanliness  in  these  cases. 
The  prevention  of  sepsis  is  one  element  in  securing  absence  of 
hernia  subsequent  to  operations  on  the  abdominal  wall. 

I  heard  onlj  a  part  of  Dr.  Longyear's  paper,  which  I  under- 
stand is  also  under  discussion,  and  I  may  say  that  I  do  not  agree 
■with  him  in  many  of  the  points  advanced,  more  particularly  in 
regard  to  the  buried  suture.  I  consider  just  as  good  results  can 
be  obtained  by  means  of  the  ordinary  suture,  as  ordinarily  ap- 
plied, as  can  be  obtained  by  the  buried  suture,  and  with  a  great 
deal  less  trouble.  In  my  work  I  have  been  particularly  careful 
to  pick  up  the  fascial  ends,  as  already  explained  by  Dr.  Reed, 
and  to  bring  them  closely  into  approximation.  As  I  remarked 
a  year  ago,  it  has  not  been  positively  proven  that  fascia  grows 
to  fascia  and  muscle  to  muscle  in  the  scar  that  is  subsequently 
left.  Even  if  we  have  a  perfect  scar  we  still  may  have  ventral 
hernia.  The  sloughing  in  cases  of  operation  for  hysterectomy 
where  the  pedicle  is  outside  of  the  abdominal  wall  is  occasion- 
ally accompanied  by  large  ventral  hernise.  About  two  months 
ago  1  saw  a  case  which  was  operated  on  for  ectopic  gestation  at 
full  term.  She  had  a  large,  suppurating  wound  after  the  opera- 
tion. I  had  not  seen  her  for  three  or  four  years.  She  came 
to  me  with  an  enormous  ventral  hernia,  undoubtedly  due  to  the 
fact  that  the  pedicle  was  left  in  the  wound  exactly  as  the  drain- 
age tube  is,  and  had  produced  hernia  as  the  drainage  tube  does. 

Dr.  George  F.  Hulbert,  of  St.  Louis. -^The  point  in  the 
union  of  the  abdominal  wound,  to  my  mind,  simply  consists  in 
as  natural  a  restoration  of  the  damage  that  we  have  done  there 
as  passible.  It  is  simply  coaptation  of  tissue,  and  if  we  succeed 
in  getting  the  proper  coaptation  of  tissue  there  is  only  one 
other  condition  that  can  possibly  be  the  cause  of  ventral  hernia 
in  the  future,  and  that  is  infection.  It  is  true  that  too  frequently 
we  liear  the  drainage  tube  being  blamed  as  the  cause  of  ventral 
hernia.  There  is  not  a  particle  of  doubt  in  my  mind  that  if  we 
blama  the  drainage  tube  itself  we  are  mistaken.  If  we  will  con- 
cede that  it  is  possible  for  infection  to  take  place  where  the 
drainage  tube  is  situated,  then  wo  can  account  for  the  ventral 
hernia  simply  from  the  standpoint  of  infection,  and  the  drain- 
age tube  of  itself  is  not  the  cause  of  the  difficulty.  Further- 
more, even  where  we  have  conditions  in  which  we  have  to 
leave  open  abdominal  incisions  to  some  extent,  many  instances 
may  arise  during  a  celiotomy,  or  at  the  close  of  it,  in  which  we 
have  not  time  to  unite  the  tissue  as  nicely  as  we  would  like  to 
do  it.  We  are  hurried.  If  we  keep  infection  out  of  the  wound 
we  can  have  granulation  without  suppuration.  The  two  things 
that  produce  ventral  hernia  are  simply  want  of  proper  coapta- 
tion and  infection. 

Dr.  J.  IIexrt  Carstexs,  of  Detroit. — The  two  papers  that 
have  been  read  dealt  with  an  important  subject.     It  is  a  plea 
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for  more  accurate  surgery.  It  is  not  the  question  of  doing  cer- 
tain work,  but  of  the  technique  or  perfect  manner  in  which  it 
is  done,  leaving  patients  in  good  condition.  Formerly  I  simply 
left  the  skin  to  be  sewn  with  silk  or  silkworm  gut,  until  a  year 
ago  when  Dr.  Marcy  showed  me  how  to  use  the  buried  animal 
suture.  Since  then  I  have  used  his  method  with  good  results. 
Before  that,  when  I  used  the  buried  animal  suture  and  brought 
it  out  through  the  skin,  the  result  would  be  suppuration. 

Dr.  George  H.  Rohe,  of  Catonsville. — I  use  kangaroo  ten- 
don. Formerly  I  used  silkworm  gut,  on  account  of  the  unrelia- 
bility of  the  catgut  as  purchased  in  shops.  I  always  had  stitcli- 
hole  abscesses  until  I  found  a  method  of  carefully  preparing 
the  catgut  myself,  then  I  had  better  results.  But  after  reading 
so  much  of  kangaroo  tendon  I  thouglit  I  would  try  it.  You 
may  allow  it  to  remain  for  three  or  four  weeks  unabsorbed  and 
strong,  while  catgut  becomes  soft  and  is  absorbed  in  four  or  live 
days.  If  the  patient  gets  up  in  a  week  or  ten  days  the  union  is 
not  strong  enough,  and  the  result  is  you  may  have  ventral  her- 
nia if  you  use  catgut.  The  kangaroo  tendon  will  hold  the 
wound  perfectly  solid  for  four  weeks  or  more,  and  in  the  inean- 
time  Nature  makes  the  wound  so  strong  that  there  will  be  no 
subsequent  trouble. 

Dr.  M.  Rosenwasser,  of  Cleveland. — I  liave  had  post-opera- 
tive hernia  in  two  cases.  In  the  first  case  the  operator  removed 
a  cirrhotic  ovary.  In  sewing  up  the  incision  (it  was  about  live 
years  ago)  he  did  as  Dr.  Carstens  has  outlined  on  the  black- 
board— he  took  particular  pains,  when  he  ran  his  through-and- 
through  stitch,  to  bring  peritoneum  against  peritoneum.  In- 
stead of  allowing  the  edges  to  lie  in  apposition,  he  brought  the 
peritoneal  surface  together  in  the  wound. 

Dr.  Henry  Howitt,  of  Guelph,  Ont. — Dr.  Hnlbert  has  stated 
that  the  drainage  tube  is  blamed  for  a  great  many  cases  of  her- 
nia following  celiotomy.  I  believe  the  drainage  tube  may  be 
used  without  running  any  extra  risk  of  hernia  following  celi- 
otomy. When  that  stage  in  the  operation  has  arrived  where  the 
drainage  tube  should  be  inserted,  I  merely  pass  my  forefinger 
into  the  abdominal  cavity  and  grasp  the  rectus  either  on  one 
side  or  the  other,  cut  down  on  the  point  of  the  forefinger,  then 
take  a  Sims  forceps  and  dilate  the  wound  sufficiently  to  intro- 
duce another  instrument.  By  adopting  this  method  the  wound 
may  be  completely  closed  and  dressed  aseptieally,  and  the  dan- 
ger from  hernia  following  is  reduced  to  a  minimum,  because  the 
incision  through  which  the  drainage  tube  passes  is  too  small  to 
permit  hernia  resulting  afterward. 

Dr.  Oscar  S.  Armstrong,  of  Detroit. — I  have  been  in  the 
habit  of  suturing  the  peritoneum  first,  and  then  using  a  separate 
suture  to  unite  the  fascia,  the  fat,  and  skin.  My  results  have 
been  good.  I  have  made  but  two  celiotomies  in  which  I  have 
used  the  single  suture,  because  I  have  been  a  little  afraid  of  it. 
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Dr.  L.  S.  McMuktry,  of  Louisville. — "We  will  all  concede 
that  the  great  desideratum  in  closing  the  abdominal  incision  is 
to  avoid  stitch-liole  al»scesses  and  ventral  hernia  ;  in  other  words, 
to  have  that  method  adopted  which  is  the  cleanest  and  guarantees 
prompt  healing  of  the  wound  without  separation  of  the  edges, 
and  that  will  prevent  separation  of  the  muscular  layers  so  as  to 
allow  the  contained  viscera  to  protrude  through  the  abdominal 
wall  afterward.  Let  us  go  over  the  history  of  these  operations. 
McDowell  had  thirteen  cases  with  eight  recoveries,  and  no  ven- 
tral hernia  following.  He  sewed  up  the  wound  with  shoemakers' 
thread.  The  old  operators  used  silk  until  recently  for  closing 
the  abdominal  incision.  In  my  own  experience  ventral  herniae 
have  occurred  without  any  connection  whatever  as  to  the  kind 
of  suturing  that  was  done,  more  particularly  in  connection  with 
large  tumors,  or  those  conditions  where  the  abdominal  walls  are 
thin  and  stretched.  One  of  the  last  cases  of  ventral  hernia 
I  have  had  was  in  a  woman  72  years  of  age,  for  whom  1  did 
an  ovariotomy  last  Xovember  for  a  very  large  ovarian  tumor. 
There  was  great  distention  and  thinning  of  the  abdominal  walls, 
and  I  am  sure  I  never  had  more  time  and  disposition  in  my  life 
to  close  the  abdominal  incision  thoroughly  and  carefully,  and  I 
never  did  it  better  than  in  that  case.  The  wound  healed  kindly, 
without  a  drop  of  secretion,  and  there  was  complete  and  prompt 
union.  She  was  kept  in  bed  for  three  weeks  until  organization 
was  complete,  yet  in  about  two  weeks  afterward  she  turned  up 
with  a  ventral  hernia. 

Dr.  Loxgyear  (closing  the  discussion). — I  expected  some 
opposition  in  regard  to  the  use  of  the  buried  suture,  and  more 
especially  from  those  who  have  not  used  it  or  given  it  a  fair  trial. 
When  we  become  accustomed  to  certain  methods  we  do  not  like 
to  switch  olf  on  to  anything  else. 

I  was  very  much  pleased  with  some  of  the  remarks  made  by 
Dr.  Reed  in  his  paper.  The  point  he  makes  of  doing  injury  to 
fat  tissue  is  of  great  importance.  The  bruising  and  rolling  up 
of  the  fat  produces  necrosis  of  the  parts,  and  cannot  help  but 
interfere  with  healing  by  first  intention. 

Dr.  Reed  (closing  the  discussion). — I  deviate  more  from  the 
beaten  path  of  suturing  the  abdominal  wound  than  any  one 
present,  making  the  assertion  at  random.  There  are  complica- 
tions other  than  ventral  hernia  that  deserve  consideration  and 
induce  me  to  prescribe  precautions  against  their  occurrence — 
namely,  mural  abscesses  and  abscesses  in  the  line  of  incision, 
stitch-hole  and  otherwise.  The  asepticization  of  the  integument 
is  a  thing  of  which  we  can  never  be  very  sure  by  the  employ- 
ment of  the  detergent  agents  to  which  I  have  alluded.  The 
application  of  saponifying  material  afterward,  and  the  subsequent 
application  for  a  considerable  time  of  strong  antiseptic  solutions, 
make  me  approximately  sure  of  the  condition  of  the  surface. 
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Dr.  John  C.  Sexton,  of  Rusliville,  Ind.,  read  a  paper  entitled 

CENTRAL   RUPTURE    OF   THE    PERINEUM  I    ITS    CAUSATION    AND 
PREVENTION. 

Dr.  Eugene  Boise,  of  Grand  Kapids. — I  am  very  glad  the 
essayist  took  the  ground  that  he  did  :  that  vre  are  not  to  attempt 
to  prevent  these  ruptures  bv  manipulative  interference  so  much 
as  by  the  application  of  forceps.  It  seems  to  me  that  in  the 
class  of  cases  narrated  our  safety  lies  almost  entirely  in  the  early 
application  of  the  forceps,  by  which  we  can  control  the  direction 
of  the  head  and  the  rapidity  of  the  delivery,  and  direct  the  appli- 
cation of  the  uterine  force.  The  doctor  spoke  of  dilating  and 
attempting  to  draw  back  the  muscles  over  the  advancing  head. 
That  may  be  done  with  advantage,  but  all  such  efforts  must  be 
made  in  the  intervals  between  the  pains. 

Dr.  M.  E.0SENWASSER,  of  Cleveland. — The  paper  is  an  interest- 
ing one,  and  cases  of  central  rupture  of  the  perineum  are  rare. 
I  have  met  only  one  case  in  twelve  hundred  and  odd  obstetrical 
cases,  besides  several  hundred  I  have  seen  in  the  obstetrical  de- 
partment of  Prague  University. 

Dr.  John  M.  Duff,  of  Pittsburg, — I  agree  with  Dr.  Eosen- 
wasser  that  these  cases  are  rare,  as  far  as  my  own  observation 
goes,  nevertheless  I  have  seen  two  cases  in  which  there  was  de- 
livery through  the  central  perineal  fat.  One  of  them  was  the 
wife  of  a  Luthei'an  minister,  who  did  not  have  any  previous 
operative  work  performed,  and  I  was  called  to  attend  her  in  her 
next  confinement.  I  was  not  apprised  of  the  fact  that  she  had  a 
central  ruptured  perineum.  The  other  case  was  in  the  hands  of 
a  friend  who  sent  for  me.  Before  I  got  there  the  perineum  had 
ruptured  and  the  child  was  delivered  through  the  opening. 

Dr.  Sexton  (closing  the  discussion). — The  accident  is  a  rare 
one,  and  yet,  with  our  present  improved  methods  of  repair  of  the 
perineum,  it  is  not  such  a  great  one  as  it  has  been  heretofore. 
The  literature  on  the  subject  is  extremely  meagre. 

Dr.  X.  O.  Werder,  of  Pittsburg,  read  a  paper  entitled 

A    CASE    OF   myomectomy    AVITH    EXTRAPERITONEAL    TREATMENT 
OF    THE    PEDICLE,    FOLLOWED    BY    PREGNANCY    AND    COM- 
PLICATED   BY    HEMORRHAGES   THROUGH 
THE    ABDOMINAL    CICATRIX. 

The  patient,  29  years  old,  married  about  one  year,  but  sterile, 
had  a  large  peritoneal  fibroid  of  the  uterus  with  short,  thick 
pedicle,  which  was  treated  extraperitoneally  by  elastic  ligature. 
Shortly  after  returning  home,  about  eight  or  nine  weeks  after 
operation,  she  became  pregnant  while  there  was  still  a  small 
sinus  in  the  lower  angle  of  the  abdominal  wound.     Pregnancy 
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progressed  favorably  until  the  end  of  the  fourth  month,  when  five 
hemorrhages  took  place  from  the  abdominal  fistula,  which  by 
that  time  had  become  considerably  larger,  due  to  the  expansion 
of  the  abdomen.  These  recurred  at  irregular  intervals,  more  or 
less  profuse,  seven  in  all,  causing  considerable  anemia.  The 
patient  was  removed  to  the  Koselia  Maternity  Hospital  a  few 
weeks  before  her  expected  confinement,  so  as  to  have  her  under 
better  control.  Labor  set  in  three  weeks  before  her  expected 
time,  lasting  twenty- four  hours,  when  it  was  terminated  by  for- 
ceps, delivering  a  living  but  poorly  developed  child.  Placenta 
adherent  immediately  under  abdominal  fistula  from  which  the 
bleeding  occurred,  requiring  manual  separation.  At  this  place 
the  uterine  wall  was  absent  over  a  considerable  space,  tlie  pla- 
centa having  formed  adhesions  with  the  abdominal  wall  itself. 
Patient  made  a  very  good  recovery,  and  when  leaving  the  hos- 
pital the  abdominal  fistulous  opening  had  completely  closed. 
Menses  returned  once  after  the  operation,  at  which  time  there 
was  some  bloody  discharge  through  the  abdominal  fistula.  In 
another  almost  identical  case  of  fibroid  tumor  of  the  uterus  in 
a  young  unmarried  woman,  which  I  removed  by  the  same  meth- 
od, there  is  a  scanty  menstrual  discharge,  during  the  first  and 
second  days  of  every  catamenial  period,  tlirough  a  fistulous  open- 
ing in  the  abdominal  cicatrix  not  larger  than  the  head  of  a  pin. 
While  in  this  case  the  uterine  cavity  was  not  opened  at  the 
time  of  operation,  there  is  no  doubt  that  when  the  slough  under 
the  elastic  ligature  separated  it  extended  into  the  cavity  of  the 
womb.  The  fistulous  opening  then  became  a  utero-abdominal 
sinus,  through  which  menstrual  blood  escaped  and  through 
which  the  hemorrhages  took  place,  tlie  source  of  them  being 
undoubtedly  the  placenta  itself. 

Pregnancy  following  any  of  the  conservative  operations  on 
the  uterus  for  fibroid  is  very  rare.  A.  Martin,  in  a  large  num- 
ber of  cases  of  enucleations,  recorded  only  three  cases ;  but  sub- 
sequent to  a  partial  suprapubic  hysterectomy,  as  the  case  re- 
ported undoubtedly  was,  it  has  never  occurred,  as  far  as  1  have 
been  able  to  learn. 

In  order  to  avoid  such  unpleasant  and  dangerous  complica- 
tions as  experienced  in  the  case  reported,  enucleation  without 
opening  the  uterine  cavity  and  without  al)dominal  fixation,  as 
performed  by  A.  Martin,  is  a  more  preferable  and  conservative 
operation  than  extraperitoneal  treatment,  and  should  be  prac- 
tised in  subperitoneal  and  pedunculated  tumors  in  young  women 
who  are  desirous  and  capable  of  bearing  children. 

Dr.  George  F.  Hulbert,  of  St.  Louis. — In  the  treatment  of 
the  pedicle  in  these  operations  I  feel  that  we  never  know  how 
much  tissue  is  going  to  remain  on  both  sides  of  the  ligature.  As 
an  illustration  showing  the  extent  of  tissue  that  may  be  de- 
stroyed by  the  ligature  upon  the  internal  side,  I  recall  a  case  of 
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hysterectomy  in  wliicli  the  lower  segment  of  the  uterus  was  left, 
the  usual  clamp  was  applied,  and  the  stump  was  treated  extra- 
peritoneal ly.  It  was  in  a  n egress  35  years  of  age.  I  did  not 
anticipate  sequeliTe,  but  about  forty-eight  hours  after  the  opera- 
tion, on  account  of  the  restlessness  of  the  patient,  the  dressings 
became  disturbed  and  it  was  advisable  to  reapply  them.  In  re- 
moving them  I  found  that  my  clamp  was  so  loose  that  I  could 
move  it  in  any  direction,  and  I  failed  to  see  the  necessity  of  the 
clamp  remaining  there  any  longer.  I  removed  it.  There  still 
remained  the  two  supporting  needles.  There  did  not  seem  to 
bea  great  amount  of  contraction  even  at  the  time  the  stump  was 
dressed.  About  four  or  five  days  afterward  the  dressings  were 
again  changed  and  the  needles  removed,  and  at  once  the  stump 
disappeared  into  the  abdominal  cavity.  I  anticipated  no  un- 
pleasant consequences,  as  everything  seemed  to  be  perfectly 
healthy.  About  a  week  afterward  she  had  a  fetid  vaginal  dis- 
charge and  there  were  passed  through  the  vagina  the  remnants 
of  the  cervix.  In  short,  the  entire  cervix  had  sloughed  and  had 
been  fortunately  cast  off  and  discharged  through  the  vagina. 

Dr.  Charles  A.  L.  Reed,  of  Cincinnati. — The  paper  is  but 
another  reason  why  we  ought  to  treat  the  pedicle  in  hysterec- 
tomy and  myomectomy  a  little  differently  from  what  we  have 
been  doing.  We  heard  yesterday  of  the  part  which  the  extra- 
peritoneal way  of  treating  the  pedicle  plays  in  the  induction  of 
ventral  hernia.  We  all  recognize  the  fact  that  it  is  a  weakening 
element  to  the  abdominal  wall.  An  operation  that  I  believe  has 
come  to  stay  is  that  of  total  extirpation  of  the  uterus  with  enu- 
cleation of  the  cervix;  and  when  it  has  had  a  fair  trial,  which 
has  been  credited  to  the  operation  by  the  neud,  I  feel  we  shall 
have  not  only  a  larger  average  percentage  of  recoveries,  but  re- 
coveries of  a  much  more  satisfactory  character.  The  more  I  see 
of  the  operation  of  complete  enucleation,  the  more  frequently  I 
do  it  and  the  more  I  am  impressed  with  its  utility,  surgical  ac- 
curacy, and  completeness. 

Dr.  Werder  (closing  the  discussion). — In  regard  to  total  ex- 
tirpation, I  am  satisfied  Dr.  Heed  would  not  have  done  it  in  the 
case  reported.  I  am  rather  partial  to  total  abdominal  extirpa- 
tion since  I  have  treated  two  cases  with  good  results.  I  regret 
there  is  not  more  attention  given  to  enucleation  as  practised  by 
Martin — the  conservative  method.  It  is  an  important  method 
in  the  ease  of  a  young  woman  who  is  desirous  of  becoming  preg- 
nant, and  we  should  try  all  means  to  preserve  her  organs,  if  pos- 
sible, and  that  can  only  be  done  by  the  method  advocated  by 
Dr.  Martin. 

Dr.  W.  p.  Manton,  of  Detroit,  read  a  paper  entitled 

the  legal  question  in  operations  on  the  insane. 
The  right  of  insane  persons  to  amelioration  from  bodily  suf  - 
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fering  has  remained  too  long  unrecognized,  and  tliey  have  been 
denied  relief  from  conditions  wliicli  in  the  sane  would  demand 
and  be  accorded  the  most  skilful  and  prompt  treatment.  Abdo- 
minal surgery  has  only  recently  been  attempted  in  this  class  of 
patients,  but  the  results,  both  physical  and  mental,  have  in 
every  instance,  in  proper  cases,  justilied  the  procedure.  An 
Eastern  Board  of  Charities  having  recently  denounced  this  ope- 
ration as  "brutal."  "inhuman,"  and  "illegal,"  the  writer  was 
prompted  to  look  up  the  law  bearing  upon  the  question.  From 
a  study  of  the  statutes  of  a  number  of  States  he  finds  that  while 
there  is  no  direct  statement  in  the  law  concerning  operative  in- 
terference in  insane  persons,  nor  any  ruling  defining  the  position 
of  the  surgeon  in  such  cases,  the  guardian  of  an  insane  person 
holding  the  same  relation  to  his  ward  as  the  guardian  of  a 
minor,  and  the  latter  generally  acting  in  the  capacity  of  the  pa- 
rent in  matters  concerning  the  ward's  person  and  property,  the 
authority  of  the  guardian  to  consent  to  any  act  or  procedure 
which  is  intended  for  the  benefit  of  his  ward  is  indisputable  ; 
and  that,  having  the  consent  of  such  guardian,  or  relative  who 
serves  in  the  same  capacity,  to  undertake  operative  or  other 
treatment,  the  surgeon,  acting  as  his  agent,  is  relieved  of  all  ob- 
ligation, and,  in  the  event  of  the  patient's  recovery  from  the 
msntal  malady  and  objecting  to  the  treatment  which  she  had 
undergone,  would  undoubtedly  be  upheld  by  a  court  of  law  as 
having  proceeded  in  a  justifiable  and  proper  manner. 

Dr.  George  H.  Kohe,  of  Catonsville,  Md.,  read  a  paper 
entitled 

FURTHER    OBSERVATIONS    ON    THE    RELATION    OF    PELVIC    DISEASE 
AND   PSYCHICAL   DISTURBANCES   IN   WOMEN. 

This  paper  gave  the  further  history  of  eighteen  cases  re- 
ported last  year  of  removal  of  the  uterine  appendages  for  dis- 
■ease  in  insane  women.  Since  the  report  in  last  September  two 
additional  cases  have  been  operated  upon.  In  both  the  ovaries 
were  cystic.  The  results  were  summarized  as  follows:  Twenty 
operations,  removal  of  the  uterine  appendages  upon  insane  wo- 
men with  pelvic  disease,  with  eighteen  physical  recoveries  from 
the  operation  with  improvement  of  the  general  health  ;  two 
deaths;  four  absolute  mental  recoveries  and  discharge  of  pa- 
tients from  hospital ;  three  with  complete  physical  and  partial 
mental  recovery ;  seven  with  decided  mental  improvement,  but 
not  sufficient  to  justify  their  discharge  from  the  hospital ;  three 
remain  in  al)0ut  the  same  mental  condition  as  before  operation, 
but  physical  condition  decidedly  better  ;  one  removed  from  the 
hospital  by  friends  a  few  weeks  after  operation,  and  placed  in 
another  institution,  where  she  is  reported  to  be  worse  mentally. 
A  case  of  melancholia  with  suicidal   tendencies   was   also   re- 
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ported,  in  which  a  badly  lacerated  cervix  was  repaired,  resulting 
in  complete  and  rapid  mental  recovery  and  discharge  of  the 
patient. 

The  medico-legal  relations  of  the  operation  were  tonched 
upon  by  the  writer.  The  opinion  of  a  prominent  attorney  was 
read,  in  which  the  ground  w'as  taken  that  an  insane  patient  hav- 
ing lucid  intervals  conld  give  a  valid  consent  to  any  operation 
during  said  interval,  being  at  that  time  considered  by  the  law  as 
sane.  Judicial  decisions  were  quoted  sustaining  this  view.  ]n 
cases  where  an  individual  is  incomjjetent  by  reason  of  mental 
derangement  to  give  consent  to  an  operation,  the  consent  cf  the 
committee  or  legal  guardian  apjDointed  by  the  court  would  be 
valid  and  justify  the  operation. 

Dr.  Charles  A.  L.  Rekd,  of  Cincinnati. — Dr.  Eohe  has  again 
made  the  Association  his  debtor  by  bringing  before  us  this  ad- 
ditional contribution  to  the  work  which  he  is  doing  in  original 
fields.  When  he  presented  eighteen  cases  last  year  with  excel- 
lent primary  and  very  satisfactory  ultimate  results,  both  mentally 
and  physically,  I  felt  that  he  had  succeeded  in.  establishing  a 
principle  for  which  I  have  been  contending  for  a  number  of 
years.  He  operates  only  under  the  n^ost  careful  restrictions  and 
with  positive  indications.  A  gentleman  who  has  charge  of  an 
important  asylum  and  is  alive  to  the  importance  of  this  cpiestion, 
on  taking  charge  of  his  work  carefully  investigated  his  patients 
for  the  purpose  of  determining  the  existence  of  pelvic  disease, 
and  informed  me  that  existing  pelvic  disease  could  be  demon- 
strated in  a  great  many  cases  to  an  extent  that  he  was  afraid  to 
mention  for  fear  of  being  called  a  liar. 

Dr.  John  M.  Duff,  of  Pittsburg. —  So  far  as  concerns  the 
cure  of  insanity  by  operation,  mentioned  by  Dr.  Rohe,  I  will  say 
that  it  is  surprising  that  in  institutions  where  no  attention  had 
been  previously  paid  to  diseased  conditions  of  the  uterus  or  its 
adnexa  a  very  large  per  cent  of  the  inmates  are  subjects  of 
disease  of  this  kind.  I  regret  that  I  have  not  statistics  with 
me  (I  have  them  at  home),  but  I  think  I  am  justified  in  saying 
that  over  sixty  per  cent  of  the  women  in  our  insane  asylums  are 
the  subjects  of  some  form  of  uterine  disease.  It  is  necessary 
for  us  to  educate  the  profession  along  this  line,  because  a  large 
element  of  the  profession  on  this  subject  are  governed  by  preju- 
dice— we  cannot  say  ignorance. 

Dr.  Eugene  JBoise,  of  Grand  Rapids. — I  wish  to  add  my  ap- 
proval of  the  valuable  paper  that  has  been  presented  by  Dr. 
Kobe.  It  is  invaluable  inasmuch  as  he  is  working  in  the  right 
direction  to  impress  upon  not  only  the  people  but  the  profes- 
sion the  necessity  for  ojierative  interference  in  cases  of  mental 
disturbance.  The  doctor  has  related  a  case  of  melancholia  which 
was  relieved  by  a  simple  operation  on  the  cervix.  I  also  have 
in  mind  a  patient  who  had  been  confined  in  an  asylum,  suifer- 
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ing  from  a  severe  nervous  disturbance,  who  was  absolutely 
restored  to  liealth,  both  mentally  and  physically,  by  a  simple 
tracheloi'rliaphy. 

T>R.  John  J-.  Gkeex,  of  Pittsburg  (by  invitation). — I  am  as- 
sociated with  a  staff  of  medical  gentlemen  who  have  control  of 
an  insane  institution  that  accommodates  one  hundred  patients, 
known  as  the  St.  Francis  Hospital  of  the  city  of  Pittsburg 
and  I  know  the  feeling  of  the  members  of  that  "staff.  I  am' 
aware  also  that  the  progressive  measure  advocated  by  Dr.  Robe 
received  its  black  eye  in  my  State,  and  I  rise  to  apologize. 
The  profession  of  Pennsylvania  will  gladly  succumb  to  any 
scientific  or  progressive  measure. 

Dr.  C.  Hexri  Leonard,  of  Detroit  (by  invitation). — In  the 
operation  of  ovariotomy,  ontsideof  the  insane.  I  have  taken  a  more 
conservative  gronnd  than  some  operators,  but  in  operating  upon 
individuals  who  are  insane  and  perhaps  not  of  age  the  phy.sician 
in  charge  ought  to  have  absolute  authority  to  conduct  the  treat- 
ment of  such  cases,  exactly  the  same  as  a  father  or  mother  man- 
ages a  son. 

Dr.  E,ohe  (closing  the  discussion). — I  am  not  infrequently 
asked  by  members  of  the  profession  what  were  the  indications 
for  operation  in  certain  cases ;  what  form  of  insanity  would 
you  operate  on,  or  what  form  is  less  likely  to  be  benefited  by  re- 
moval of  the  uterine  appendages?  I  invariably  answer  that  I 
never  operate  for  insanity,  that  I  do  not  know  what  organ  is 
diseased.  If  I  find  an  organ  diseased  and  think  I  can  remove 
it  with  safety  to  the  patient,  I  do  so.  I  look  upon  an  insane  in- 
dividual exactly  as  I  would  upon  a  sane  person.  I  observe  the 
same  caution.     I  do  not  remove  organs  that  are  not  diseased. 


The  following  othcers  were  elected  : 

President — Dr.  George  H.  Rohe,  of  Catonsville,  Md. 

Fird  Vice-President — Dr.  Walter  P.  Manton,  of  Detroit^ 
Mich. 

Second  Vice-President — Dr.  George  F.  Hulbert,  of  St. 
Louis,  Mo. 

Secretary— Dy.  William  W.  Potter,  of  Buffalo,  N.  Y. 

Treasurer — Dr.  X.  O.  "Werder,  of  Pittsburg,  Pa. 

It  was  decided  to  hold  the  next  meeting  in  Toronto,  Can.,  at 
a  date  to  be  fixed  Ijy  the  Executive  Council. 
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ACADEMY  OF  MEDICINE. 


SECTION  OX  OBSTETRICS  AND   GYNECOLOGY. 

Stated  Meeting,  May  'iUh,  1893. 
H.  J.  BoLDT,  ]\I.D.,  Chairman. 

A    CASE    OF    SYMPHYSIOTOMY.  * 

The  Secretary,  Dr.  J.  Clifton  Edgar,  presented  a  young 
Austrian  woman  on  wliom  lie  had  performed  symphysiotomy  at 
her  first  labor,  March  24th,  1893.  The  conjugate,  measured 
repeatedly  by  different  observers,  was  estimated  to  be  not  more 
than  three  inches  and  a  half ;  but  it  was  thought  possible  the 
child  could  be  extracted  with  the  axis-traction  forceps,  and 
these  were  tried,  but  failed  to  engage  the  head.  The  pa- 
rents were  opposed  to  a  cutting  operation,  preferring  the  de- 
struction of  the  child  ;  but  Dr.  Edgar  refused  to  gratify  their 
wish  and  performed  symphysiotomy,  with  the  result  of  saving 
the  child  and  the  mother.  There  was  no  difficulty  in  effecting 
delivery  after  podalic  version,  except  some  obstruction  as  the 
head  came  through.  The  incision  was  made  just  above  the 
symphysis.  The  index  finger  was  passed  behind  the  symphy- 
sis, and,  having  only  a  blunt-pointed  bistoury  at  hand,  division 
was  effected  with  this  by  cutting  from  above  downward  and 
from  behind  forward.  The  urethra  had  been  drawn  over  to  the 
left  side  with  a  catheter.  The  highest  temperature  after  de- 
livery was  100.8"^  F.  The  bandage  was  left  on  thirty  days,  and 
the  patient  was  then  allowed  to  move  about  the  room.  There 
was  fibrous  union,  still  slight  motion,  though  not  interfering 
with  the  gait. 

Y^K.  Howard  A.  Kelly,  of  Baltimore,  thought  physicians 
had  been  too  anxious  lest  there  should  be  non-union  at  the  sym- 
physis and  interference  with  locomotion.  As  bearing  upon  this 
point  he  might  put  upon  record  a  case  of  an  unusual  nature,  as 
he  knew  of  but  one  like  it  occurring  in  this  country,  neither  of 
which  had  been  published.  The  woman  was  brought  to  Johns 
Hopkins,  having  passed  through  an  exceedingly  difficult  labor, 
during  which  there  had  been  spontaneous  separation  at  the  sym- 
physis. Certain  complications  were  present,  abscess  formed, 
and  sequestra  of  the  pubic  bone  came  away.  In  spite  of  all  this 
she  recovered;  and  while  her  gait  had  been  decidedly  waddling. 
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it  was  improving,  and  they  expected  to  get  union  at  the  sym- 
physis. 

CASE    OF    UTERINE    FIBROID    AND    TUBAL    ABORTION. 

Dr.  H.  T.  Hanks  presented  a  nterus  with  fibroid  tumor  re- 
moved from  a  woman  45  years  of  age,  who  had  lost  much  hlood 
and  had  become  very  anemic.  Curettement  and  palliative 
treatment  had  failed  to  stop  the  bleeding.  An  interesting  fact 
in  the  operation  was  his  discovery  unexpectedly  of  the  bones  of 
a  fetus  in  the  bottom  of  the  pelvis,  which  all  present  supposed 
to  be  the  remains  of  a  former  tubal  abortion,  and  subsequent 
interrogation  of  the  husband  brought  out  the  fact  that  four 
years  before  the  woman  had  had  all  the  symptoms  of  a  tubal 
abortion. 

OPERATION   FOR    TUBAL   PREGNANCY    IN   THE    ABSENCE    OF 
OBJECTIVE    SYMPTOMS. 

Dr.  Hanks  presented  a  second  specimen,  removed  from  a 
young  married  woman  who  had  skipped  a  period  five  days, 
when  she  began  to  suffer  from  all  the  subjective  symptoms  of 
tubal  pregnancy.  Three  days  after  the  first  attack  of  colicky 
pain  with  some  bleeding,  there  was  a  second  attack,  without  the 
appearance  in  the  discharges  or  at  the  cervix  of  ovum  or  mem- 
branes. Dr.  Lusk  was  asked  to  see  the  patient  in  consultation, 
and  agreed  that  there  was  tubal  pregnancy  and  that  laparatomy 
should  be  performed,  although  a  distinct  tumor  could  not  be  dis- 
covered. Dr.  Hanks  operated  and  removed  from  the  tube  an 
ovum,  and  the  woman  made  a  good  recovery. 

UTERINE    FIBROID    WITH    PEDICLE   UNSUSPECTED    BEFORE 
OPERATION. 

Dr.  Hanks  presented  a  third  specimen,  a  fibroid  about  the 
size  of  two  fingers,  the  interest  in  the  case  centring  in  the  fact 
that  while  the  fibroid  was  recognized  by  examination  in  the 
utero-vesical  space,  it  was  supposed  to  be  solidly  connected  with 
the  uterus,  whereas  at  the  operation  it  was  found  attached  to 
that  organ  by  only  a  small  pedicle.  Ergot  and  other  treatment 
had  failed  to  arrest  hemorrhage  and  relieve  other  symptoms, 
for  which  reason  the  operation  was  undertaken.  Dr.  Hanks 
thought  the  lesson  should  be  drawn  from  the  case  that  at  the 
present  day  a  woman  should  not  be  allowed  to  continue  suffer- 
ing from  symptoms  connected  with  fibroids  of  the  uterus  while 
we  remained  in  ignorance  of  the  exact  condition  present,  which 
could  be  readily  cleared  up  by  opening  the  abdomen,  then  do- 
m<y,  according  to  the  indications,  one  of  three  operations  which 
in  the  hands  of  a  skilful  surgeon  were  now  safe — namely,  enu- 
cleation of  the  tumor,  removal  of  the  uterine  appendages,  or 
hysterectomy. 
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DISEASED    UTERINE    APPENDAGES. 


Dr.  Ralph  Waldo  presented  tubes  and  ovaries.  remoTed  that 
afternoon,  which  liad  caused  pain  and  other  symptoms  three 
years,  and  Jiad  presented  the  objective  sign  of  bogginess  at  both 
sides  of  the  uterus,  which,  with  the  subjective  svmptoms,  in- 
cluding sterility,  had  led  him  to  believe  the  tubes  were  diseased. 
The  appendages  from  each  side  presented  a  mass  which  led  him 
to  think  they  were  the  seat  of  malignant  change,  although  mi- 
croscopic examination  had  not  yet  been  made. 

The  Chairman  thought  the  specimens  looked  like  tubes  the 
seat  of  old  inflammatory  change  rather  than  of  malignant  dis- 
ease. 

FIBROID   with    CTST   IN'   ITS   CEN'TRE. 

Dr.  Waldo  presented  a  second  specimen,  consisting  of  a 
uterus  with  a  fibroid,  the  latter  having  undergone  cystic  de- 
generation in  its  centre.  The  diagnosis  had  lain  between  fibroid, 
sarcoma,  and  disease  of  the  appendages. 

HEMATOMA    OF    THE    VULVA.' 

Dr.  Grace  Peckham  Murray  related  a  case  of  this  con- 
dition and  exhibited  a  drawing.  The  paper  also  contained  a 
brief  survey  of  the  subject,  by  which  it  appeared  that  obstet- 
ricians might  attend  from  two  to  live  thousand  confinements 
Avithout  meeting  with  the  accident  of  hematoma  of  the  vulva. 
The  case  which  she  related  occurred  in  a  primipara  aged  32, 
who  showed  prominence  of  the  peripheral  venous  system, 
especially  of  the  lower  extremities,  and  during  pregnancy  was 
directed  to  wear  elastic  stockings.  The  labor,  at  term,  had  been 
completed  without  instruments,  althongh,  owing  to  the  fact 
that  the  perineum  had  been  unyielding  and  painful,  a  little 
chloroform  had  been  used,  and  there  was  a  slight  rupture,  not 
suificient  to  call  for  suture.  A  few  hours  later  the  nurse 
noticed  that  a  swelling  began  to  form  in  the  left  labium,  wliich 
soon  increased  to  the  size  of  an  orange,  and  was  tense  and  glisten- 
ing. Dr.  Murray  saw  the  patient  soon  after,  and  the  tumor  had 
already  begun  to  subside,  and  had  nearly  disappeared  by  the 
fourth  day.  Many  clots  were  removed  from  the  vagina  and 
vulva.  The  treatment  had  been  expectant  and  antiseptic,  fre- 
quent douching  with  bichloride  solution.  The  elastic  stockings 
were  taken  off  soon  after  the  tumor  had  formed,  and  it  was 
thought  that  they  might  have  had  some  influence  in  its 
causation.  There  had  been  no  varicosity  of  the  veins  about 
the  vulva  beforehand.  In  treatment  some  advocated  operative, 
some  non-operative,  treatment.  The  author  thought  one  would 
be  guided  by  the  circumstances  of  the  case.  In  adopting  the 
expectant  plan    in  this  instance   she  had    been  influenced  by 

'  See  original  article,  p.  226,  August  number. 
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experience  with  a  case  of  large  pelvic  hematocele  which  had 
rapidly  disappeared.  Much  care  sliould  be  taken  to  keep  the 
parts  aseptic.  The  mortality  in  the  past  seemed  to  have  been 
about  twenty-five  per  cent.  It  probably  had  been  greater  than 
it  should  have  been,  owing  to  want  of  asepsis  on  the  part  of 
midwives  and  others  having  charge. 

URINALYSIS    IN    GYNECOLOGY. 

Dr.  Howard  A.  Kelly,  of  Baltimore,  read  a  paper  on  this 
subject.  In  his  opening  remarks  he  said  that  some  present 
might  think  he  had  given  too  much  attention  to  the  subject  of 
albumin  in  the  urine,  but  it  should  be  remembered  that  the  rank 
and  hie  of  the  profession  were  still  alarmed  when  they  found 
that  the  urine  contained  even  a  small  amount  of  albumin. 

In  gynecological  practice  the  kidneys  were  more  important 
than  any  organ  outside  the  pelvis,  for  two  reasons :  1.  If  they 
were  much  diseased  the  patient  would  be  likely  not  to  survive 
an  important  operation.  2.  Recognizing  this  fact,  the  nature  of 
the  operation  and  its  duration  would  be  modified  accordingly, 
and  other  emunctories  would  be  stimulated  to  do  the  work  of 
the  kidneys  temporarily.  Further,  a  definite  percentage  of 
cases  of  kidney  disease  arose  from  pressure  upon  the  ureters. 

The  immediate  practical  import  of  renal  examination  was : 
1.  That  we  might  refuse  to  operate  where  there  was  advanced 
renal  lesion,  thus  lessening  the  mortality  list.  2.  In  less  ad- 
vanced kidney  disease  one  might,  by  suitable  diet,  bathing,  mas- 
sage, and  purgatives,  avoidance  of  alcoholics,  and  watchfulness 
throughout  convalescence,  save  life.  He  had  not  observed  bad 
effects  from  the  hypodermic  use  of  morphine  in  these  cases  when 
it  was  called  for.  3.  We  would  be  led  to  operate  earlier  if  the 
condition  were  one  which  was  liable,  if  allowed  to  go  on,  to  lead 
to  renal  complication.  4.  AYe  would  use  chloroform  instead  of 
ether,  although  he  had  not  observed  ill  effects  from  ether  in 
these  cases.  .5.  One  would  be  more  likely  to  use  drainage,  as 
drainage  acted  as  an  extra  emunctoiy.  6.  One  would  avoid 
subjecting  these  patients  to  prolonged  examination  or  operation 
under  ether,  or  any  unnecessary  delay. 

For  reliability,  examinations  of  catheterized  specimens  of 
urine  alone  should  be  made ;  or,  if  a  voided  specimen  showed 
albumin,  the  examination  should  not  be  considered  complete 
until  the  catheterized  specimen  had  also  been  examined.  1.  A 
slight  amount  of  albumin,  though  persistent  in  the  urine,  did 
not  necessarily  signify  any  disease  of  the  kidneys.  2.  Kor  was 
the  presence  of  albumin  in  considerable  amount  significant  in 
the  absence  of  casts.  3.  Albumin  was  often  significant  of  mild 
cystic  inflammation,  as  evidenced  by  a  few  pus  cells.  4.  The 
presence  of  a  few  hyaline  or  small  granular  casts  was  not  im- 
portant in  the  absence  of  vascular  changes   and  other  symptoms 
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indicative  of  renal  disease.  5.  Transient  glycosuria  was  occa- 
sionally found  and  was  without  significance.  6.  Diabetes  mel- 
litus  contra-indicated  abdominal  operations.  7.  Albumin  found 
in  patients  with  large  tumors  often  disappeared  entirely  after 
operation.  8,  Albumin  Avas  often  found  in  the  urine  after 
pelvic  and  abdominal  operations  when  it  did  not  exist  before. 
9.  When  present  before  the  operation  it  was  apt  to  show  in- 
creased quantity  after,  due  apparently  to  mild,  cystitis  excited 
by  concentrated  urine  passed  after  operations.  10.  Diminished 
secretion  following  operation,  even  as  low  as  290  cubic  centi- 
metres per  diem  for  three  or  four  days,  was  not  unusual,  and 
need  cause  no  alarm  as  to  suppression  of  urine  or  of  the  possi- 
bility of  having  ligated  one  of  the  ureters.  That  was  a  very 
practical  point,  one  which  had  relieved  him  of  a  great  deal 
of  anxiety.  11.  Persistent  diminished  urinary  secretion  after 
operation,  associated  with  elevation  of  the  temperature,  the 
pulse  becoming  more  and  more  rapid,  was  not  a  sign  of 
nephritis,  but  of  sepsis.  In  such  cases  fatty  degeneration  of 
the  kidneys  would  usually  be  found  post  mortem.  He  was 
sure  that,  not  knowing  this  fact,  operators  had  often  attributed 
death  to  kidney  disease  when  peritonitis  was  the  true  cause. 
The  same  statement  held  good  with  reference  to  fatty  heart. 
12.  After  numerous  experiments  Heller-s  test  for  albumin  had 
been  returned  to  in  daily  work.  13.  Trichloracetic  acid  had 
been  given  up  on  account  of  its  over-sensitiveness. 

It  was  important  in  all  hospital  work  to  have  systematic 
urinalysis  and  to  keep  records  in  a  chart  similar  to  the  one 
shown.  Where  repeated  analysis  was  resorted  to  the  results 
were  noted  in  a  large  ward  book  and  the  history  put  into 
shape  for  statistical  use.  Such  records  had  been  made  in 
Johns  Hopkins  in  all  cases  the  past  four  years,  so  that  their  sta- 
tistical value  was  great.  The  conclusions  just  cited  were  based 
on  exact  records  of  200  cases  of  abdominal  operations  and  on 
perhaps  600  more  where  the  records  were  not  as  complete. 

Of  the  200  cases  of  abdominal  operations  in  which  a  full  ac- 
count had  been  kept,  albumin  had  been  found  in  the  urine  be- 
fore operation  in  46,  or  23  per  cent,  and  after  operation  in  66^ 
or  33  per  cent.  The  increase  had  been  due  in  most  instances 
apparently  to  concentrated  urine  exciting  cystitis.  Casts  were 
found  in  10  cases  before  operation  and  in  30  after.  In  30  in- 
stances hyaline  casts  were  found  after  operation  and  not  before, 
and  in  5  granular  casts  were  noted  after  and  not  before  opera- 
tion. The  albumin  and  casts  disappeared  before  the  patients 
left  the  hospital. 

The  normal  urinary  secretion  per  diem  being  about  1,500  cubic 
centimetres,  the  records  showed  that  in  50  cases  of  abdominal 
surgery,  not  upon  the  kidneys,  the  amount  secreted  on  the  second 
day  was  516  cubic  centimetres,  on  the  third  day  556,  on  the  fourth 
day  518,  on  the  fifth  582,  on  the  sixth  624  cubic  centimetres. 
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The  specific  gravity  was  largely  increased,  and  there  was  a  large 
deposit  of  amorphous  urates.  If  one  did  not  know  this  ^vas  the 
rule  he  would  very  properly  be  much  alarmed.  Briefly  stated,, 
the  amount  secreted  the  first  few  days  after  an  operation  was 
about  one-third  the  normal. 

In  none  of  the  200  cases  had  he  been  prevented  from  operat- 
ing by  the  condition  of  the  kidneys.  Therefore  pelvic  disease 
was  not  associated  with  renal  disease  in  a  large  percentage  of 
cases. 

Out  of  about  800  cases  of  abdominal  surgery  at  Johns  Hop- 
kins there  had  been  autopsies  in  IG  in  which  kidney  disease  was 
found ;  and  in  addition  there  were  6  not  operated  upon,  5 
of  them  being  malignant  disease  with  disease  of  the  kidneys. 
And  out  of  the  wdiole  22,  carcinoma  or  sarccma  existed  in  10, 
or  over  45  per  cent,  thus  showing  a  remarkable  relationship 
between  malignant  disease  and  chronic  nepbrilis.  In  7  death 
was  due  to  peritonitis.  One  died  of  chronic  diffuse  nephritis. 
In  one  of  the  fatal  cases  there  was  an  enormous  cystomyoma, 
both  kidneys  atrophied  and  containing  abscesses.  Thus  in  3 
cases  out  of  about  800  the  operation  had  better  not  have  been 
done,  because  the  renal  condition  found  at  autopsy  was  so  far 
advanced  as  to  preclude  a  successful  issue.  In  a  successful  case 
he  divided  the  ureter,  mistaking  it  for  a  dilated  vein,  and  by  his 
own  mistake  was  given  opportunity  to  do  an  original  operation  in 
uniting  the  divided  ends. 

Dr.  Noble,  of  Philadelphia,  read  a  brief  paper  in  continu- 
ation of  the  discussion.  It  confirmed  Dr.  Kelly's  observations 
in  almost  every  particular.  In  his  early  career  he  had  had  three 
deaths  from  suppression  of  urine  following  operation — a  fact 
which  had  impressed  him  with  the  important  relationship  be- 
tween the  kidneys  and  a  successful  issue  of  an  operation.  Albu- 
min was  often  present  before  operation — in  his  experience  in 
about  10  per  cent  of  all  cases.  It  was  not  often  significant.  The 
urine  in  the  female  patient  should  be  drawn  by  catheter,  and,  if 
not,  the  external  genitals  should  be  washed  before  that  intended 
for  examination  was  voided.  The  pressure  of  a  tumor  might 
cause  albumin.  Tube  casts  were  not  ahvays  significant,  but 
when  present  should  receive  special  consideration.  The  pre- 
sence of  chronic  contracted  kidneys  was  apt  to  give  the  surgeon 
serious  trouble,  and  in  such  cases  albumin  was  often  absent  or 
only  occasionally  present,  and  tube  casts  might  be  absent.  He 
had  operated  upon  two  women  whose  urine  had  been  examined  by 
a  pathologist  over  two  weeks  with  negative  results,  yet  in  both 
patients  there  were  contracted  kidneys,  and  they  died.  If  re- 
peated examinations  showed  a  small  amount  of  albumin,  tube 
casts,  and  urine  of  low^  specific  gravity,  the  surgeon  should  be  on 
his  guard.  The  prognosis  after  operation  was  better  in  women 
having  fairly  large  tumors,  especially  ovarian  cysts.     In  them 
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geiiei'ally  the  operation  was  easy,  quick,  without  sepsis,  and  after 
removal  of  the  tumor  and  relief  from  pressure  the  patient  was 
apt  to  secrete  even  more  urine  than  before. 

Dr.  Noble  had  also  found  the  urine  considerably  decreased 
after  operations,  and  believed  it  to  be  a  matter  of  universal 
observation.  The  quantity  was  ten  ounces  the  first  day  to  nine- 
teen on  the  fourth  day. 

Dr.  W.  H.  Porter  thought  the  significance  of  a  urinary  ana- 
lysis could  be  best  understood  by  bearing  in  mind  that  a  healthy 
individual  living  in  a  physiological  way  would  secrete  about  a 
given  quantity  of  urine  with  certain  ingredients.  Any  marked 
deviation  would  indicate  a  pathological  condition ;  and  he  had 
long  believed  that  so-called  Bright's  disease  was  in  nearly  all  in- 
stances secondary  to  trouble  elsewhere,  more  especially  to  dis- 
turbance in  the  nutritive  system,  which  caused  increased  and  ab- 
normal work  to  be  done  by  the  kidneys.  The  nutrition  of  the 
kidneys  was  interfered  with,  and,  increased  work  being  added, 
the  renal  cells  underwent  retrograde  changes ;  and  instead  of 
getting  the. normal  constituents  of  the  urine,  one  found  by- 
products— products  indicative  of  incomplete  proteid  oxidation. 
fle  would  say  that  albumin,  when  it  came  from  the  kidneys, 
was  alwa^^s  indicative  of  pathological  changes  of  renal  proto- 
plasm ;  and  while  he  did  not  suggest  that  it  meant  a  fatal  issue, 
yet  it  should  be  considered  evidence  that  there  was  some  ab- 
normal process  beyond  the  kidneys,  which  should  be  corrected 
before  a  more  serious  state  ensued.  The  more  marked  de- 
generative changes  were  apt  to  be  preceded  by  secretion  of  a 
small  quantity  of  urine  of  high  specific  gravity,  high  color, 
super-acid,  and  one  should  always  seek  to  bring  the  urine  around 
to  its  normal  quantity  and  constituents  before  resorting  to  an 
important  operation.  He  had  repeatedly  seen  patients,  operated 
upon  when  secreting  scanty  urine  of  high  specific  gravity,  high 
color,  though  without  albumin  or  casts,  taken  to  the  autopsy 
table  within  twenty-four  or  forty-eight  hours,  or  showing  albu- 
min and  casts  and  serious  renal  symptoms  after  the  opei-ation. 
His  explanation  was  that  the  etherization,  which  implied  ab- 
sence of  oxidation,  had  caused  a  retrograde  change  along  the 
whole  line  of  tissue  metamorphosis,  and  granular  change  of  the 
kidneys  and  perhaps  of  other  organs.  After  relating  a  case  Dr. 
Porter  again  impressed  the  necessity  of  bringing  the  nutritive 
and  secretory  organs  into  line  before  operating. 

Dr.  Charles  Heitzmann  said  that  as  he  was  known  to  be  a 
lighter  he  could  not  be  expected  to  agree  with  all  the  previous 
speakers  had  said.  He  was  surprised  to  hear  a  paper  on  urin- 
alysis in  gynecology  which  only  dealt  with  albumin  and  cor- 
puscles in  the  urine,  scarcely  mentioning  casts,  and  seeking  only 
to  diagnose  the  condition  of  the  kidneys  themselves.  One 
should  distinguish  between  essential  albuminuria  and  albumin- 
uria  of   kidney  disease.     With   albumin,  pus   corpuscles,   but 
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especially  kidney  epithelium,  one  could  be  sure  there  was  a  cer- 
tain amount  of  so-called  Bright's  disease.  His  Philadelphia 
friend  had  operated  on  two  cases  in  which  there  was  atrophied 
kidney,  and  the  patients  had  died.  Was  it  possible  that  our  mi- 
croscopic and  physical  signs  could  not  enable  us  to  make  a  diag- 
nosis in  such  cases?  Of  course  the  patient  would  die!  A  few 
casts  and  albumin  were  not  a  contra-indication  to  operating,  it 
was  true.  Then  there  were  some  cases  in  which  but  one  kidney 
was  diseased.  There  was  a  form  of  kidney  disease  with  little 
albumin,  which  was  a  serious  form  because  it  led  to  cirrhosis 
of  the  organ  ;  such  cases  did  not  stand  ether  well. 

But  while  the  kidneys  were  themselves  very  important  or- 
gans, and  it  was  desirable  to  know  their  condition  as  far  as 
it  could  be  determined  by  examination  of  the  urine,  yet 
urinalysis  should  reveal  more  of  the  patient's  condition.  It 
should  and  would  reveal  the  constitutional  state.  Kot  only 
that,  but  by  urinalysis  he  had  often  diagnosed  such  con- 
ditions as  endometritis,  masturbation,  tumors  of  the  uterus, 
sarcoma  of  the  kidney,  etc.  Among  the  amusing  cases  related 
by  the  speaker  was  that  of  a  woman  whom  a  friend  out  of 
the  city  was  about  to  marry,  but  grew  suspicious  of  her  vir- 
tue, and  by  a  little  diplomacy  procured  through  the  chamber- 
maid a  specimen  of  her  nrine,  which  Dr.  Heitzmann  examined, 
and,  diagnosing  endometritis,  advised  him  not  to  marry  her. 
Another  related  to  a  specimen  of  urine  from  a  woman  whose 
husband  had  lost  one  arm  in  the  Confederate  army.  In  ad- 
vising Dr.  Kelly  to  extend  his  schedule  in  urinalysis,  Dr. 
Heitzmann  expressed  fear  that  Baltimore  and  Philadelphia 
were  too  far  away  from  ]S^ew  York. 

The  Chairman  asked  Dr.  Kelly  a  few  questions,  among 
them  whether  the  frequency  of  nephritis  in  cases  of  malignant 
disease  might  not  be  explained  by  the  constitutional  condition 
producing  the  nephritis. 

Dr.  Kelly'  made  some  closing  remarks.  He  had  been  struck 
by  Dr.  Heitzmanirs  w^onderful  power  of  making  a  diagnosis  in 
the  cases  related,  but  what  had  puzzled  him  most  was  how  he 
had  been  able,  by  examining  the  woman's  urine,  to  tell  that  her 
husband  had  only  one  arm ! 

A  vote  of  thanks  was  tendered  the  gentlemen  who  had  come 
from  distant  cities  and  given  the  Section  the  benefit  of  their 
experience. 
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Meeting  of  March  IGth,  1893. 
The  President,  Wm.  H.  Taylor,  M.D.,  in  the  Chair. 
Dr.  Byron  Stanton  read  a  paper  on 

SYMPHYSIOTOMY.' 

Dk.  C.  a.  L.  Reed. — 1  feel  this  subject  is  a  little  foreign  to 
me,  and  it  is  one  which  has  been  brought  to  my  attention  by 
Dr.  Zinke  in  a  case  where  1  was  called  in  consultation,  in  which 
he  advised  syniphysiotomj.  That  was  a  case  in  which  the  con- 
jugate diameter  was  perhaps  in  excess  of  the  minimum  limit 
described  in  the  paper  this  evening — viz.,  two  and  three-fourths 
inches — and  the  deformity  was  an  oblique  deformity,  with  the 
ilium  of  the  left  side  pressed  in  under  the  normal  axis  of  the 
pelvic  outlet  and  diminishing  the  transverse  diameter  without 
increasing  the  antero-posterior.  The  operation  suggested  by 
Dr.  Zinke  was  declined,  and  when  urged  by  myself  was  again 
declined,  and  the  woman  very  foolishly  consented  to  sub- 
mit to  the  much  more  dangerous  operation  by  the  traction 
forceps.  I  think  I  make  that  remark  advisedly.  Forcible  ex- 
traction by  means  of  the  traction  forceps  is,  to  my  mind,  a 
procedure  much  more  dangerous  than  symphysiotomy,  particu- 
larly when  you  have  a  pelvis  of  this  character  to  deal  with. 
It  is  not  like  dealing  with  a  normal  pelvis,  in  which  you  have 
normal  diameters  and  a  normal  axis  through  which  to  perform 
the  manipulation.  There  is  always  undue  pressui-e,  and  this 
pressure  was  exemplified  in  this  case.  I  have  seen  vaginal  fis- 
tula, from  which  the  patient  recovered.  The  pressure  was  such 
as  to  induce  a  fistula,  although  great  care  was  exercised  to  pre- 
vent the  catching  of  a  fold  in  the  arch.  It  is  highly  gratifying 
to  feel  that  recent  progress  has  brought  an  expedient  to  our 
hands  in  these  cases  which  offers  better  results  than  have  here- 
tofore been  achieved.  When  Hirsch  thought  that  this  was  the 
operation  of  the  future,  I  believe  he  echoed  what  will  be  true. 
The  technique  is  certainly  very  similar.  I  had  in  my  mind  a 
thought  that  has  been  somewhat  condemned  by  the  statement 

'  See  origiaal  article,  p.  403. 
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that  the  only  case  of  death  in  the  United  States  was  one  of 
traumatism  resulting  from  the  use  of  a  saw.  It  has  occurred 
to  me  that  the  ideal  way  to  make  this  operation  is  simply  to 
take  a  curved  shield  and  saw,  and  in  this  manner  the  articula- 
tion could  be  quickly  severed.  I  think  it  very  essential  for  the 
protection  of  the  underlying  viscera  that  a  sheath  be  placed 
there.  The  saw  goes  through  the  bone  without  any  resistance. 
Even  a  bleached  beef  bone  as  hard  as  flint  yielded  to  the  saw 
as  readily  and  easily  as  tissue  to  the  knife.  The  saw  I  refer  to 
is  constructed  with  a  pistol  handle,  and  is  a  chain  saw  operated 
by  a  motor.  The  blade  is  not  thicker  than  the  chain  saw 
itself  and  runs  with  a  tremendous  velocity,  and  has  all  the 
advantages  of  the  saw  generally.  It  can  be  taken  apart  almost 
instantly  and  can  be  readily  cleansed.  I  have  seen  the  Gal- 
biati  knife,  and  it  seems  to  me  I  would  almost  as  lief  take  a 
pair  of  edge  cutters  as  that,  particularly  if  I  was  dealing  with  a 
woman  advanced  in  years.  However,  I  think  if  I  was  suddenly 
confronted  with  the  necessity  of  performing  this  operation,  I 
could  get  the  symphysis  divided,  even  if  I  did  not  have  special 
instruments. 

Dr.  EowDf  RiCKETTs. — It  does  seem  to  me  that  the  saw  to 
which  Dr.  Reed  refers  is  the  instrument  to  use  in  this  opera- 
tion. It  is  not  very  long  since  I  observed  the  manipulation  of 
this  saw,  and  the  shield  of  which  Dr.  Reed  speaks  has  since  been 
added.  With  this  saw  one  is  able  to  cut  through  the  cranium 
without  any  danger  of  injuring  the  dura  ;  he  can  go  down  to 
the  dura  with  the  saw  without  any  danger  whatever.  The  dan- 
ger of  injuring  the  urethra,  spoken  of  by  the  essayist,  necessitat- 
ing the  introduction  of  a  catheter  for  the  purpose  of  pushing  it 
to  one  side,  I  do  not  think  is  to  be  mentioned  in  the  use  of 
the  saw.  I  cannot  see  how  there  is  more  risk  in  using  the  saw 
than  in  using  the  knife  ;  and  having  seen  the  saw  work  so 
nicely,  it  came  to  my  mind  as  the  instrument  par  excellence  for 
this  procedure.  AVithin  ten  minutes  after  incision  through  the 
tissue  the  operation  can  be  completed. 

Dr.  Wenning. — One  objection  to  the  saw,  in  my  opinion, 
would  be  that  it  does  not  cut  as  clean  as  a  knife,  and,  while  it 
mio^ht  do  with  bone,  it  seems  to  me  that  for  cartilage  a  knife 
would  be  better  than  a  saw.  To-day  I  glanced  over  an  article 
in  which  the  author  stated  that  with  a  certain  separation  there 
was  a  dislocation.  It  requires  very  close  calculation  as  to  the 
amount  of  opening  needed  to  know  whether  the  operation  is 
necessary  or  not.  It  is  very  amusing  to  pick  up  works  on  ob- 
stetrics of  only  a  year  ago  and  see  how  this  operation  was  then 
condemned;  but  it  has  now  again  become  prominent,  for  opera- 
tions such  as  this  can  now  be  performed  with  asepsis  and  anti- 
sepsis. This,  of  course,  decreases  the  mortality  rate  of  this 
operation  as  well  as  of  other  operations.  If  symphysiotomy  will 
save  the  children,  it  will  of  course  receive  better  acceptance. 
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In  determining  whether  it  should  be  adopted  or  not  in  a  par- 
ticular case,  we  should  determine  the  diameters  of  the  pelvis. 
The  great  danger  is  that  operators  will  take  up  this  operation 
and  use  it  when  it  should  not  be  performed. 

Dr.  GustavZinke  concurred  most  heartily  with  what  the  last 
speaker  had  said,  in  that  he  believed  the  prosj^ects  were  that  the 
operation  .will  be  abused.  As  to  the  technique  of  the  operation, 
if  one  takes  the  trouble  to  read  carefully  Robert  P.  Harris'  de- 
scription as  given  at  the  last  meeting  of  the  American  Gynecolo- 
gical Society,  he  will  readily  understand  and  regard  it  a  compa- 
ratively easy  performance.  So  far  as  the  knife  is  concerned,  he 
thought  it  made  little  difference  whether  one  uses  Galbiati's  or 
any  otlier  knife  or  saw,  so  it  accomplishes  the  end  in  view.  It 
has  been  suggested  by  some  that  it  might  be  better  to  divide 
the  symphysis  to  one  or  the  other  side  of  the  cartilage,  as  osse- 
ous union  is  apt  to  be  more  prompt  and  firm.  This  is  yet  to  be 
determined  ;  the  results  obtained  by  division  of  the  cartilage 
have  been  quite  satisfactory.  The  operation  appears  to  be  simple 
enough,  but  if  not  executed  under  strict  aseptic  and  antiseptic 
precautious  it  will  prove  exceedingly  disastrous  to  the  mother. 
The  inortality  of  infants  born  under  symphj'siotomy  is  much 
greater  than  of  those  delivered  under  the  conservative  Cesarean 
section.  This  is  due  principally  to  the  delay  in  labor  caused  by 
insufficient  or  slow  dilatation  of  the  os. 

Symphysiotomy  has  not  been  confined  to  cases  of  contracted 
pelvis;  it  is  recommended  in  cases  of  certain  malpositions  of  the 
head  and  when  impaction  occurs  which  cannot  be  relieved.  !No 
matter  what  the  cause  of  the  impaction  may  be,  in  an  otherwise 
normal  pelvis,  he  believes  that  conditions  may  arise  which  would 
make  symphysiotomy  not  only  justifiable,  but  any  other  effort  at 
delivery  on  the  part  of  the  obstetrician  an  error  of  judgment. 
Take,  for  instance,  an  impacted  head  (occipito-posterior),  the  child 
still  living,  the  soft  parts  of  the  pelvis  dry  and  edematous,  the 
lower  segment  of  the  uterus  extremely  attenuated,  and  the  con- 
traction ring  visible  ;  it  would  be  a  very  dangerous  thing  to  at- 
tempt the  introduction  of  the  hand  with  the  view  of  carrying  the 
head  above  the  brim  in  order  to  flex  the  head  and  change  its 
position  (occipito-anterior),  or  to  appl}'  the  forceps,  and  it  would 
be  a  still  greater  mistake  to  perform  craniotomy. 

The  amount  of  room  gained  in  consequence  of  the  separation 
of  the  symphysis  varies  according  to  the  age  of  the  patient.  The 
older  the  patient  and  the  fewer  children  she  has  had,  the  less  the 
amount  of  separation;  on  the  other  hand,  in  young  women  at 
the  end  of  term  the  separation  may  be  very  considerable.  Ex- 
periments upon  pelves  in  cases  where  death  did  not  follow  par- 
turition amount  to  nothing.  Experiments  upon  the  pelves  of 
women  who  have  died  either  shortly  before  or  after  parturi- 
tion alone  can  give  a  correct  estimate  as  to  how  much  room 
there  may  be  gained  by  this  operation.     Of  the  first  forty-one 
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operations  reported  bj  Harris,  the  minimum  amount  of  sepa- 
ration was  about  three  centimetres,  the  maximum  nine  centi- 
metres. 

One  of  the  speakers  spoke  of  the  difficulty  in  determining 
the  diameters  of  the  pelvis.  lie  thought  that  difficulty  will  be 
overcome  in  proportion  to  the  increase  of  better  facilities  for  the 
teaching  of  obstetrics  in  our  medical  colleges  and  hospitals. 
When  pelvimetry  is  more  thoroughly  and  persistently  taught, 
and  students  and  practitioners  are  more  impressed  with  the  ne- 
cessity of  taking  the  pelvic  measurements  of  every  woman  who 
is  placed  before  them  for  the  purpose  of  delivery,  in  whom  there 
is  reason,  from  an  ordinary  examination,  to  believe  that  the 
capacity  of  the  pelvic  cavity  is  less  than  normal,  the  mortality  of 
the  new-born  will  be  reduced  to  a  minimum. 

In  the  case  mentioned  by  Dr.  Reed,  and  which  the  speaker 
saw  before  him.  all  the  diameters  were  curtailed,  principally  the 
transverse.  The  measurements,  internal  and  external,  showed 
considerable  diminution  in  the  calibre  of  the  pelvic  cavity.  He 
suggested  symphysiotomy,  and  was  satisfied  a  living  child  might 
have  been  delivered  under  this  operation  in  this  case.  It  was 
not  a  case  for  Cesarean  section.  Nor  was  the  case  upon  which 
he  performed  successfully  Cesarean  section  about  three  weeks 
ago  one  for  hysterotomy /><^/'  se,  but  certain  complications  arose 
which  necessitated  Cesarean  section.  Had  he  resorted  to  sym- 
physiotomy the  child's  life  surely  would  have  been  s^icrificed. 

The  exact  sphere  or  limitation  of  Cesarean  section  and  sym- 
physiotomy it  is  difficult  to  define.  Every  man  must  act  upon 
his  own  judgment  in  the  cases  before  him.  We  can  no  longer 
say  that  Cesarean  section  is  justifiable  only  when  contraction 
of  tlie  pelvis  exists  to  a  certain  degree,  and  that  all  in  excess 
of  this  belongs  to  symphysiotomy.  Other  conditions  must  be 
taken  into  consideration.  The  best  time  to  perform  symphy- 
siotomy, in  his  estimation,  would  be  at  the  end  of  the  first  stage 
of  labor. 

Dk.  Palmer. — I  have  been  quite  well  impressed  with  this  ope- 
ration, and  I  think  it  has  a  very  favorable  field  opened  up  before 
it,  but  I  am  disposed  to  think  that  this  field  is  a  limited  one. 
While  this  operation  encroaches  upon  podalic  turning,  the  use 
of  forceps,  and  Cesarean  section,  still  I  think  its  application  is 
limited.  It  is  indicated  when  the  pelvic  diameter  of  the  brim 
is  from  three  and  one-fourth  to  two  and  three-fourths  inches,  but 
of  course  we  can  never  measure  the  exact  size  of  the  head  or  of 
the  other  diameters.  It  is  interesting  to  estimate  how  much  the 
pelvis  is  enlarged  by  the  opening  between  the  pubic  bones.  As 
I  understand  it,  the  separation  of  one  centimetre  (about  two- 
fifths  of  an  inch)  amounts  to  about  one-twelfth  of  an  inch 
increase  of  the  conjugate  of  the  brim.  It  is  possible  to  safely 
separate  the  pubic  bones  about  three  inches,  and  that  implies 
that  you  can  elongate  the  antero-posterior  diameter  of  the  brim 
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about  three-fourtlis  of  an  inch.  You  may  estimate  about  one- 
fourth  of  an  inch  enlargement  of  the  true  conjugate  of  the  brim 
to  every  inch  of  separation  of  the  pubic  bones.  I  do  not 
think  it  matters  very  mucli  just  how  this  operation  is  done. 
Some  advise  dividing  the  symphysis  from  belovr  upward  and 
some  from  above  downward.  Some  liave  used  the  curved 
director  and  others  have  -used  various  forms  of  tlie  Galbiati 
knife.  I  saw  the  case  in  whicli  Dr.  Zinke  made  the  Cesarean 
section.  In  tliis  case  the  cervix  was  so  obstructed  by  the  forma- 
tion of  cicatricial  tissue  that  the  linger  could  not  be  introduced 
into  the  cervical  canal,  although  she  bad  been  in  labor  some 
hours.  It  seemed  a  fair  case  in  which  to  perform  Cesarean  sec- 
tion. He  had  to  dilate  the  os,  so  as  to  admit  of  drainage,  before 
the  Cesarean  section  was  made.  If  symphysiotomy  liad  been 
made,  of  course  it  would  have  been  very  difficult  to  draw  the 
child  through  the  rigid  os  uteri.  I  have  no  doubt  you  can  make 
an  easy  division  of  the  symphysis  pubis  with  the  saw,  but  I 
have  my  doubts  whether  the  parts  will  heal  as  readily  as  if  the 
section  had  been  made  with  the  knife. 

Realizing  what  is  true  as  to  the  relative  enlargements  of  the 
various  pelvic  diameters  by  symphysiotomy,  it  must  be  apparent 
that  the  operation  is  best  indicated  in  the  symmetrically  con- 
tracted pelvis,  the  justo-minor.  It  seems  to  me,  moreover,  that 
its  range  of  application  might  at  times  call  for  its  use  in  cases 
of  impaction  of  the  fetal  head  in  occipito-posterior  and  mento- 
posterior positions. 

Dr.  Reamy. — As  I  understand,  my  friend  Dr.  Zinke  stated 
that  this  operation  would  have  application  even  in  some  cases 
of  malposition  of  the  head  where  there  is  not  deformity  of  the 
pelvis.  I  would  like  to  take  issue  with  that  statement,  for  I 
can  conceive  of  no  such  condition.  I  have  never  seen  a  case  of 
impaction  of  the  head  that  would  have  been  improved  by  in- 
creasing the  pelvic  diameter.  The  resistance  in  these  cases  is 
very  largely  the  resistance  offered  by  the  uterus,  which  would 
be  overcome  by  correcting  the  position  of  the  head,  and  there- 
fore I  am  entirely  unable  to  see  how  it  would  be  justifiable  to 
increase  the  woman's  danger  by  inflicting  a  deformity  on  the 
pelvis.  If  this  was  the  cause  the  obstetrician  should  correct  the 
position  of  the  head.  If  it  had  been  caused  by  irregular  uterine 
contractions  just  above  the  so-called  ring  of  Bandl — and  I  have 
seen  four  cases  of  this  character — to  increase  the  pelvic  diameter 
would  do  no  good,  for  the  delivery  could  not  take  place  until 
the  resistance  was  overcome  by  relaxation  of  the  contraction. 
If  it  is  a  case  of  occipito-posterior  position  of  the  head,  all  the 
increase  you  could  obtain  in  the  conjugate  diameter  would  do  no 
good  ;  and  even  if  it  would,  it  would  be  much  easier  to  simply 
correct  the  position.  The  patient  could  be  put  under  an  anes- 
thetic, and  the  obstetrician  could  introduce  his  finger  and  cor- 
rect the  position  of  the  child,  carrying  his  hand  into  the  uterus 
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if  necessary.  Either  or  any  of  these  manipulations  conlcl  be 
accomplished  with  much  more  safety  to  the  woman  and  the 
child.  The  difficulty  is  not  in  the  least  relieved  when  the 
symphysis  is  divided,  for  that  will  not  correct  the  position  of 
the  head. 

It  is  not  necessary,  in  order  to  maintain  my  position,  that  I 
should  go  on  and  deliver  a  lecture  on  obstetrics  to  gentlemen 
who  know  as  much  about  it  as  I  do.  It  is  not  necessary  to 
speak  of  the  various  malpositions  of  the  head  which  might 
exist.  If  the  child  be  hydrocephalous  it  had  better  be  delivered 
dead  than  alive.  The  doctorhasmade  the  point  that  craniotomy 
would  increase  the  dangers  to  the  mother.  It  would  take  her, 
as  it  were,  out  of  the  jaws  of  death  and  take  every  danger  from 
her  in  ten  minutes'  time.  Instead  of  inflicting  a  trauma  on  the 
mother  you  simply  open  the  head  of  the  child.  A  skilful  sur- 
geon could  do  craniotomy  without  the  slightest  damage  to  the 
tissues  of  the  mother.  Yon  could  open  the  head  of  the  child, 
under  such  circumstances,  if  yon  had  to  go  in  through  the  ma- 
lar bone,  and  inflict  no  trauma  on  the  mother.  There  might 
be  circumstances  under  which  I  would  do  craniotomy  upon  a 
living  child,  but  that  is  not  in  the  discussion.  Another  point: 
I  think  the  operation  should  be  done  after  the  first  stage  of 
labor  has  closed.  This  is  true  if  the  pelvic  deformity  be  so 
great  that  the  head  cannot  descend  far  enough  to  cause  a  dilata- 
tion. This  is  one  of  the  most  important  factors  in  arresting  the 
dilatation.  Consequent  upon  this  mechanical  difiiculty,  the  case 
would  be  prepared  for  Cesarean  section  or  some  other  treat- 
ment. Where  the  obstruction  is  not  so  great  as  this  it  would 
probably  be  better  to  let  the  dilatation  go.  This  is  for  two  rea- 
sons. One  would  be  the  delivery  of  the  child  so  much  sooner 
after  the  traumatism,  and  the  other  would  be  the  waiting  a  little 
time  for  this  dilatation  and  assuring  the  obstetrician  that  the 
deformity  was  such  as  to  demand  the  operation,  for  all  of  us 
have  had  cases  in  which  the  dilatation  was  slow.  Certainly,  con- 
sidering the  difiiculties  from  a  mechanical  point  of  view,  if  the 
bridged  diameter  is  the  conjugate  it  would  not  be  so  well  to 
make  the  division  at  any  point  as  in  the  cartilaginous  union,  for 
the  simple  reason  that  the  object  is  to  increase  the  conjugate 
diameter,  and  the  separation  of  the  pubic  bones  following  the 
division,  other  things  being  equal,  would  be  greater  if  made  in 
the  centre.  If  you  made  the  incision  to  one  side  of  the  sym- 
physis there  wonld  be  less  influence  on  the  conjugate,  for  the 
influence  on  the  conjugate  would  be  almost  entirely  on  one  side. 
It  is  not  objectionable  that  the  incision  be  made  through  the 
cartilage;  surgically  it  is  better.  As  to  the  use  of  the  saw, 
if  it  were  a  bone  to  be  divided  the  saw  would  certainly  be  pre- 
feral)le.  But  as  it  is  cartilage,  and  can  be  divided  easily  with 
any  cartilage  knife,  I  think  the  saw  is  not  desirable ;  and  the 
rapidity  with  which  the  saw  cuts  involves  the  necessity  that 
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you  be  perfectly  certain  that  it  touches  nothing  else.  It  cer- 
tainly is  more  important  that  a  man  simply  be  cool  and  under- 
stand the  anatomy  of  the  parts  than  that  he  spend  much  time 
in  the  selection  of  instruments.  There  is  not  a  man  in  the 
house,  I  have  not  a  doubt,  who  could  not  perform  the  opera- 
tion with  perfect  safety  with  the  ordinary  cartilage  knife. 


ABSTRACTS. 


1.  Gaillard,  L.:  Cholera  and  Pregnancy  {Arch,  de  Toe. 
et  de  6^^;i,.,  January,  1893). — Pregnant  women  seem  to  be  spe- 
cially exposed  to  danger  during  epidemics  of  cholera.  Laveran, 
in  his  "  Dictionnaire  Encyclopedique,"  says  :  "  If  cholera  super- 
vene during  pregnancy  the  fetus  dies  and  is  prematurely  expelled. 
Abortion  aggravates  the  condition  of  the  mother,  the  danger 
increasing  with  each  month  of  pregnancy.  Should  the  attack 
of  cholera  i)e  light  the  abortion  may  not  occur.  When  abor- 
tion or  labor  does  take  place  it  is  during  the  reaction  and 
not  in  the  algid  period.  The  patient  falls  into  a  torpid  con- 
dition. When  pregnancy  has  reached  term  the  result  is  usually 
fatal." 

During  the  epidemic  of  1866  Horteloup  had  under  his  care 
eleven  pregnant  women  attacked  by  cholera,  of  whom  nine 
aborted,  eight  died  on  the  first  or  second  day  following  the 
abortion,  one  died  before  there  was  time  to  miscarry.  The 
same  year  Potain  witnessed  the  death  of  two  women  under  the 
same  conditions,  one  of  whom  aborted.  One  woman,  advanced 
eight  and  one-half  months  in  pregnancy,  died  in  less  than  twen- 
ty-four hours  ;  a  post-mortem  Cesarean  section  was  performed, 
but  the  fetus  had  died  before  the  mother.  Moutard-Martin, 
however,  reported  more  favorable  cases  at  ever}'^  stage  of  preg- 
nancy. 

Of  seven  cases  observed  by  Gaillard  in  the  epidemic  of  1892 
five  terminated  fatally,  two  were  lightly  attacked  and  recovered. 
Of  the  fatal  cases,  1  was  seven  months  pregnant.  The  fetus 
was  expelled  on  the  second  day.  Intravenous  transfusion  was 
resorted  to.  The  patient  died  on  the  sixth  day.  2.  Eight  months 
pregnant.  Fetus  died  on  the  sixth  day  ;  was  not  expelled.  Death 
on  the  eighth  day.  3.  Six  months  pregnant.  Intravenous  trans- 
fusion performed  on  the  fourth  day.  Death  of  fetus  on  seventh 
day.  No  expulsion.  Patient  died  on  tenth  day.  4.  Patient  six 
months  pregnant  and  victim  of  pulmonary  tuberculosis.    Death 
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of  fetus  on  ninth  day  ;  no  expulsion.  Death  on  fourteenth 
day.  5.  Eio;ht  months  pregnant.  Fetus  died  before  patient 
entered  hospital ;  was  expelled  the  eleventh  day.  Intravenous 
transfusion  in  extremis.  In  four  of  these  cases  the  symptoms 
at  first  did  not  seem  to  point  to  a  fatal  result,  and  had  preg- 
nancy not  existed  Gaillard  would  have  been  confident  that  ener- 
getic treatment  would  result  in  a  cure.  He  accounts  for  the 
mortality  by  the  fact  that  the  organism  during  pregnancy  is  in 
a  condition  of  diminished  resistance,  and  the  comma  bacillus 
easily  invades  it. 

Premature  labor  might  possibly  save  the  child — probably  not 
— while  it  woukl  surely  kill  the  mother. 

A.  E.  s. 

2.  Gaillard,  L.:  Cholera  axd  Lactation  {Ao^ch.  de  Toe.  et 
de  G)jn.^  iMarch,  1893). — From  observations  of  four  hundred 
cases  of  cholera  the  author  states  it  as  his  opinion  that  preg- 
nancy constitutes  by  far  the  most  serious  complication,  ranking 
before  even  senile  debility,  alcoholism,  and  phthisis.  Lactation, 
however,  does  not  seem  to  be  a  serious  complication.  Out  of 
ten  patients  attacked  with  cholera,  all  of  whom  were  nursing 
their  own  children,  and  several  of  whom  were  in  a  state  of  ex- 
treme debility,  six  recovered. 

The  mammary  glands  are  very  frequently  engorged  and  pain- 
ful. The  diarrhea  of  cholera,  which  suppresses  the  activity  of 
the  kidneys,  dries  tubercuLjus  cavities,  and  causes,  as  if  by  magic, 
the  disappearance  of  hydrothorax,  ascites,  and  edema,  has  no 
analogous  action  upon  the  secretion  of  milk.  Magendie  finds 
an  explanation  of  this  phenomenon  in  the  situation  of  the  mam- 
mary arteries  near  the  heart. 

A.  R.  s. 

3.  '^gutex-Khac  Can  (Algeria) :  Influence  of  a  Single 
Ligature  of  the  Cord  upon  Delivery  {Arch,  de  Toe.  et  de  Gyn., 
February,  1893). — Out  of  sixty-eight  cases  of  labor  with  double 
ligature  of  the  cord  there  were  four  cases  of  retention  of  the 
placenta ;  and  out  of  one  hundred  and  forty-six  cases  with  a  sin- 
gle ligature,  only  two  cases  of  retention.  The  dui'ation  of  delivery 
of  the  placenta  was  much  longer  in  the  first  cases,  averaging 
sixty-four  minutes,  while  in  the  second  it  gave  an  average  of 
twenty-seven  miuutes.  Whatever  the  mechanism  of  placental 
delivery,  utero-placental  hemorrhage  contributes  to  the  result 
either  by  pushing  the  placenta,  as  air  pushes  the  piston  in  a 
cylinder  (Baudelocque),  or  by  throwing  the  placenta  into  folds 
and  thus  diminishing  the  surface  in  contact  with  the  uterus. 

Witli  a  single  ligature  the  evacuation  of  placental  blood 
through  the  cord  creates  a  fiow  of  blood  from  the  uterine  sinuses, 
or  a  utero-placental  hemorrhage,  favoring  separation  of  the  pla- 
centa;  the  uterus  being  essentially  a  reflex  organ,  any  disturb- 
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ance,  siicli  as  liemorrhage,  initiates  contractions  which  hasten 
the  expulsion.  Moreover,  tlie  placental  liemorrhage,  diminish- 
ing the  volume  of  the  placenta  and  throwing  it  into  folds,  expe- 
dites its  delivery. 

Gavilan  considers  most  cases  of  retention  of  the  placenta 
due  to  the  pressure  of  external  air  upon  its  fetal  surface.  Sim- 
ple ligature  determining  a  placental  hemorrhage  diminishes  the 
volume  and  the  uterine  and  fetal  surfaces  of  the  placenta  by 
shortening  the  diameter  of  the  disc,  and  the  utero-placental  hem- 
orrhage upon  the  uterine  surface  of  the  placenta  causes  a  pres- 
sure contrary  to  the  external  pressure. 

Double  ligature  should  be  reserved  for  cases  of  twin  preg- 
nancy. 

A.  R.  s. 


4.  fiicHELOT :  Surgical  Intervention  in  Severe  Cases  of 
Pelvic  Neuralgia  {Arch,  de  Toe.  et  de  Gyn..,  January,  1893). — 
A  serious  responsibility  rests  upon  the  shoulders  of  the  surgeon 
who  undertakes  a  radical  operation  for  the  cure  of  uterine  and 
ovarian  pains  sine  materia.  The  patients  usually  possess  healthy 
organs,  and  are  often  young  women  capable  of  bearing  children ; 
even  in  older  women  the  gravity  of  the  operation  and  the  un- 
certainty of  the  result  should  prevent  temerity.  Only  the  most 
severe  cases,  absolutely  non-amenable  to  all  conservative  treat- 
ment, should  justify  the  operation.  One  exception  only  exists, 
that  of  women  whose  social  condition  is  such  that  rest  and  pro- 
longed treatment  are  an  impossibility.  The  common  sense  of 
the  physician  must  be  trusted  to  decide  upon  the  proper  course 
in  such  cases.  Richelot  expressly  states  that,  in  considering  the 
utility  of  a  radical  operation  for  neuralgia,  he  means  only  the 
most  severe  type  of  pain,  situated  in  the  uterus  or  the  appen- 
dages, corresponding  to  no  discoverable  lesion,  and  accompanied 
by  a  general  neuropathic  condition. 

It  is  not  to  the  point  to  say  that  a  surgeon  does  not  amputate 
the  arm  for  relief  of  pain  in  the  shoulder  ;  that  the  relief  afforded 
by  the  operation  is  due  to  the  fact  that  neuropaths  are  cured  by 
anything  or  by  nothing,  if  only  they  can  be  convinced  that  the 
proper  thing  is  being  done  for  them.  If  a  woman  has  been  sub- 
jected to  prolonged  treatment,  if  everything  possible  has  been 
done  for  her  relief  with  no  beneficial  results,  if  she  has  been 
bed-ridden,  and  if  after  the  operation  she  is  without  pain,  arises 
and  resumes  her  ordinary  avocations,  it  is  difficult  to  resist  the 
conclusion  that  this  altered  condition  is  a  direct  result  of  the 
surgical  intervention. 

Laparatomy  and  vaginal  hysterectomy  are  the  two  procedures 
under  consideration.  The  former  may  be  limited  to  a  simple 
exploration,  or  include  rupture  of  adhesions,  partial  resection  of 
an  ovary,  unilateral  castration,  or  bilateral  extirpation  of  ovaries 
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and  tubes.     The  latter  maj  mean  ablation  of  the  uterus  alone  or 
of  the  appendages  as  well. 

Up  to  the  pi'esent  day  laparatomj  has  been  the  only  operation 
discussed.  Richelot  considers  it  far  inferior  to  vaginal  hysterec- 
tomy. He  has  himself  performed  the  latter  fifteen  times  for 
cases  only  partially  cured  by  ovariotomy,  in  live  of  which  the 
neuralgia  was  the  chief  symptom.  In  all  of  them  the  result 
was  good. 

Out  of  nine  cases  of  hysterectomy  not  secondary  to  lapara- 
tomy,  eight  were  successful.  One  of  tbe  patients  no  longer 
complains  of  pelvic  pains,  but  has  fatal  cardiac  disease  ;  two  have 
been  relieved  of  the  pelvic  pain,  but  complain  of  slight  neuralgia 
elsewhere ;  five  are  perfectly  well  after  a  lapse  of  six,  ten,  and 
eleven  months,  and  in  one  case  five  years.  The  operation  has 
to  recommend  it  its  relative  simplicity,  the  fact  that  there  is 
little  use  in  preserving  the  uterus  after  removal  of  the  ovaries, 
besides  many  theoretical  reasons  in  favor  of  total  extirpation. 
Extreme  caution,  however,  should  be  exercised  in  deciding 
whether  or  not  to  operate. 

A.  R.  s. 

5.  Blaxc,  Edmond  :  Dystocia  dce  to  Imperfect  Ossifica- 
tion OF  the  Fetal  Head  {Arch,  de  Toe.  et  de  Gyn.,  April, 
1893). — At  the  termination  of  a  normal  pregnancy,  with  normal 
pelvis  and  a  normal  condition  of  the  fetus,  we  sometimes  find 
that  labor  is  unduly  prolonged;  that  regular  and  forcible  con- 
tractions are  of  no  effect;  that  the  head  becomes  fixed  in  the 
excavation,  in  which  it  ought  to  make  easy  progress,  flexion 
being  incomplete  or  exaggerated,  or  some  faulty  inclination  of 
the  head  or  abnormal  rotation  interrupting  the  normal  progress 
of  labor.  After  long  and  fatiguing  efforts  uterine  inertia  super- 
venes and  the  forceps  are  called  into  requisition.  Upon  exami- 
nation the  cranial  bones  are  found  to  yield  easily  to  pressure, 
giving  rise  to  parchment-like  crepitation.  The  fontanelles  and 
sutures  are  very  large.  In  short,  the  head  is  incompletely  os- 
sified, and  in  this  imperfect  development  is  found  the  cause  of 
the  tedious  laboi'. 

Strangely  enough,  this  subject  has  found  little  mention  in  the 
text  books.  The  three  things  to  be  considered  in  labor  are  the 
expulsive  force,  the  fetal  head  or  some  movable  body,  and  the 
parturient  canal.  The  ci*anium,  by  virtue  of  its  pliancy,  can 
adapt  itself  to  the  shape  of  the  canal  and  thus  add  a  modifica- 
tion, in  size  of  the  presenting  part,  to  the  advantages  obtained  by 
flexion.  It  is  easy  of  comprehension  that  too  great  ossification 
of  the  head  and  obliteration  of  the  sutures  cause  delay  in,  or 
arrest  of,  labor.  The  same  result  may  be  produced  by  the  op- 
posite condition,  althougli  one  would  naturally  suppose  that  an 
exceedingly  pliable  head  would  adapt  itself  peculiarly  well  to 
the   canal ;  on   the   contrarv,    the  soft  mass  will  flatten  itself 
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against  or  upon  any  obstacle  that  it  meets,  instead  of  piisliing  its 
way  past  it.  The  uterine  contraction  will,  instead  of  causing  it 
to  progress,  simply  result  in  the  production  of  a  distorted 
position. 

The  perineum,  especially  in  primiparae,  is,  however,  the  chief 
cause  of  trouble.  Instead  of  a  hard,  solid  body  which  moulds 
and  pushes  the  perineum  into  a  channel  for  its  passage,  a  soft 
mass  presents,  and  with  every  contraction  is  flattened  out  like  a 
ball  of  putty,  consequently  making  little  progress. 

These  heads  are  more  like  balls  partially  tilled  with  fluid  than 
like  solid  bodies  ;  the  propulsions  received  from  above  down- 
ward are  transmitted  to  every  part  of  the  mass,  which  is  pushed 
against  the  walls  of  the  excavation,  with  a  resulting  notable  in- 
crease of  passive  resistance. 

The  presence  of  a  non-ossified  head  having  been  determmed, 
we  should  not  forget  our  forceps.  The  dangers  of  this  abnormal 
condition  may  be  summed  up  as  follows:  tedious  labor,  mal- 
positions, rotations,  faulty  flexion,  arrest  of  the  head  in  the  ex- 
cavation of  the  pelvis  or  on  the  perineum,  the  necessity  of 
instrumental  delivery,  the  danger  of  cerebral  or  even  bulbar 
compression  through  the  cerebro-spinal  fluid. 

A.   E.    s. 

6.  Herrgott,  Alphonse:  A  Study  of  the  Pathogenesis  of 
PcTKRPERAL  EcLAMPSiA  {Annciles  de  OynScologie,  January  and 
February,  1S93). — According  to  Depaul  the  various  hypotheses 
in  regard  to  the  pathogenesis  of  puerperal  eclampsia  can  be 
tabulated  as  follows  :  1.  Eclampsia  is  due  to  cerebral  conges- 
tion. 2,  Eclampsia  is  a  neurosis.  8.  Eclampsia  is  the  result  of 
a  renal  lesion.  4.  Eclampsia  is  the  result  of  some  alteration  of 
the  blood. 

He  unhesitatingly  believes  the  fourth  hypothesis  to  be  the 
correct  one,  but  professes  ignorance  of  the  nature  of  the  altera- 
tion. Delore.  of  Lyons,  believes  that  eclampsia  is  of  bacterial 
origin.  Doleris  found  in  the  albuminous  urine  of  several  women 
a  micro-organism  characterized  by  long,  nodular  chains  composed 
of  short  bacillary  segments,  interrupted  at  intervals  by  small  or 
highly  refractiv^e  masses  or  series  of  masses.  The  inoculation  of 
rabbits  with  these  organisms  very  rapidly  caused  albuminuria. 
Doleris  eventually  formulated  the  following  conclusions :  1. 
Micro-organisms  may  be  found  in  the  bladder  of  pregnant 
women  independently  of  albuminuria,  and  not  of  renal  origin. 
2.  Albuminuria  is  met  with  in  five  per  cent  of  pregnant  women. 
Micro-organisms  are  constant  in  the  urine  of  these  patients,  with 
a  preponderance  of  streptococci.  3.  The  blood  of  pregnant 
women  suffering  from  albuminuria  almost  always  contains  micro- 
organisms, demonstrable  by  cultures.  4.  The  urine  and  the 
hlood,  of  certain  patients  suffering  from  eclampsia  and  albumin- 
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uria  contain  microbes,  which  increase  and  decrease  in  number 
with  tlie  convulsive  attacks  and  tlieir  subsidence. 

Finally,  in  a  third  report  to  the  Biological  Society,  Doleris 
states  that  lie  found  in  the  blood  of  five  patients  suffering  from 
eclampsia  a  crystalline  substance,  insoluble  in  water,  soluble  in 
acidulated  water  and  in  ether,  which  does  not  behave  toward 
coloring  matters  as  do  the  ptomaines,  but  which  causes  the  death 
of  rats  and  birds  into  which  it  has  been  injected.  The  existence 
of  a  toxic  substance  in  the  ])lood  of  tliose  suffering  from  eclamp- 
sia has  recently  been  confirmed  by  Chambrelant.  Boucliard 
demonstrated  the  fact  that  in  eclampsia  the  urine,  which  is 
eliminated  in  small  amount,  is  free  from  the  toxic  properties 
possessed  by  normal  urine.  Tarnier  and  Chambrelant  have 
shown  that  the  blood  of  these  same  patients  contains  more  toxic 
properties  than  normal  blood,  these  properties  becoming  more 
potent  as  the  eclampsia  is  more  severe. 

What  is  the  origin  of  W\\% poison  f  Is  the  toxine  produced  by 
the  patient  and  is  it  the  cause  of  the  eclam}>sia,  or  is  it  a  toxine 
secreted  by  a  microbe  which  finds  in  the  organism,  as  modified 
by  gestation,  a  ground  suitable  to  its  growth  and  development? 
In  other  words,  is  eclampsia  an  auto-  or  a  lieiero-wd^oXiow  ? 

E.  Blanc  in  1887  made  a  series  of  experiments  upon  rabbits, 
into  which  he  injected  a  microbe  found  in  the  urine  of  eclamptic 
l^atients,  with  the  following  results:  1.  General  convulsions, 
followed  sj^eedily  by  the  death  of  the  rabbit.  A  gravid  condi- 
tion caused  special  predisposition.  2.  Intense  inflammatory 
swelling  at  the  seat  of  inoculation.  This  occurred  in  animals 
which  had  resisted  the  grave  immediate  consequences;  it  was 
soon  followed  bj' sphacelus.  3.  Va?'ioi(s  accidents  of  ati  inflec- 
tions nature,  miliary  abscess,  phlebitis,  elevation  of  temperature. 
4.  Determination  ofl  renal  lesions  of  various  degrees  ofl  severity, 
and  albuminuria.  In  1839  Blanc  made  cultures  from  the  blood 
and  urine  of  patients  suffering  from  eclampsia,  and  found  a 
microbe  in  the  form  of  an  elongated  coccus  or  of  a  short  ba- 
cillus. 

The  author  conducted  a  series  of  experiments  with  the  blood 
and  urine  of  seventeen  women  suffering  from  eclampsia.  The 
results  were  negative  in  all  cases  of  inoculation  with  the  blood 
and  in  all  but  two  with  the  urine.  Of  six  rabbits  inoculated 
with  this  urine  four  died:  one  at  the  end  of  three  days,  one 
four  days,  a  third  five  days,  and  the  fourth  three  weeks. 

In  1892  Messrs.  Combemale  and  Y.  Bue,  as  a  result  of  ex- 
perimentation, declared  that  staphylococci  were  the  active  agents 
in  the  causation  of  puerperal  eclampsia  and  that  the  soluble 
products  of  the  staphylococci  are  capable  of  producing  eclamp- 
sia. 

Herrgott  believes,  in  conclusion,  that  the  convulsions  ob- 
served in  parturient  women,  which  are  characterized  by  the 
general  name  of  eclampsia,  may  be  produced  by  two  different 
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causes.  The  first  is  the  result  of  an  auto-intoxication  caused 
by  some  kidney  lesion,  as  observed  in  the  various  forms  of 
Bright's  disease.  Pregnancy,  doubtless,  may  produce  this  patho- 
logical condition,  and  certainly  always  aggravates  it  when  it 
pre-exists.  The  convulsive  attacks  in  these  cases  are  analogous 
to  those  observed  in  true  uremia  ;  the  urine  contains  or  has 
contained  debris  ©f  the  renal  epithelium,  and  albumin.  The 
second  variety  of  eclampsia  is  produced  by  a  special  patho- 
genic microbe,  which  finds  a  suitable  field  for  its  development 
in  the  organism  as  modified  by  pregnancy.  The  elevation  of 
temperature,  the  clinical  phenomena,  and  the  anatomical  lesions 
are  such  as  are  found  in  tlie  infectious  diseases.  The  albumin- 
uria, which  may  be  absent  (Charpentier  having  noted  one  hun- 
dred and  fourteen  cases  of  eclampsia  without  albuminuria),  is 
like  tliat  found  in  scarlatina,  diphtheria,  etc.  In  short,  every- 
thing goes  to  prove  that  there  is  a  type  of  eclampsia  which  is 
a  hetero-intoxication. 

It  is  probable,  although  not  yet  demonstrated,  that  the 
eclampsia  is  not  caused  directly  by  the  microbe,  but  by  the  ac- 
tion of  a  toxine,  produced  by  this  microbe,  upon  the  nervous 
system  modified  by  pregnancy.  Science  cannot  as  yet  prevent 
the  entrance  of  this  microbe,  but  it  can  diminish  its  effects  by 
antidotes,  either  in  the  form  of  intestinal  evacuants  or  bj'  di- 
uretics, chief  of  which  is  milk.  A  strict  milk  diet  in  such  cases 
cannot  be  too  strongly  insisted  upon. 

A.  K,  s. 

1.     POZZI,   S.  :      CoNSKRVATIVE     OPERATIONS    UPON    THE     OvAEY 

{Annales  de  6r?/n.,  March,  1893). — One  of  the  marks  of  the  prog- 
ress of  surgery  is  the  adoption  of  preservative  measures,  a  good 
example  of  which  is  seen  in  the  case  of  the  substitution  of  resec- 
tions for  amputations  in  operations  upon  bones  and  articulations. 
Might  not  the  same  principles  be  applicable  to  the  surgery  of  the 
ovaries  and  tubes? 

Pozzi  believes  in  this  possibility,  and  submits  the  results  of 
several  cases,  acknowledging  that  they  are  too  few  in  number  to 
permit  of  dogmatic  assertion  as  to  their  value,  but  hoping  that 
they  may  inspire  other  physicians  to  make  researches  in  the 
same  direction. 

When  the  appendages  and  ovaries  are  completely  degenerated, 
as  in  cases  of  pyosalpinx  with  ovarian  abscess,  or  complete  cystic 
transformation  of  the  ovary  and  parenchymatous  degeneration 
of  the  tubes,  it  goes  without  saying  that  there  is  but  one  method 
of  treatment — extirpation.  We  know,  however,  that  the  adnexa 
are  often  removed  when  the  lesions  are  of  less  extent — as,  for 
instance,  when  there  is  hydrosalpinx  with  a  relatively  healthy 
ovary,  one  over  which  are  closely  scattered  small  follicular  cysts; 
or  a  healthy  tube  and  an  ovary  inflamed,  or  afiected  by  sclerosis, 
micro  cystic  degeneration,  or  a  few  larger  but   sharply  limited 
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ojsts.  In  such  cases  there  is  something  to  be  hoped  for  from 
conservative  surgery.  Partial  resection  of  the  ovary  and  partial 
resection  of  the  tube  may  be  practised.  Pozzi  believes  the  latter 
operation  to  be  practically  useless,  as  no  tube  once  seriously 
inflamed  can  ever  be  restored  to  its  normal  condition.  The 
ovary,  however,  can  be  operated  upon  with  success.  Lesions 
limited  to  a  portion  of  the  ovary,  of  course,  offer  the  best  cliance 
of  cure,  such  as  an  isolated  cyst,  dermoid,  incipient  proligerous, 
large  follicular,  cyst  of  the  corpus  luteum.  The  technique  of 
the  operation  in  these  cases  is  simple.  A  probe  introduced  into 
the  tube  determines  its  permeability.  The  diseased  portion 
of  the  ovary  is  removed  by  means  of  two  incisions,  and  the  lips 
of  the  wound  are  stitched  together  with  catgut.  The  same 
maneuvre  may  be  resorted  to  in  the  case  of  microcystic  degene- 
ration when  there  is  left  a  band  of  healthy  ovarian  tissue. 
Pozzi  in  his  later  operations  has  united  the  fimbriated  extremity 
of  the  tube  to  the  remains  of  the  ovary  by  means  of  a  few 
stitches.  This  salpingorrhajyhy  prevents  the  tube  from  moving 
about  and  perhaps  forming  adhesions,  and  is  especially  useful  in 
cases  where  it  has  had  to  be  freed  from  adhesions  before  the 
operation. 

The  author  substitutes  ignijpuncture  for  resection  in  cases 
where  the  lesions  consist  of  scattered  small  cysts.  These  can 
easily  be  opened  and  their  inner  surface  cauterized.  When 
there  is  dilJuse  ovaritis,  and  the  ovary  is  filled  with  fluid,  the 
thermo-cautery  should  be  introduced  deeply  into  the  edematous 
stroma. 

It  might  be  urged  that  cicatricial  tissue  would  result  from 
ignipuncture  and  cause  new  cysts  by  interfering  with  the  nor- 
mal development  of  the  Graafian  follicles.  Pozzi  believes  that 
there  is  no  danger  of  this  occurrence  within  the  peritoneal 
cavity,  where  strict  asepsis  is  used,  when  the  eschar  is  absorbed 
without  inflammatory  process.  On  the  contrary,  the  observa- 
tions made  so  far  tend  to  prove  that  the  irritation  caused  by  the 
hot  iron  in  the  substance  of  sclerotic  tissues  favors  their  resorp- 
tion. Microcystic  degeneration  might  be  caused  by  ignipunc- 
ture if  the  glands  were  tubular  and  so  liable  to  become  oblite- 
rated at  the  openings  ;  but  the  follicles  are  closed,  and  those 
which  the  needle  has  not  penetrated  can  develop  perfectly. 

Pozzi  submits  tables  giving  the  results  of  twelve  cases,  of 
which  six  were  operated  upon  by  resection,  six  by  ignipuncture. 
The  results  in  all  have  been  favorable.  With  the  exception  of 
one  hysterical  patient,  all  have  been  entirely,  or  almost  entirely, 
relieved  of  pain.  Menstruation  has  occurred  with  great  regu- 
larity, and  in  several  cases  where  it  was  formerly  of  an  irregu- 
lar type  it  has  become  regular.  a.  r.  s. 

8.    LoiJBEAU,  E.  :    CoXl-RACTION-     OF    THE    UrETHRA    IN    WoMEIf 

{Arch,  cle  Toe.  et  de  Gyn.,  April,  1893). — This  disease,  common 
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enough  in  the  male,  is  of  great  raritj  in  the  female.  It  may  be- 
congenital,  but  is  more  often  acquired,  and  is  then  either  of 
gonorrheal  or  of  cicatricial  origin.  The  gonorrheal  form  is  ex- 
tremely rare.  Cicatricial  contractions  follow  ulceration  and 
traumatism.  Owing  to  the  dilatabilitj  of  the  canal  the  symptoms 
are  slow  in  appearing  ;  at  first  a  slight  difficulty  in  micturition 
is  experienced,  followed  by  the  sensation  of  a  real  obstacle,  a 
lessened  flow,  pain  in  the  pelvis,  groins,  and  loins.  Cystitis  may 
occur.  Catheterization  becomes  painful  or  impossible.  By 
vaginal  touch  the  urethral  thickening  may  sometimes  be  appre- 
ciated.    The  course  of  the  affection  is  progressive. 

Diagnosis  is  established  by  the  history  and  by  an  examination 
with  the  catheter.  Inflammatory  swelling  of  the  urethral  walls 
is  to  be  excluded,  as  well  as  spasm  of  the  urethra.  Some  polypi 
and  tumors  produce  a  real  contraction  of  the  canal,  but  can  be 
identified  by  patient  investigation.  Deviation  of  the  urethra  in 
cases  of  v^esico-vaginal  fistula  may  simulate  an  obliteration. 

The  treatment  must  vary  according  to  the  case — cauterization, 
incision,  electrolysis,  dilatation,  have  all  been  resorted  to.  The 
author  reports  a  case  of  contraction  due  to  cicatrization  follow- 
ing cauterization  for  the  removal  of  a  polypus.  The  passage 
was  almost  entirely  closed,  but  immersion  in  hot  baths  caused 
a  flow  of  urine  when  all  other  measures  had  failed.  Progressive 
dilatation  was  impossible,  as  no  bougie  or  catheter  could  be  in- 
troduced, hence  internal  urethrotomy  was  resorted  to.  A  nar- 
row bistoury  was  used,  introduced  horizontally  following  the 
normal  direction  of  the  urethra,  and  inserted  to  a  depth  of  a 
little  over  one  inch.  The  venous  hemorrhage  ensuing  was 
copious,  but  easily  controlled  by  comj)ression.  There  was  no 
post-operatory  incontinence  of  urine,  and  not  the  slightest 
fever. 

A.  K.   s. 
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THE  PRESENT  POSITION  OF  PELVIC  SURGERY.' 


L.  S.  McMURTRY.  M.D. 
Louisville,  Ky. 


It  is  my  first  duty  and  privilege  to  tliauk  y<ai  for  the  honor 
yon  have  conferred  upon  me  in  electing  me  to  thisposition,  and 
secondly  to  congratnlate  you  upon  the  auspicious  circumstances 
attending  the  sixth  annual  session  of  our  Association.  As  the 
foundation  of  this  organization  was  the  natural  result  and  inevi- 
table outcome  of  circumstances  which  tended  to  circumscribe 
and  limit  the  cultivation  of  gynecic  surgery  in  America,  so  the 
growth  and  prosperity  of  our  society  have  demonstrated  the 
need  of  an  organization  extending  such  privileges  widely  among 
the  profession.  It  is  contrary  to  the  genius  of  om*  American 
institutions,  and  opposed  to  the  broad  catholic  spirit  of  science, 
for  a  limited  number  of  the  profession  to  assume  the  exclusive 
right  of  a  privileged  class — an  aristocracy  in  science,  as  it  were 

'  Being  the  President's  address  at  the  sixth  annual  meeting  of  the  American 
Association  of  Obstetricians  and  Gynecologists,  Detroit,  Mich.,  June  1st,  1893. 
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— claim  t]ie  prerogatives  of  a  national  organization,  and  debar 
from  membership  honorable  members  of  the  profession,  capa- 
ble and  desirous  of  advancing  the  science  and  improving  the 
practice  of  gynecology.  Exclusive  methods,  and  the  abuse  of 
the  blackball  in  secret  session,  necessitated  the  establishment 
of  a  society  upon  a  broader  and  more  liberal  basis,  open  to  all 
reputable  members  of  the  profession  who  desire  to  cultivate  the 
great  specialty  of  gynecology.  The  limit  of  membership  has 
been  enlarged  from  time  to  time,  so  that  no  worthy  applicant 
has  been  refused  admission  to  our  ranks  ;  and,  as  you  know,  a 
resolution  is  now  pending  to  make  the  membership  unlimited, 
as  in  the  British  Gynecological  Society.  1  hope  this  will  be 
done,  and  that  the  Executive  Council  will  see  to  it  that  all  Ame- 
rican physicians  engaged  in  promoting  the  knowledge  and  iu]- 
proving  the  practice  of  gynecic  surgery  and  obstetrics  are  invited 
and  welcomed  into  this  Association,  Our  membership  already 
includes  a  number  of  able  and  distinguished  members  of  the 
profession  in  Canada,  and  I  hope  we  will  in  time  claim  a  good 
representation  in  South-  American  countries. 

The  publication  of  our  papers  and  discussions  in  the  medical 
journals  has  greatly  extended  the  influence  of  our  work  and 
has  been  appreciated  by  the  profession.  It  is  gratifying  to 
note  that  other  similar  societies,  which  formerly  limited  the 
publication  of  papers  to  the  pages  of  an  annual  volume  of  Trans- 
actions, have  adopted  this  method.  Our  five  volumes  of  Trans- 
actions have  been  accorded  a  most  cordial  reception  by  the  pro- 
fession both  in  America  and  Europe,  and  the  commendatory 
reviews  and  letters  relating  thereto  attest  the  high  standard 
attained  in  our  work.  This  should  stimulate  us  to  constant  at- 
tendance at  the  annual  meetings  and  renewed  exertion  in  the 
work  before  us. 

I  have  selected  as  a  subject  for  some  remarks  upon  this  occa- 
sion "  The  Present  Position  of  Pelvic  Surgery,"  thinking  I 
might  present  some  general  observations  in  this  way  which  may 
be  of  interest  and  which  cannot  be  readily  included  in  the  dis- 
cussion of  special  topics.  But  little  more  than  fifteen  years 
have  elapsed  since  pelvic  surgery  could  claim  a  distinct  place  as 
a  branch  of  the  healing  art.  Gynecology  was  limited  for  the 
most  part  to  the  plastic  surgery  of  the  vagina  and  perineum 
and  the  mechanical  treatment  of  uterine  displacements,  while 
ovariotomy  was  relegated  to  surgery,  and  the  accidents  and  ccn- 
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sequences  of  pregnancy  and  labor  were  left  to  the  obstetri- 
cian. In  our  educational  system  the  diseases  of  women  were 
taught  along  with  children's  diseases  as  an  appendage  of  the 
chair  of  obstetrics,  and  pelvic  surgery  was  a  very  insignificant 
part  of  the  general  surgeon's  field  of  labor.  Thns  distributed 
as  a  subordinate,  kindred  branch  of  obstetrics  and  surgery, 
gynecology  had  no  definite  or  distinct  place  in  our  educational 
curriculum  or  in  the  practice  of  our  art.  The  class  of  opera- 
tions now  applied  most  effectively  in  gynecic  surgery  were  for 
the  most  part  unknown,  and  conditions  now  curable  were  not 
only  beyond  reach  of  treatment,  but  were  unrecognized.  These 
conditions  were  classed  under  the  head  of  obscure  diseases,  and 
were  treated  with  medicine  and  outward  applications  until  dis- 
charged as  incurable  or  until  death  put  an  end  to  suffering. 

The  introduction  of  new  methods  of  operating,  based  upon  an 
appreciation  of  minute  organic  substances  in  relation  to  inflam- 
mation, suppuration,  and  systemic  infection,  made  a  new  era  in 
all  departments  of  surgery  and  created  an  entirely  new  system 
of  gynecology.  Our  knowledge  of  modern  peritoneal  surgery 
began  with  this  new  era,  and  with  it  the  physiology  and  path- 
ology of  the  pelvic  organs  were  recast.  Under  the  same  in- 
iiuences  the  management  of  labor  and  the  puerperal  state  was 
revolutionized,  and  the  prevention  and  treatment  of  puerperal 
fever  were  placed  upon  a  correct  basis,  to  the  great  saving  of 
life  and  prevention  of  disease.  The  obstetrical  operations, 
characterized  by  a  fatality  that  was  extreme,  were  rendered  safe 
and  practicable. 

After  ovariotomy  had  been  practised  some  years  it  was  aban- 
doned on  account  of  its  severe  mortality.  It  was  revived  and 
made  practicable  by  a  few  courageous  men  in  America  and 
Great  Britain.  With  the  opening  of  the  new  era  it  was  ad- 
vanced to  a  position  of  safety  and  efficiency  which  soon  made  it 
the  most  successful  major  operation  known  to  surgery.  When 
the  long-established  fear  of  the  peritoneum  was  dissipated,  and 
it  was  demonstrated  that  this  membrane  could  be  opened  and 
treated  with  safety,  knowledge  of  the  pathology  of  the  pelvic 
organs  rapidly  grew  and  light  was  thrown  upon  hitherto  dark 
and  fatal  conditions  of  disease.  Diseases  of  the  Fallopian  tubes 
and  ovaries,  the  sequelae  and  complications  of  puerperal  dis- 
eases, gonorrhea,  and  traumatic  infections,  were  shown  in  their 
true  relations  and  treated  with  success. 
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Ectopic  gestation  was  elucidated  and  placed  within  the  cate- 
gory of  curable  diseases,  and  neoplasms  of  the  ovary  and  nterus 
were  made  amenable  to  radical  treatment  instead  of  the  long- 
drawn  methods  of  expectancy  and  tinkering  which  were  fol- 
lowed with  uniform  disappointment  and  disaster.  The  radical 
cure  of  cancer  of  the  uterus  by  complete  excision  was  made 
practicable.  Many  painful  conditions  of  the  pelvic  organs,  for- 
merly unsuccessfully  treated  by  local  and  systemic  medication, 
were  made  amenable  to  treatment,  and  operations  hitherto  com- 
plicated and  uncertain  w^ere  made  simple  and  sure. 

All  these  great  advances  in  pelvic  surgery  were  accomplished 
in  a  few  years  ;  and  while  the  advance  w^as  so  rapid  as  to  render 
obsolete  existing  authoritative  works  on  gynecolog}",  we  must 
in  justice  remember  that  all  this  was  made  possible  by  the  pa- 
tient toil  and  splendid  achievements  of  the  pioneers  of  a  pre- 
ceding generation.  The  brilliant  achievements  of  the  present 
period  would  not  have  been  possible  without  the  labors  of  such 
men  of  courage  and  genius  as  McDowell,  Sims,  the  Atlees, 
Baker  Brown,  Simpson,  Bernutz  and  Goupil,  Peaslee,  Spencer 
Wells,  Koeberle,  and  Keith. 

The  present  position  of  pelvic  surgery  is  in  many  respects 
unique.  From  its  beginning,  as  already  indicated,  this  branch 
of  surgery  has  been  promoted  and  advanced  by  the  labors  of  a 
few  men.  The  history  of  ovariotomy  throughout  a  long  period 
is  the  history  of  pelvic  surgery.  The  fate  of  this  operation  was 
for  a  long  time  centred  in  the  personality  of  a  few  courageous 
individuals.  The  high  position  that  operation  has  attained  is 
at  "the  present  time  due  for  the  most  part  to  the  fact  that  its  re- 
corded results  are  made  by  a  few  operators.  "When  the  new 
surgery  of  the  peritoneum  was  introduced  it  was  seized  upon  in 
a  reckless  way  by  man}-,  and  for  a  time  its  very  existence  was 
threatened.  The  splendid  results  of  the  few  who  were  qualified 
by  training  and  experience  were  made  the  basis  of  operations 
by  many  wholly  unprepared  for  this  exacting  and  difficult 
work.  Operations  were  undertaken  upon  inadequate  and  erro- 
neous conceptions  of  pathological  conditions,  and  often,  indeed, 
without  any  definite  pathological  data  whatever,  until  in  many 
influential  quarters  great  discredit  was  thrown  upon  the  work  of 
able  and  conscientious  men  who  w^ere  masters  of  pelvic  pathology 
and  pelvic  surgery.  Though  in  much  less  degree,  this  condition 
continues  to  obtain  even  at  the   present   time,  and    deserves 
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thoughtful  consideration.  It  is  my  firm  belief  that  this  will 
continue  until  the  practice  of  gynecologA'  and  pelvic  surgery  is 
as  generally  recognized  l)V  the  profession  as  a  specialty  as  is 
ophthalmic  surgerj'.  I  do  not  mean  by  this  that  a  gynecic  sur- 
geon should  be  one  of  narrow  and  litnited  training  and  experi- 
ence, for  in  no  department  of  practice  is  a  general  knowledge 
of  medicine  and  surgery  more  essential.  The  views  of  the  late 
Sir  Morell  Mackenzie  upon  tliis  point  are  so  sound  and  practi- 
cal that  I  give  them  in  his  own  clear  words  :  "  It  is  impossible 
that  a  man  can  be  a  really  good  specialist  without  possessing  a 
general  knowledge  of  disease ;  and  when  I  say  general  knowl- 
edge I  do  not  mean  such  a  knowledge  as  can  be  obtained  in  a 
student's  career,  or  even  such  as  can  be  acquired  by  the  holding 
of  minor  appointments  at  the  termination  of  a  hospital  curri- 
culum. What  I  consider  requisite  is  such  a  familiarity  with 
morbid  processes  as  can  only  be  acquired  by  those  who  are  in 
the  habit  of  using  all  the  resources  of  their  art  in  combating 
the  great  varieties  of  ills  which  flesh  is  heir  to.  In  my  opinion 
only  those  who  have  acted  as  general  practitioners  for  some 
years,  or  liave  held  appointments  as  physicians  or  surgeons  to 
general  hospitals,  are  tlioroughly  equipped  for  practising  as 
specialists.  It  is  only  after  thorough  knowledge  has  been  ob- 
tained in  many  departments  of  medicine  that  training  and  ex- 
perience can  be  focussed  with  advantage  on  a  single  point."  ' 

Tliere  is  as  much  technical  knowledge  and  education  of  sense 
involved  in  the  correct  diagnosis  of  pelvic  diseases  as  in  the 
diagnosis  of  intra-ocular  diseases  with  the  ophthalmoscope.  I 
mean  by  this  that  while  with  the  touch  the  minute  details  of 
intrapelvic  lesions  may  not  be  so  accurately  discovered  as  eye 
lesions  by  the  visual  examination  of  the  surgeon,  the  decision 
of  the  essential  question  of  operative  interference  and  treatment 
involves  quite  as  much  special  knowledge — knowledge  only  to 
be  acquired  by  laborious  and  prolonged  training.  Two  years 
ago  one  of  our  Fellows,  whose  work  has  done  as  much  as  that 
of  any  one  to  advance  our  knowledge  of  pelvic  diseases  and 
their  treatment,  remarked  to  me  that  he  often  doubted  if  pelvic 
surgery  would  be  maintained  and  permanently  established;  add- 
ing that  there  was  so  much  imperfect,  incomj^lete,  and  unsuc- 
cessful work  being  done  by  those  who  have  not  prepared  them- 

'  Presidential  address  delivered  at  the  first  meeting  of  the  British  Laryngo- 
logical  Society,  November  14th,  1888. 
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selves  for  it  by  special  study  and  training  that  the  profession 
may  lose  confidence  and  put  aside  the  good  for  fear  of  the 
bad. 

It  is  a  unique  and  remarkable  incident  that  the  most  severe 
criticism  of  those  engaged  in  pelvic  surgery  as  a  specialty  has 
emanated  from  those  to  whom  the  criticism  indulged  is  most  ap- 
plicable. The  eclat  oi  what  the  general  surgeon  calls  a  "  lapara- 
tomy  "  seems  to  maiw  irresistible.  Without  more  than  a  cursory, 
genera],  and  meagre  idea  of  the  pathology  of  the  pelvic  organs, 
and  adopting  the  deceptive  general  indication  of  menstrual  pain 
without  the  convincing  evidence  of  touch,  they  assume  the  exist- 
ence of  operative  indications  and  resort  to  removal  of  the  ute- 
rine appendages.  Oftentimes,  with  no  deeper  conception  of  the 
purpose  of  such  a  procedure  than  the  arrest  of  menstruation, 
without  reference  to  the  existence  of  demonstrable  lesions,  this 
important  operation  is  performed.  And  yet  tliese  surgeons  are 
the  most  severe  critics  of  the  painstaking  specialist,  who  ope- 
rates only  for  lesions  otherwise  incurable,  and  after  normal 
functions  have  been  destroyed.  It  is  a  fact  capable  of  proof 
that  this  operation  is  most  abused  outside  the  specialty,  and  that 
the  plea  for  careful  discrimination  and  limitation  of  the  opera- 
tion has  been,  and  is  now,  urged  by  those  practising  gynecology 
as  a  specialty.  In  this  connection  I  would  remark  that  likewise 
the  exploratory  incision  is  entirely  misconstrued  in  its  range  of 
application  by  the  same  class  of  surgeons.  It  is  altogether  wide 
of  the  mark  to  presume  that  one  is  justified  in  resorting  to  an 
exploratory  abdominal  section  in  supposed  intrapelvic  disease, 
unless  a  high  order  of  skill  has  been  utilized  by  established 
diagnostic  measures  and  the  condition  is  one  progressively  un- 
dermining vitality  or  endangering  life. 

When  I  say  that  pelvic  surgery  deserves  recognition  as  a 
specialty,  I  mean  in  the  sense  that  those  who  practise  it  should 
give  to  its  pathology,  symptomatology,  and  operative  methods 
special  study  and  undergo  jji-eparatory  training.  Eniergency 
operations  like  appendicitis,  penetrating  wounds  of  the  abdo- 
men, intestinal  obstruction,  operations  on  the  gall  bladder  and 
cystotomy,  must  necessarily  be  included  in  a  general  surgeon's 
training  and  scope  of  work,  requiring  of  him  practical  knowl- 
edge of  the  technique  of  abdominal  surgery.  Likewise  the 
general  surgeon  must  master  the  technique  of  brain  surgery, 
but  that  does  not  make  of  him  a  neurologist.     Pelvic  surgery 
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and  abdominal  surgery  are  quite  distinct,  Wliile  both  liave  in 
common  the  management  of  peritoneal  invasion,  the  method  of 
operating  and  the  pathology  are  different.  I3y  way  of  demon- 
strating this  paint  it  is  only  necessary  to  call  attention  to  the 
difference  in  the  methods  of  abdominal  surgeons  and  pelvic 
surgeons.  The  older  operators,  like  Spencer  Wells  and  Keith, 
liave  never  adopted  modern  pelvic  surgery.  They  operated 
for  large  tumors,  and  have  refnsed  to  accept  the  modern  path- 
ology and  operative  treatment  of  inllainmatory  diseases  of  the 
uterine  aj^pendages.  Pelvic  surgery  is  of  modern  origin,  too 
recent  in  the  exposition  both  of  its  pathology  and  operative 
methods  for  adoption  by  the  old  school  of  abdominal  surgeons, 
who  deal  alone  with  gross  lesions  and  large  tumors. 

Again,  if  we  look  at  the  operative  methods  of  the  general 
surgeon  in  abdominal  and  pelvic  work,  we  have  the  most  posi- 
tive illustration  of  the  distinction  I  desire  to  emphasize.  The 
general  surgeon  in  abdominal  work  adheres  to  the  long  incision 
with  its  increased  exposure  ;  the  liberal  array  of  instruments, 
including  retractors  and  needle  holders,  with  the  increased  dan- 
ger of  sepsis;  multiple  ligaturing  and  protracted  manipulation  ; 
elaborate  suturing  and  complicated  drainage.  The  pelvic  sur- 
geon works  through  a  small  incision,  relying  upon  an  educated 
touch  in  all  intrapelvic  manipulations;  reduces  peritoneal  expo- 
sure to  the  minimum;  sees  that  only  the  operator's  hand  is  in- 
troduced ;  limits  his  instruments  to  those  absolutely  necessary, 
recognizing  that  each  additional  instrument  is  a  possible  source 
of  infection,  involving  additional  exacting  care  ;  strives  to  ope- 
rate with  deliberate  rapidity,  in  order  to  abbreviate  anesthesia 
and  lessen  shock  ;  relies  upon  special  methods  which  have  been 
evolved,  tested,  and  approved  by  experienced  pelvic  surgeons 
in  controlling  hemorrhage,  cleaning  the  peritoneum,  and  secur- 
ing drainage;  and  reduces  all  ligaturing  and  suturing  to  a  stand- 
ard of  simplicity  with  accuracy  and  efficiency.  To  accomplish 
the  results  required  by  the  established  standard  of  modern  pel- 
vic surgery,  those  who  practise  in  this  branch  must  acquire  a 
thorough  knowledge  of  the  physiology  and  pathology  of  the 
pslvic  organs  in  woman,  become  familiar  by  practical  experi- 
ence with  diagnostic  methods  so  as  to  have  an  educated  touch, 
and,  by  training  at  the  elbow  of  some  skilled  operator,  master 
the  operative  technique  sufficiently  to  do  accurate  and  uniform 
work.     This  is  the  sum  total  of  my  contention.     The  pelvis  is 
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not  the  iield  to  learn  surgery  without  great  sacrifice,  and  a 
thorough  trainino;  in  general  surgerv  does  not  fit  one  for  the 
practice  of  pelvic  surgery.  When  tliis  fact  is  disregarded  the 
results  will  demonstrate  its  verity. 

It  is  doubtful  if  in  any  branch  of  medicine  or  surgery  so 
much  of  contention  and  opposition  has  been  encountered  as  in 
establishing  the  present  exalted  position  of  pelvic  surgery.  By 
a  combination  of  unfortunate  circumstances,  here  was  fought  the 
battle  of  antisepsis  and  asepsis.  Individual  antagonisms  of  emi- 
nent men  identified  with  these  questions,  and  the  opposition  of 
a  large  element  of  the  profession  who  oppose  all  innovations 
which  threaten  to  undermine  the  sway  of  established  position 
and  influence,  all  combined  to  awaken  prejudice,  to  obscure 
truth,  and  to  place  both  new  methods  and  their  advocates  in  the 
false  light.  Fortunately,  however,  such  conditions  are  of  brief 
existence,  and  truth  and  right,  when  persistently  and  faithfully 
maintained,  cannot  long  be  suppressed,  even  though  for  a  time 
they  be  misinterpreted  and  their  advocates  misjudged.  Ko  oth- 
er department  of  medical  or  surgical  practice  was  ever  placed 
upon  such  a  purely  statistical  basis,  and  in  no  branch  of  surgery 
does  a  single  death  do  so  mucb  prejudice  to  surgeon  and  surgery 
as  obtains  in  the  practice  of  pelvic  surgery. 

The  acceptance  and  application  of  the  advanced  princij^les  of 
pelvic  surgery  were  also  obstructed  and  delayed  by  appeals  to 
sentiment,  which  did  much  injustice  to  its  cause.  Just  as  the 
old  ovariotomists  were  refused  consultation  and  accused  of 
murder,  modern  pelvic  surgeons  were  denounced  as  mutilating 
women  and  performing  castration.  The  latest,  and  I  trust  the 
last,  exhibition  of  this  absurd  perversion  of  facts  has  been  ex- 
hibited recently  in  Pennsylvania,  whereb}'  it  was  attempted  to 
misrepresent  the  scientific  application  of  surgical  treatment  in 
intrapelvic  disease  in  insane  women. 

It  has  taken  years  of  insistence  to  make  a  large  element  of 
the  profession  comprehend  that  the  uterine  appendages  are  sub- 
ject to  various  pathological  changes  which  destroy  their  func- 
tions and  disintegrate  their  structures,  impair  the  health  and 
destroy  life,  and  are  only  cured  by  removing  the  diseased  struc- 
tures with  contained  septic  products.  ]S^ot  taking  time  and 
trouble  to  inform  themselves  as  to  the  pathology  and  results  of 
these  diseases,  they  go  on  talking  of  '"  removing  the  ovaries," 
as  if  any  accepted  doctrine  of  modern  pelvic  surgery  justified 
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the  ablation  either  of  normal  organs  or  of  these  capable  of  be- 
ing restored  to  healthful  activit)'. 

It  is  not  within  the  scope  of  this  address  to  even  outline  the 
advances  which  have  recently  been  made  in  pelvic  surgery. 
The  great  discoveries  relating  to  ectopic  pregnancy  and  its 
treatment,  to  inflammatory  diseases  of  the  appendages,  the  im- 
proved Cesarean  section  and  the  Porro  operation,  the  surgical 
treatment  of  uterine  myomata,  have  been  perfected  until  they 
are  established  in  practice.  The  greatest  advance,  perhaps,  is 
the  steady  progress  in  simplifying  the  operative  technique  so  as 
to  effectually  overcome  sepsis.  By  doing  away  with  all  chemi- 
cal agents  and  practising  a  rigid  system  of  cleanliness,  results 
have  become  more  perfect  and  uniform  in  the  skilled  hands  of 
the  trained  pelvic  surgeon.  It  should  be  a  steady  and  persistent 
eifort  of  all  engaged  in  this  w^ork  to  attain  a  standard  by  which 
the  profession  and  the  laity  will  recognize  that  simple  opening 
of  the  abdomen  is  not  of  itself,  in  skilled  hands,  a  step  of  uncer- 
tainty and  danger.  Many  lives  are  lost  by  denying  the  patient 
early  operation,  because  the  operation  itself  is  regarded  as  more 
dangerous  than  the  disease.  It  is  the  danger  of  sepsis,  now 
as  heretofore,  which  is  most  formidable  and  which  requires  most 
labor  and  vigilance  to  avoid.  It  requires  long  training  and  con- 
stant, exacting  care  to  eliminate  it  from  the  causes  of  disaster. 
To  place  pelvic  surgery  upon  a  l)asis  of  scientific  exactitude 
and  security,  demonstrated  by  results  approaching  uniformity, 
is  the  way  in  which  to  maintain  and  elevate  its  standard.  This 
can  only  be  done  by  limiting  the  work  to  those  qualified  for  its 
exacting  demands  ;  and  such  results  will  be  promoted  by  earlier 
resort  to  operation  in  cases  requiring  operative  treatment.  If 
the  surgery  of  the  eye  were  done  so  unrestrictedly  as  is  pelvic 
surgery  at  the  present  time  by  general  surgeons,  it  is  doubtful  if 
the  people  would  seek  relief  from  cataract  with  as  little  hesita- 
tion as  women  now  do  for  ovarian  tumors.  The  penalty  of  con- 
taminated instruments  and  hands  is  more  severe  in  peritoneal 
contact  than  in  the  eye,  and  the  necessity  for  special  technical 
knowledge  and  skill  quite  as  absolute. 

The  highest  conception  and  appreciation  of  a  high  standard 
of  special  skill  in  pelvic  surgery  obtain  with  the  educated  gene- 
ral practitioner.  The  conscientious,  well-informed  general  prac- 
titioner is  the  natural  associate  and  colleague  of  the  specialist. 
The  general  practitioner,  as  a  rule,  determines  the  necessity  for 
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operative  interference  and  shares  the  responsibility  of  the  sur- 
geon's work.  It  is  to  his  interest  in  every  way  tliat  the  work 
be  most  perfect  and  the  results  the  best.  He  shares  the  success 
of  the  specialist  and  incurs  with  him  the  inevitable  penalty  of 
failure.  The  general  practitioner  is  of  necessity  a  student  of 
the  progress  of  pelvic  surgery.  He  cannot  afford,  for  example, 
to  permit  the  woman  with  ruptured  tubal  pregnancy  to  lie 
bleeding  until  death  quickly  ends  the  scene.  It  is  his  imperative 
duty,  as  also  in  his  own  plain  interest,  to  recognize  the  condition 
and  call  the  skilled  operator  to  secure  the  bleeding  vessel  in  time. 
In  conclusion,  there  cannot  be  other  than  satisfaction  in  the 
present  exalted  position  of  pelvic  surgery,  and  established  con- 
fidence in  its  future.  The  day  of  probation  is  past,  and  both 
the  jDrofession  and  the  public  are  realizing  more  and  more  the 
substantial  results  of  skilled  work.  The  responsibility  resting 
upon  such  surgeons  as  compose  the  fellowship  of  this  Associa- 
tion cannot  be  overestimated.  To  counteract  the  direful  results 
of  dirty  and  incomplete  work ;  to  establish  confidence  where 
doubt  and  misgivings  exist;  to  perfect  and  improve  methods  in 
use  and  extend  our  knowledge  ;  to  encourage  the  cultivation  of 
special  skill ;  to  diffuse  the  advanced  principles  of  this  brilliant 
branch  of  our  science  among  the  profession  everywhere,  all 
with  a  view  to  saving  life,  restoring  health,  and  promoting  the 
welfare  of  our  race — these  are  the  objects  and  purposes  of  our 
organization. 
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THE  CORPUS  LUTEUM  OF  PREGNANCY. 

Everybody  is  familiar  with  the  time-honored  expression, 
"corpus  luteum."  It  is  in  a  certain  sense  a  misnomer,  as  we 
use  the  same  term  for  the  outcome  of  menstruation  as  well 
as  for  the  outcome  of  pregnancy,  affixing  the  explanatory 
epithet  veruin  or  spurium. 
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I  am  convinced  that  nnder  normal  conditions  a  corpns  luteuin 
menstruationis,  or  spnriuni,  as  usually  described,  does  not  exist, 
that  whenever  such  a  growth  appears  we  invariahly  find  it  in  a 
pathological  ovary. 

In  a  previous  article  '  I  described  the  so-called  corpus  lutenm 
spurium,  assenting  in  general  to  the  researches  of  Dr.  M.  D. 
Jones.  At  present  I  propose  to  estaldish  a  distinction  between 
the  pathological  endothelioma — so-called  corpus  luteuni  spu- 
rium— and  the  physiological  corpus  luteum. 

Endothelioma  is  a  growth  in  the  ovary  resembling  the  corpus 
luteum  of  pregnancy,  but,  in  contradistinction  to  the  latter,  it  is 
persistent,  productive  of  pain,  and  liable  to  undergo  changes,  of 
which  the  formation  of  hematoma  is  the  most  important.  Eoth 
formations  are  the  result  of  ovulation  :  the  corpus  luteum  of 
pregnancy  developing  in  the  normal  ovary  congested  by  su- 
pervening pregnancy  ;  the  endothelioma,  on  the  contrary,  in  a 
pathologically  altered  ovary.  In  the  former  we  see  this  body 
I'eturn  to  ovarian  structure  witli  the  lessened  congestion  after 
delivery,  while  in  the  latter  the  growth,  under  the  continuous 
irritation  of  oophoritis,  persists,  nay,  increases,  to  become  a  last- 
ing source  of  bodily  ailment. 

The  study  of  the  corpus  luteum  verum,  its  development,  evo- 
lution, and  involution,  is  the  topic  of  my  present  paper. 

I  thought  it  best  to  first  resort  to  the  examination  of  ovaries 
of  domestic  animals,  since  it  appears  reasonable  to  assume  that 
such  animals  delivered  to  the  abattoir  may  safeh'  be  considered 
to  have  been  in  normal  condition.  1  have  selected  the  sow, 
ewe,  and  cow,  informing  myself  either  as  to  the  time  elapsed 
since  last  delivery,  or  knowing  exactly,  by  insj^ection  of  the  con- 
tents of  the  uteri,  how  far  gestation  had  progressed.  I  have 
entered  also  the  study  of  a  human  corpus  luteum  from  a  case 
where  1  had  performed  laparatomy  for  tubal  pregnancy  of  the 
left  side,  where  I  found  a  corpus  luteum  in  the  corresponding 
ovary.  The  certainty  of  diagnosis,  as  proven  by  anatomical  ex- 
amination of  the  removed  organs,  has  induced  me  to  select  this 
case  for  microscopical  studies. 

The  literature  of  the  corpus  luteum  up  to  recent  date  is  given 
in  an  introductory  to  an  excellent  article  by  Benckiser."  This 
author    confined    himself    to  the  microscopical   study   of   the 
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corpus  liiteum  of  the  sow.  The  eonchisious  he  arrives  at  I 
would  not  consider  altogether  satisfactory,  since  he  does  not  at- 
tempt to  define  the  tissues  composing  this  formation. 

Whenever  a  matured  Graafian  follicle  bursts,  a  loss  of  sub- 
sl^ance  is  the  result  after  the  escape  of  the  ovum.  The  cavity 
thus  formed  must  be  filled  up  in  a  way  similar  to  the  filling  of 
a  cyst  artificially  emptied  and  treated  by  the  surgeon  with  some 
irritating  agent,  oraloss  of  substance  healiug  under  aseptic  con- 
ditions. The  process  of  healing  in  the  former  instances  is  path- 
ological, in  the  latter  physiological;  but  in  both  cases  the  pro- 
cess in  its  intimate  features  is  identical.  Additional  to  the 
healing  of  a  hurst  ovarian  follicle  is  the  featui-e  of  a  more  or 
less  intense  hemorrhage,  since  it  is  a  blood  clot  that  fills  the 
cavity  immediately  after  rupture.  Should  pregnancy  follow 
the  bursting  of  the  Graafian  follicle,  obviously  the  hyperemia 
thus  established  in  the  female  genital  organs  will  cause  a  more 
intense  reaction  in  the  walls  of  the  emptied  follicle  as  well  as 
in  the  vicinity.  The  final  result  is  known  to  be  a  nodule  of  con- 
siderable size,  far  in  excess  of  the  original  loss  of  substance. 
The  results  of  my  researches  enable  me  to  furnish  a  definition 
of  the  newly  formed  tissue  as  compared  with  analogous  forma- 
tions in  other  parts  of  the  body. 

The  method  applied  for  tlie  preparation  of  the  microscopical 
specimens  is  that  advised  by  C.  Heitzmann,  in  whose  laboratory 
my  studies  were  carried  on — viz.,  hardening  of  the  fresh  ovary, 
or  an  ovary  preserved  in  alcohol,  in  a  one-half  of  one  per  cent 
solution  of  chromic  acid,  staining  of  the  sections  with  ammoni- 
acal  carmine,  and  mounting  in  chemically  pure  glycerin. 

Doubts  have  been  raised  against  the  feasibility  of  this  method. 
They  have  induced  me  to  examine  specimens  preserved  and 
hardened  in  alcohol,  stained  with  various  agents,  and  mounted 
in  Canada  balsam.  From  my  own  experience  I  can  vouch  for 
the  superiority  of  the  method  above  mentioned,  which  yielded 
the  clearest  images,  best  fit  for  the  study  even  with  the  highest 
powers  of  the  microscope.  Zeiss  apochromatic  objectives  and 
compensating  oculars  were  used. 

A.  The  Human  Corpus  Luteinn  of  Two  Months'  Standing. — 
The  nodule,  the  size  of  a  cherry  pit,  is  embedded  in  the  cortex 
of  the  ovary,  and  separated  from  the  surface  by  a  thin  layer  of 
cortical  tissue.  It  consists  of  two  portions :  a  peripheral,  dis- 
tinctly lobulated  ;  and  a  central  one,  non-lobulated,  holding  in 
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its  interior  a  fresh  clot  of  blood,  probably  formed  shortly  be- 
fore extirpation.  In  the  clot  a  separation  has  taken  place  of 
the  fibrin  from  the  red  blood  corpuscles,  which  latter  liave  a 
fresh,  unchanged  appearance  and  are  saturated  with  hemoglo- 
bin. The  lobular  appearance  of  the  peripheral  portion  is  caused 
by  radiating  septa  of  fibrous  connective  tissue  in  connection 
with  the  outer  capsule  as  well  as  with  the  central  tissue  of  the 
nodule. 

The   outer  capsule  is  made  up  of  fibrous  connective  tissue, 


Fig.  1.— Corpus  luteum  in  tubal  pregnancy  o£  two  months;  lobular  portion,  x  400. 
V,  vein  holding  red  blood  corpuscles  ;  S,  S,  septum  of  delicate  fibrous  connective  tissue 
between  two  lobules  ;  E,  E,  endotheha  composed  of  medullary  corpuscles;  I,  I,  delicate  in- 
terstitial connective  tissue. 

freely  supplied  with  blood  vessels,  arteries,  veins,  and  capilla- 
ries. The  arteries  and  veins — the  latter  being  filled  with  blood — 
are  far  more  numerous  than  in  the  normal  cortex  of  the  ovary, 
including  the  cortex  of  that  under  consideration.  The  septa 
radiatingly  traversing  the  nodule  carry  a  large  number  of  blood 
vessels,  especially  arterioles,  in  contradistinction  to  the  central 
portion,  in  which  blood  vessels  are  scanty  and  mainly  of  the 
venous  and  capillary  type.  Since  the  whole  nodule  is  newly 
formed,  it  is  reasonable  to  maintain  that  all  blood  vessels  of  the 
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capsule,  the  septa,  and  the  central  portion  likewise  are  newly 
formed.  The  tissue  witliin  the  lobules  is  scantily  supplied 
with  blood  vessels,  and  these  are  almost  exclusively  of  the  ca- 
pillary type.  With  medium  powers  of  the  microscope  this  tis- 
sue has  the  appearance  presented  in  Fig.  1. 

We  see  groups  or  clusters  of  embryonal  or  medullary  corpus- 
cles embedded  in  an  extremely  delicate  fibrous  connective  tissue 
carrying  small  capillaries.  The  medullary  corpuscles  are  of  a 
light-brown  tint,  though  distinctly  stained  by  a  solution  of  am- 


FiG.  2.— Corpus  luteum  in  tubal  pregnancy  of  two  months;  central  portion,  x  400.  P,  P, 
protoplasmic  bodies,  partly  branching  and  interconnecting  ;  E,  E,  nucleated  endothelia  in 
the  process  of  transformation  to  basis  substance  ;  B,  B,  basis  substance,  still  exhibiting 
the  structure  of  protoplasm  ;  C,  C,  capillary  blood  vessels  in  longitudinal  and  transverse 
sections. 


moniacal  carmine.  In  such  stained  specimens  the  septa  have 
assumed  a  pure  pink,  the  clusters,  on  the  contrary,  a  brownish- 
pink  color.  The  medullary  corpuscles  are  of  greatly  varying 
sizes,  coarsely  granular,  without  nuclei,  and  separated  from  one 
another  by  a  delicate  light  layer  of  cement  substance.  Their 
connections  are  rather  feeble,  and  in  some  places  of  the  speci- 
men they  appear  torn  asunder,  leaving  artificial  gaps.     High 
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powers  of  the  microscope  demonstrate  a  direct  connection  of 
the  embryonal  corpuscles  by  means  of  delicate  threads,  the 
same  as  in  the  indifferent  corpuscles,  building  up  the  embryo 
after  the  segmentation  has  passed,  or  in  the  extremities  spouting 
out  from  the  embrvo  in  the  third  or  fourth  week  of  embryonal 
life. 

The  septa  are  composed  of  fibrous  connective  tissue,  Ihe  same 
as  the  capsule,  and  abundantly  supplied  with  protoplasmic 
bodies,  but  the  less  infiltrated  with  basis  substance  the  nearer 
the  central  portion  of  the  corpus  luteum.  Quite  different  is  the 
aspect  of  the  central  portion  (see  Fig.  2). 

Here  we  observe  numerous  partly  branching  and  intercon- 
necting protoplasmic  bodies  of  greatly  varying  shapes,  well 
stained  with  ammoniacal  carmine,  whereas  the  portions  between 
the  bodies  are  only  of  a  pale-pink  color  or  lack  color  altogether. 
With  medium  powers  of  the  microscope  many  of  the  branching 
protoplasmic  bodies  appear  nucleated  and  all  of  them  coarsely 
granular.  In  the  tissue  between  them,  on  the  contrarj-,  the 
nuclei  are  scattered,  globular,  and  the  intervening  fields  finely 
granular.  On  analyzing  the  latter  fields  we  can  easily  see  the 
division  into  finely  granular  bodies  or  fields,  greatly  varying  in 
size.  In  this  portion  we  obviously  have  a  transition  of  proto- 
plasm into  basis  substance.  Through  this  transformation  the 
protoplasm  is  paling,  since  it  is  infiltrated  with  basis  substance, 
whereby  the  original  reticulated  structure  is  retained  and  still 
perceptible.  The  nuclei  of  the  protoplasmic  bodies  at  first  re- 
main unaltered  and  tingible  with  carmine  ;  later  on  many  of  the 
nuclei  are  likewise  infiltrated  with  basis  substance,  becoming 
pale  and  faintly  discernible,  until  at  last  the  majority  of  nuclei 
are  rendered  invisible  by  being  saturated  with  basis  substance, 
the  same  as  the  rest  of  the  protoplasm. 

The  features  described  in  the  human  corpus  luteum  are  worth 
studying  with  the  highest  powers  of  the  microscope  (Fig.  3). 

The  lobular  portion  (E)  is  seen  to  be  composed  of  clusters  of 
indifferent  or  medullary  corpuscles.  This  fact  is  of  importance, 
since  it  enables  us  to  understand  the  structure  of  the  fully  devel- 
oped corpus  luteum.  The  large  protoplasmic  bodies  appearing 
in  the  corpus  luteum,  termed  by  previous  authors  ''lutein  cells"' 
or  "  epithelioid  cells,"  I  shall  term  endothelia.  The  study  of  tie 
early  stage  of  its  development  entitles  me  to  the  assertion  thit 
each  endothelium  is  the  result  of  the  confluence  of  a  number  of 
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indifferent  or  embryonal  corpuscles.  A  certain  number  (eiglit 
to  twelve),  originally  coarsely  granular,  non-nucleated,  and  sepa- 
rated from  one  another  by  light  rims  of  cement  substance, 
though  interconnected  by  extremely  delicate  fibres,  coalesce  to 
form  a  large  protoplasmic  bod}^,  termed  endothelium,  which 
contains,  as  a  rule,  one  distinct  nucleus. 

The  lobules  of  the  peripheral  portion  are  surrounded  by 
fibrous  connective  tissue.  This  tissue  sends  tender  offshoots 
between  the  groups  of  embryonal  corpuscles,  which  remain  even 


Fig.  3.— Corpus  luteum  in  tubal  pregnancy  of  two  months,  x  1200.  E,  endothelia  of  the 
lobular  portion,  made  up  of  medullary  corpuscles  ;  F,  fibrous  connective  tissue  forming 
septa  between  the  lobules  and  the  central  portion  of  the  corpus  luleum;  C,  central  portion 
of  corpus  luteum  ;  P,  protoplasmic  bodies  of  central  portion  ;  M,  protoplasm  in  transfor- 
mation to  myxomatous  basis  substance. 

at  the  full  height  of  the  development  of  the  corpus  luteum, 
ensheathing  each  endothelium. 

In  our  specimen  the  fibrous  tissue  of  the  septa  shows  complete 
infiltration  with  glue-yielding  basis  substance,  and  holds  a  limited 
number  of  protoplasmic  bodies,  so-called  connective-tissue  cor- 
puscles. Upon  approaching  the  central  portion  the  fibrous  con- 
nective tissue  is  seen  to  be  more  protoplasmic  in  nature  and 
more  freely  supplied  with  connective-tissue  corpuscles.      The 
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portion  of  the  septa  ensheathing  the  single  lobules  (Fig.  3,  F) 
is  but  sparingly  iiitiltrated  with  basis  substance  and  exhibits  the 
features  of  an  early  stage  of  development.  This  layer  blends 
Avith  the  tissue  of  the  central  portion  (Fig,  3,  E).  Here  the 
elongated  protoplasmic  bodies  are  coarsely  granular,  indistinctly 
nucleated,  whereas  the  fields  of  the  basis  substance  still  admit 
the  recognition  of  the  reticulated  structure  of  the  protoplasm 
and  its  composition  by  a  number  of  bodies,  greatly  varying  in 
size  and  shape.  The  central  portion  bears  all  the  characteristic 
features  of  a  myxomatous  tissue,  resembling  that  of  the  umbili- 
cal cord,  although  the  connections  of  the  elongated  protoplasmic 
bodies  are  by  no  means  as  marked  in  the  corpus  luteum  as  they 
are  in  the  tissue  of  the  umbilical  cord. 

Based  upon  these  researches,  I  maintain  that  the  peripheral 
or  lobular  portion  of  the  human  corpus  luteum  of  two  months  is 


Fig.  4.— Cross-sections   of  ovaries  with  corpora  lutea  of  pregnancy,  natural  size.    S, 
ovary  of  sow:  E,  ovary  of  ewe:  C,  ovary  of  cow. 

made  up  of  embryonal  or  indifferent  tissue.  The  central  por- 
tion is  further  advanced  in  development  to  the  formation  of  a 
myxomatous  tissue.  "We  have,  therefore,  a  granulation  tissue 
before  us,  as  we  see  in  the  granuloma  in  the  process  of  healing 
of  a  wound  after  loss  of  substance.  The  earliest  stage  of  granu- 
lation tissue  is  that  of  indifference,  the  next  that  of  the  myxo- 
matous type.  The  tissue  filling  a  wound  and  that  filling  the 
burst  Graafian  follicle  are  identical. 

"With  the  knowledge  obtained  from  the  study  of  an  early  hu- 
man corpus  luteum,  I  will  proceed  to  the  analysis  of  the  corpora 
lutea  of  animals,  those  of  the  sow,  the  ewe,  and  the  cow.  Fig. 
4  represents  such  corpora  lutea  in  cross-sections  of  the  ovaries 
in  natural  size. 

B.  Corpus  Luteum  of  the  Sow. — The  fertility  of  this  animal 
is  well  illustrated  by  the  three  corpora  lutea  almost  tilling  the 
substance  of  the  ovary  ;  what  is  left  of  the  ovarian  tissue  is  con- 
30 
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spicuous  by  a  number  of  cavities  representing  the  so-called 
small  cystic  degeneration  of  the  ovary.  I  here  wish  to  state 
that  all  the  cavities  that  honeycomb  the  ovary  of  the  sow  are 
Graafian  follicles  in  different  stages  of  development. 

"With  low  powers  of  the  microscope  we  can  ascertain  that  each 
corpus  luteum  is  surrounded  by  a  capsule  of  fibrous  connective 
tissue,  which  at  the  most  peripheral  portions  is  identical  with 
the  capsule  of  the  ovary  itself.  The  capsule  is  freely  supplied 
with  arteries,  veins,  and  capillaries.     The  latter  varieties  of  ves- 


FiG.  5.— FuUy  developed  corpus  luteum  of  sow.  X  500.  A,  artery;  V,  vein,  with  partly 
detached  endothelia;  E,  E,  endothelia  Ailing  the  meshes  of  the  fibrous  connective  tissue;  N, 
vacuoled  endothelium  ;  F,  F,  fibrous  connective  tissue  between  the  endothelia  ;  H.  empty 
space,  the  endothelium  dropped  out;  M,  endothehum  composed  of  medullary  corpuscles. 

sels  are  often  seen  widened  and  taking  a  concentric  course  around 
the  corpus  luteum.  The  fibrous  connective  tissue  sends  scanty 
offshoots  into  the  depth  of  the  corpus  luteum,  accompanyiug 
the  arteries  and  veins,  but  nowhere  producing  regular  septa  as 
in  the  human  ovary.  In  fact,  the  blood  supply  of  the  corpus 
luteum  of  the  sow  is  but  scanty. 

With  medium  powers  of  the  microscope  the  corpus  luteum  of 
the  sow  yields  the  striking  appearance  presented  in  Fig.  5. 

I  have  selected,  for  illustration  a  portion  traversed  by  an  arte- 
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riole,  which  is  accompanied  by  a  delicate  layer  of  fibrous  con- 
nective tissue  sending  minute  offshoots  between  the  large  proto- 
plasmic bodies.  The  vein  visible  in  the  same  field  has  only 
a  narrow  adventitial  coat  of  fibrous  connective  tissue,  but  no 
muscle  fibres  in  its  wall.  The  most  striking  features  are  the 
bluntly  polyhedral,  protoplasmic  bodies  scattered  almost  uni- 
formly throughout  the  corpus  luteum.  These  bodies  are  con- 
spicuous by  a  yellowish-brown  color  and  the  lack  of  ammoniacal 
carmine  stain  ;  they  are  coarsely  granular,  distinctly  nucleated; 


Fig.  6.— Fully  developed  corpus  luteum  of  sow.  x  1200.  E,  E,  non-pigmented  endothelia; 
D,  D,  pigmented  endothelia;  F,  P',  frame  of  delicate  fibrous  connective  tissue;  H,  space  left 
after  dropping  out  of  endothelium;  C.  capillary  blood  vessel. 


the  majority  are  pale,  and  only  here  and  there  we  meet  with 
dark-brown  bodies.  ]^ot  infrequently  the  body  appears  retracted 
from  the  adjacent  connective-tissue  sheath,  whereby  a  light  gap 
is  produced.  Occasionally  such  a  body  contains  vacuoles,  or  the 
body  may  have  dropped  out  from  its  sheath  and  left  a  light  gap. 
Each  corpuscle  is  surrounded  by  a  delicate  layer  of  fibrous  con- 
nective tissue  which  has  taken  the  carmine  stain.  This  stain  is 
especially  pronounced  in  the  protoplasmic  formations  lying  in 
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the  broadest  portions  of  the  sheath,  the  so-called  connective- 
tissue  corpuscles. 

What  are  the  protoplasmic  bodies  under  consideration  ? 

In  order  to  settle  this  question  we  must  resort  to  the  highest 
powers  of  the  microscope  (see  Fig.  C). 

We  are  struck  by  the  reticulated  structure,  which  is  seen  in 
the  nuclei  as  well  as  in  the  surrounding  protoplasm.  The 
nuclei  are  coarsely  granular  and  bordered  by  a  distinct  shell  in 
the  majority  of  the  bodies.  They  are  sometimes  located  in  the 
centre  of  the  body,  sometimes  eccentrically.  In  the  dark-brown 
bodies  the  nuclei  are  not  globular,  but  irregularly  shaped,  often 
exhibiting  indistinct  karyokinetic  figures  (D  D).  The  granules 
vary  in  size  in  the  pale  bodies,  but  are  more  uniform  in  size 
in  the  brown  ones.  All  granules,  it  is  immaterial  whether  in  the 
nucleus  or  in  the  surrounding  protoplasm,  are  united  with  one 
another  by  delicate,  thorny  offshoots.  The  stain  so  characteris- 
tic of  the  bodies  under  consideration  is  always  diffuse,  uni- 
formly distributed  in  the  granules  of  the  protoplasm  both  in 
the  pale  and  the  dark  bodies.  The  nuclei  of  the  surrounding 
connective  tissue  are  likewise  granular,  but  differ  from  the  large 
bodies  by  their  carmine  stain. 

From  what  we  have  learned  in  tlie  human  corpus  luteum  we 
are  justified  in  asserting,  firstly,  that  each  large  body  is  the  out- 
come of  coalescence  of  a  number  of  indifferent  or  medullary 
corpuscles  ;  indications  of  such  a  splitting  up  are  recognizable  in 
Fig.  5,  M.  Secondly,  we  must  term  the  large  bodies  endothelia, 
and  not  epithelial  or  epithelioid  cells,  since  they  are  the  offspring 
of  indifferent  corpuscles,  all  together  of  the  type  of  connective- 
tissue  formations.  Thirdly,  we  admit  that  the  brownish  color 
of  these  endothelia  is  due  to  the  hemoglobin  dissolved  out  of 
the  red  blood  corpuscles  that  have  first  filled  the  cavity  left  by 
the  rupture  of  the  Graafian  follicle.  The  term  lutein  cells  is 
applicable  to  tlie  endothelia  of  the  corpus  luteum,  although  it 
has  no  proper  sense. 

In  the  history  of  development  of  the  myxomatous  tissue, 
more  especially  of  the  umbilical  cord  and  the  granuloma  of 
healing  wounds,  we  invariably  notice  the  origin  from  indifferent 
corpuscles  wliich  have  been  infiltrated  with  a  myxomatous  basis 
substance.  A  number  of  such  bodies  are  surrounded  by  un- 
changed protoplasmic  bodies,  branching  and  interconnecting,  or 
by  a  network  of  delicate  fibrous  connective  tissue  which  at  the 
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points  of  intersection  still  retains  a  nucleus.  If  we  say  that  the 
corpus  luteum  is  composed  of  myxomatous  tissue  in  which  no 
infiltration  with  basis  substance  has  taken  place,  but  the  proto- 
plasmic condition  has  been  retained  indefinitely,  I  believe  we 
have  a  proper  definition  of  the  tissue  building  up  the  corpus 
luteum. 

The  corpus  luteum  is  a  transient  formation  which  attains  full 
development  during  gestation  and  disappears  after  delivery.     It 


Fig.  ".—Corpus  luteum  of  sow  in  involution,    x  400.  E.  E,  endothelia,  partly  coarsely  a  i 
partly  finely  granular,  all  slightly  pigmented  ;  F,  F,  interstitial  delicate  fibrous  connective 
tissue;  H,  H,  hematoidin  crystals  ;  A,  artery,  the  middle  coat  broken  up  to  medullary  cor- 
puscles; C,  capillary  blood  vessel ;  B,  red  blood  corpuscles  within  a  capillary,  in  beginning 
change  to  hematoidin. 


is  of  considerable  interest  to  trace  the  changes  that  are  charac- 
teristic of  the  involution  of  the  corpus  luteum  (see  Fig.  7). 

"Whereas  the  latter  is  easily  discernible  with  the  naked  eye, 
there  is  scarcely  a  possibility  of  recognizing  a  corpus  luteum  in 
involution  except  on  account  of  a  slight  brownish  discoloration. 
Under  the  microscope  the  most  prominent  feature  is  an  abun- 
dance of  rust-brown  hematoidin  crystals  scattered  both  through- 
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out  the  corpus  luteum  and  tlie  connective  tissue  in  the  immedi- 
ate vicinity.  The  pigmented,  coarsely  granular  endothelia  are 
still  present,  though  much  less  in  number  and  much  smaller  in 
size  than  in  the  corpus  luteum  at  the  full  height  of  its  devel- 
opment. The  fibrous  connective  tissue,  on  the  contrary,  is  far 
more  abundant.  There  is  but  one  possibility  of  explaining  this 
change,  and  this  is,  a  return  of  the  endothelia  into  the  embryo- 
nal state  by  breaking  up  into  medullary  or  indifferent  corpus- 
cles, which  split  up  into  spindles  and  become  fibrous  connective 
tissue  after  infiltration  with  glue-yielding  basis  substance. 

This  assumption  is  justified  by  the  study  of  the  corpus  luteum 
in  involution.  Each  cluster  of  coarsely  granular,  diffusely  pig- 
mented bodies  proves  to  be  a  remnant  of  a  previous  endothe- 
lium. At  the  same  time  a  paling  of  the  protoplasm  has  taken 
place,  due  to  a  decrease  in  the  number  of  granules  within  the 
medullary  corpuscles.  Thus  an  originally  coarsely  granular  and 
pigmented  body  is  changed  into  a  finely  granular,  non-pigmented 
one.  ISTot  only  will  this  change  facilitate  the  transformation 
into  fibrous  connective  tissue,  but  also  the  absorption  through 
the  lymphatics,  as  the  study  of  the  senile  changes  of  the  connec- 
tive tissue  proves. 

I  wish  to  draw  attention  to  the  red  blood  corpuscles  within  a 
capillary  blood  vessel,  depicted  in  Fig.  7,  B.  Here  a  few  red 
blood  corpuscles  have  taken  np  a  dark  yellow-brown  color,  and 
in  them  have  appeared  small,  prismatic  crystals  of  hematoidin. 
This  occurrence  explains  one  source  of  the  hematoidin.  An- 
other source  was  found  in  the  involuted  corpus  luteum  in  small 
hemorrhages  scattered  in  the  connective  tissue.  The  extrava- 
sated  blood  certainlj^  can  assist  in  the  production  of  hematoidin 
crystals.  By  a  coalescence  of  prisms  originate  the  peculiarly 
shaped  rust-brown  clusters  of  hematoidin  so  characteristic  of 
the  process  of  involution  of  the  corpus  luteum. 

C.  Corpus  Luteum  of  the  Ewe. — The  naked-eye  appearance 
(Fig.  4,  E)  is  not  essentially  different  from  that  of  a  sow's  ovary, 
since  here,  too,  we  notice  the  brownish  color,  delicate  rents  due 
to  blood  vessels,  but  no  lobulation  whatever.  With  low  powers 
of  the  microscope  we  can  ascertain  the  fact  that  toward  the 
periphery  each  corpus  luteum  is  covered  only  by  a  thin  connec- 
tive-tissue capsule  blending  with  that  of  the  ovary  itself.  In 
one  specimen  I  have  seen  a  shallow  depression  on  the  surface  of 
the  ovary,  corresponding  to  a  slightly  thickened  knot  of  connec- 
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tive  tissue,  still  crowded  with  protoplasmic  bodies,  from  which 
the  elongated  endothelia  and  the  blood  vessels  took  a  radiating 
course.  Obviously  this  knot  was  the  healed  wound  produced 
by  the  rupture  of  the  Graafian  follicle.  The  vascular  supply  of 
the  capsule  of  the  corpus  luteum  is  more  abundant  than  in  the 
sow,  though  it  must  be  conceded  that  the  ewe's  ovary  contains 
far  more  blood  vessels  in  its  substance  than  that  of  the  sow. 
Especially  are  the  arteries  and  arterioles  of  the  ewe's  ovary 
conspicuous   by   beautifully  developed  smooth    muscle   fibres. 


Fig.  8.— Fully  developed  corpus  luteum  of  ewe.  X  400.  E,  E,  coarsely  granular,  diffusely 
pigmented  endothelia  ;  M,  M,  clusters  of  medullary  corpuscles  ;  I,  I,  interstitial  connective 
tissue;  P,  P,  protoplasmic  bodies,  partly  pigmented,  in  the  interstitial  tissue;  A,  artery;  C, 
capillary  blood  vessel. 


With   a   power   of  about   four   hundred  diameters  the   corpus 
luteum  of  the  ewe  has  the  following  appearance  (Fig.  8) : 

The  endothelia  are  of  a  pronounced  yellow-brown  tint ;  they 
are  much  smaller  than  those  of  the  sow ;  they  often  exhibit  two 
or  more  nuclei,  and  are  frequently  found  to  be  composed  of 
medullary  or  embryonal  corpuscles.  Even  single  endothelia 
vary  greatly  in  size  and  shape;  often  they  are  found  elongated, 
particularly  so  at  the  spot  of  the  previous  rupture  of  the  follicle. 
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The  amount  of  fibrous  connective  tissue  is  far  greater  than  in 
the  sow,  and  this  tissue  carries  a  number  of  protoplasmic  bodies, 
many  of  which  are  elongated  and  spindle-shaped,  not  admitting 
a  thorough  diagnosis,  whether  we  have  to  place  them  among  the 
endothelia  or  the  connective-tissue  corpuscles,  since  they  often 
exhibit  a  yellow-brown  pigmentation. 

Of  my  specimens,  four  were  obtained  from  pregnant  ewes  of 
about  two  months'  term,  and  four  from  ewes  some  time  after 
delivery. 


Fig.  9.— Corpus  luteum  of  ewe  in  involution.  X  200.  H,  portion  of  corpusluteum  richly 
supplied  with  hentiatoidin  crystals  ;  E,  portion  of  corpus  luteum  destitute  of  hematoidi* 
crystals  ;  A,  A,  arteries  ;  V,  vein  ;  C,  C,  capillaries. 


I  can  say  that  the  total  appearance  of  the  tissue  is  more  ju- 
venile than  in  the  sow,  and  corresponds  to  an  earlier  stage  of  de- 
velopment of  the  sow's  corpus  luteum.  The  vascular  supply  of 
the  ewe's  corpus  luteum  is  somew.hat  richer  than  that  of  the 
sow. 

With  high  powers  we  ascertain  all  features  described  in  the 
sow's  corpus  luteum,  as  to  the  structure  of  the  large  protoplas- 
mic bodies  and  their  nuclei.     The  latter,  however,  often  appear 
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as  solid  lumps  or  clusters  of  large,  homogeneous,  glossy  gran- 
ules. The  process  of  involution  of  a  corpus  luteum  of  a  pre- 
vious pregnancy  is  similar  to  that  of  the  sow  (Fig.  9). 

I  have  selected  a  low  power  for  the  representation  of  a  corpus 
luteum,  mainly  to  illustrate  the  fact  that  one  portion  may  be 
crowded  with  hematoidin  crystals,  another  entirely  destitute 
of  them.  The  crystals,  therefore,  are  not  an  essential  feature 
of  the  retrogressive  metamorphosis  of  a  corpus  luteum. 
One  of  the  sources  of  such  crystals  seems  to  be  the  pigmented 
endothelia  themselves  (H),  since  I  have  seen  small  rust-brown 
prisms  embedded  in  single  endothelia.  The  latter,  though  still 
coarsely  granular,  are  on  an  average  smaller  than  those  of  the 
fully  developed  corpus  luteum,  and  their  hue  is  paler.  Obvi- 
ously a  reduction  of  many  coarsely  granular  bodies  has  taken 
place  into  finely  granular  and  non-pigmented  bodies,  with  a 
final  change  into  fibrous  connective  tissue.  Small,  finely  gran- 
ular bodies  are  seen  embedded  in  large  numbers  within  the 
fibrous  tissue,  not  differing  materially  from  ordinary  connective- 
tissue  corpuscles.  They  are  recognizable  by  a  slight  yellow- 
brown  tint  as  previous  endothelia,  only  they  are  more  crowded. 

The  delicate  fibrous  tissue  is  freely  supplied  with  arterioles, 
veins,  and  capillaries,  all  of  a  more  or  less  tortuous  course,  ob- 
viously due  to  the  shrinkage  of  the  bulk  of  the  corpus  luteum. 
Some  of  the  veins  are  partly  filled  with  a  myxomatous  tissue, 
due  to  a  proliferation  of  the  endothelia,  and  finally  leading  to 
the  obliteration  of  the  vessel.  A  similar  process  is  noticeable 
in  many  capillary  blood  vessels  that  have  been  transformed  into 
fibrous  connective  tissue.  The  artei'ioles,  on  the  contrary,  have 
not  undergone  changes  in  their  constituent  elements.  The  study 
of  the  ^acinity  of  the  shrivelled  corpus  luteum  enables  me  to 
state  that  the  final  result  of  the  involution  is  cicatricial,  fibrous 
connective  tissue. 

D.  Corpus  Luteum  of  Cow. — "With  the  naked  eye  we  see 
(Fig.  4,  C)  a  globular  formation,  indistinctly  lobulated,  of  a  con- 
siderable size.  It  is  surrounded  by  a  concentrically  striated  caji- 
sule,  blending  at  the  most  peripheral  portion  with  the  capsule 
of  the  ovary.  The  rest  of  the  ovary  is  pierced  by  cavities  of 
varying  size,  which  by  closer  analysis  prove  to  be  follicles  in 
different  stages  of  development. 

Low  powers  show  that  the  corpus  luteum  is  traversed  by  fib- 
rous septa  running  irregularly  and  carrying  the  blood  vessels  of 
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the  three  types.  The  vascular  supply  of  the  main  mass  is  but 
scanty,  that  of  the  capsule,  on  the  contrary,  abundant.  Only 
the  tissue  of  the  capsule  and  the  septa  emanating  therefrom 
have  taken  the  carmine  stain,  while  the  main  mass  lacks  this 
stain  and  exhibits  a  yellow-brown  color,  nowhere  of  a  deep 
tint.  The  main  mass  is  composed  of  polyhedral,  large-sized 
endothelia  and  a  considerable  amount  of  ensheatliing  fibrous  tis- 
sue. The  size  of  the  endothelia  is  largest  at  the  most  peri- 
pheral portion,  nearest  to  the  previous  rupture,  where  they  ap- 


FiG.  10.— Fully  developed  carpus  luteum  of  cow.  x  40iX  E,  E.  coarsely  granular,  dif- 
fusely pigmented  endothelia;  I,  I,  interstitial  connective  tissue;  S.  S,  spindle-shaped  proto- 
plasmic bodies;  C,  C,  coarsely  granular  protoplasmic  bodies  slightly  pigmented. 

pear  much  elongated  and  take  a  radiating  course  toward  the 
rupture.  In  the  latter  situation  the  capillaries  are  most  nu- 
merous and  conspicuous  by  their  straight  course.  The  appear- 
ance of  the  main  mass  is  represented  in  Fig.  10. 

We  are  struck  at  once  by  the  large  size  and  angular  shape  of 
the  endothelia.  Many  of  these  have  long,  pointed  offshoots, 
rendering  them  pear-shaped  or  triangular.  Interspersed  among 
the  large  endothelia  we  occasionally  observe  small  ones,  like- 
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wise  of  angular  contours.  The  granulation  in  the  protoplasm  is 
apparent  by  its  coarseness  and  variance  in  size.  The  nuclei  are 
but  indistinctly  defined,  also  composed  of  coarse  granules  dense- 
ly packed  together.  In  some  bodies  two  and  more  nuclei  are 
traceable,  in  others  none,  either  being  really  absent  or  merely 
concealed  by  the  coarse  granules  of  the  protoplasm.  The  pig- 
mentation is  diffusely  distributed  throughout  the  granules  of 
both  protoplasm  and  nuclei. 

The  fibrous  connective  tissue  which  ensheathes  the  endothe- 
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Fig.  11.— Corpus  luteum  of  cow  in  involution,  x  400.  M,  M,  bundle  of  smooth  muscle 
fibres;  L,  L,  coarsely  g^ranular,  pigmented  endothelia  (so-called  lutein  cells):  P,  P,  almost 
pigmentless  endothelia,  with  scattered  granules  ;  B.  coarsely  granular  endothelium,  show- 
ing the  beginning  formation  of  hematoidin  ;  F,  F,  faintly  striated  interstitial  connective 
tissue  ;  H,  H,  crytals  of  hematoidin;  C.  C,  capillary  blood  vessels. 


lia  is  conspicuous  by  its  abundance  and  the  large  number  of 
spindle-shaped  protoplasmic  bodies  or  connective-tissue  corpus- 
cles. The  fibrillation  of  this  tissue  is  nowhere  pronounced. 
The  large  amount  of  interstitial  tissue,  as  compared  with  the 
corpora  lutea  of  the  sow  and  the  ewe,  and  the  variety  of  the 
size  of  the  endothelia,  indicate  that  the  corpus  luteum  under 
consideration  has  really  passed  its  full  height  of  development 
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and  Las  begun  to  enter  retrograde  changes.  This  coincides 
with  the  fact  that  the  cow  is  usually  slaughtered  four  to  five 
months  after  delivery.  We  can  justly  assume,  therefore,  that 
the  corpus  luteura  which  we  are  studying  is  one  in  thirteen  or 
fourteen  months  of  its  existence. 

The  process  of  involution  is  sometimes  marked  by  an  abun- 
dance of  hematoidin — so  much  so  that  such  a  corpus  luteum  is 
recognizable  to  the  naked  eye  by  its  rust-brown  color.  But  I 
have  met  with  corpora  lutea  in  involution  lacking  hematoidin 
crystals  altogether,  so  that  I  would  reiterate  my  remark,  made 
in  the  description  of  the  ewe's  ovary,  that  hematoidin  is  not  an 
essential  feature  in  the  process  of  involution  of  a  corpus  luteum. 
The  ordinary  appearance  of  this  formation  is  illustrated  in 
Fig.  11. 

The  breaking  up  of  the  original  endothelia  into  medullary  or 
embryonal  corpuscles  is  at  once  noticeable.  The  granules  at 
the  same  time  have  become  scantier  and  apparently  less  pig- 
mented. The  pigmentation  has  different  degrees.  Some  me- 
dullary corpuscles  are  still  yellow-brown,  though  comparatively 
few  in  number;  in  others  the  paling  has  attained  such  a  degree 
that  they  do  not  differ  from  ordinary  protoplasm  ;  whereas  some 
appear  but  finely  granular,  indistinctly  nucleated,  as  if  in  the 
process  of  infiltration  with  basis  substance.  Here  and  there 
we  meet  with  small  fields  of  a  myxomatous  connective  tissue, 
which  fields  may  have  taken  origin  from  the  obliteration  of  ca- 
pillary and  venous  blood  vessels. 

The  clusters  of  hematoidin  crystals  are  large  and  many- 
shaped.  Again  I  hav^e  been  able  to  trace  their  origin  from  the 
coloring  matter  of  coarsely  granular  medullary  corpuscles  (B), 
in  which  the  granules  assume  a  dark  red-brown  color  before 
giving  rise  to  hematoidin  prisms.  Such  images  are  also  seen  at 
L,  and  further  toward  the  lower  centre  of  the  figure. 

In  the  illustrated  portion  a  bundle  of  smooth  muscle  fibres  is 
seen  traversing  the  tissue  of  the  corpus  luteum  (M,  M).  I  have 
no  right  to  maintain  that  the  muscle  fibres  are  newly  formed, 
the  less  since  they  likewise  contain  clusters  of  hematoidin  crys- 
tals. This  feature  renders  it  probable  that  we  have  a  bundle 
of  smooth  muscle  fibres  before  us  which  originally  traversed 
the  cortex  of  the  ovary  in  the  vicinity  of  the  Graafian  follicle, 
and  has  escaped  changes  in  the  process  of  new  formation  fol- 
lowing the  rupture. 


STUDIES   OF    THE   OVARY. 


4Y7 


Lastly,  I  wish  to  draw  attention  to  the  tissue  changes  that 
take  place  in  the  immediate  vicinity  of  a  corpus  luteum  in  invo- 
lution (Fig.  12). 

The  arteries  are  here  conspicuous  by  their  narrow  calibre  and 
the  bulk  of  the  middle  coat.  Obviously  this  coat  has  changed 
its  original  structure  of  smooth  muscle  fibres  into  a  delicate 
myxomatous  tissue,  as  best  illustrated  in  the  cross-section  of  an 
artery  (A),  where  the  radiating  fibres  of  the  smooth  muscle 
ought  to  be  seen.    In  Fig.  7,  A,  I  have  drawn  a  cross-section  of 


Fig.  13.— Tissue  changes  around  a  cow's  corpus  luteum  in  involution,  x  400.  A,  arterv 
in  transverse  section,  the  muscle  coat  transformed  into  myxomatous  tissue;  C  calibre  of  an 
artery  in  oblique  section,  the  endothelia  in  proliferation;  V,  V,  adventitial  coat  of  the  ar- 
tery; M,  M,  myxofibrous  connective  tissue  ;  I,  medullary  tissue;  S,  remnants  of  smooth 
muscle  fibres. 

an  artery  in  an  involuted  corpus  luteum  of  the  soav,  where 
the  smooth  muscles  are  broken  up  into  small  medullary  cor- 
puscles. From  this  embryonal  tissue  evidently  develops  the 
myxomatous  tissue  forming  the  middle  coat  of  the  artery  in 
Fig.  12.  The  artery  C  shows  a  beginning  proliferation  of  the 
endothelia  lining  its  calibre,  the  result  of  which  is  the  appear- 
ance of  a  first  embrj^onal,  afterward  myxomatous  tissue,  which 
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obliterates  the  calibre  to  complete  impermeability.  A  similar 
change  takes  place  in  many  veins,  as  mentioned  before,  yielding 
a  myxomatous  tissue  in  place  of  obliterated  veins.  Both  the  ad- 
ventitial coat  of  the  arteries  and  the  tissue  bordering  on  the 
disappearing  corpus  luteum  are  of  a  tissue  variety  best  defined 
as  myxofibrous,  since  in  the  meshes  of  the  network  of  the  deli- 
cate fibres  myxomatous  basis  substance  is  deposited.  The  resi- 
dues of  smooth  muscle  fibres  are  likewise  embedded  in,  and  sur- 
ronnded  by,  a  myxomatous  and  myxofibrous  reticulnm. 

These  latter  varieties  of  tissne,  together  with  newly  formed 
fibrous  connective  tissue,  establish  the  comparatively  small  cica- 
trix, the  last  outcome  of  a  previous  corpus  luteum  of  pregnancy. 

The  results  of  my  comparative  studies  of  the  corpus  Inteum  I 
would  sum  up  in  the  following  paragraphs : 

1.  The  corpus  luteum  is  a  new  formation  of  tissue,  filling  the 
loss  of  substance  after  the  rupture  of  a  Graafian  follicle  and 
fructification  of  the  ovum. 

2.  In  its  production  not  only  the  wall  of  the  ruptured  follicle, 
but  also  the  tissue  of  the  ovary  next  to  the  follicle,  and  probably 
the  remnants  of  the  follicular  epithelium,  participate;  thus  the 
corpus  luteum  is  considerably  larger  than  the  space  occupied  by 
the  original  follicle. 

3.  The  corpus  luteum  is,  in  its  earliest  stages  of  develop- 
ment, of  an  embryonal  or  medullary  or  indifferent  tissue,  simi- 
lar to  that  of  the  embryo  in  the  first  weeks  of  its  growth. 

4.  The  medullary  tissue  is  the  outcome  of  changes  identical 
with  those  termed  inflammatory.  Fibrous  connective  tissue, 
smooth  muscle  fibres,  and  blood  vessels  break  up  by  prolifera- 
tion of  their  living  matter,  both  of  the  protoplasm  and  basis  sub- 
stance, into  indiiferent  corpuscles,  united  among  themselves, 
representing  the  embryonal  tissue. 

5.  The  human  corpus  luteum  of  the  second  month  of  preg- 
nancy is  composed  of  a  lobulated,  cortical  portion  of  embryonal 
and  a  central  portion  of  myxomatous  tissue.  The  corpora  lutea 
of  the  sow,  the  ewe,  and  the  cow  are  non-lobular  and  uniform  in 
structure  throughout. 

6.  The  medullary  elements,  originally  arranged  in  groups, 
produce  by  coalescence  large,  nucleated,  protoplasmic  bodies, 
the  lutein  or  epithelioid  cells  of  authors.  They  are  pigmented 
by  the  hemoglobin  of  the  extravasated  blood  corj)uscles  first 
filling  the  cavity  of  the  ruptured  follicle. 
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7.  The  large,  coarsely  granular,  protoplasmic  bodies  should  be 
termed  "  endothelia,"  and  the  tissue  building  up  the  corpus  luteum 
"endothelioma" — /.^.,  myxomatous  tissue,  in  which  the  proto- 
plasmic bodies  persist  instead  of  being  infiltrated  with  basis 
substance. 

8.  The  tissue  of  the  corpus  luteum  is  similar  to  that  of  a  gran- 
uloma. The  former  is  the  result  of  a  physiological,  the  latter 
a  pathological  reparative  process.    Both  are  myxomatous  tissue. 

9.  In  the  corpus  luteum  the  meshes  of  the  myxomatous  tissue 
remain  throughout  its  persistence  protoplasmic  in  the  shape  of 
coarsely  granular,  nucleated  bodies,  the  endothelia.  In  the 
granuloma  the  meshes  are  soon  infiltrated  with  myxomatous 
basis  substance. 

10.  In  the  process  of  involution  of  the  corjjus  luteum  the 
endothelia  break  up  into  medullary  corpuscles,  which  build  up 
fibrous  connective  tissue.  This  process  is  often,  but  not  inva- 
riably, accompanied  by  the  appearance  of  clusters  of  hematoidin 
crystals. 

11.  The  hematoidin  crystals  have  a  threefold  source:  red 
blood  corpuscles  contained  in  partly  obliterated  blood  vessels ; 
small  extravasations  of  blood  in  the  retrogressive  changes  of  the 
venous  and  capillary  blood  vessels  of  the  corpus  luteum ;  and, 
lastly,  the  endothelia  themselves,  saturated  with  hemoglobin 
from  their  very  origin. 

12.  The  final  result  of  the  involution  of  the  corpus  luteum  is 
cicatricial  tissue,  built  up  first  by  myxomatous,  later  myxo- 
fibrous,  and  at  last  by  fibrous  connective  tissue. 
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The  writer  believes  that  an  intelligent  and  intimate  knowl- 
edge of  the  mechanism  of  labor  is  as  essential  for  the  man- 

•  Candidate's  paper  for  admission  to  the  American  Gynecological  Society, 
May,  1893. 
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agement  of  normal  and  abnormal  parturition  as  is  an  acquaint- 
ance with  the  anatomy  and  physiology  of  the  heart  for  the 
treatment  of  functional  and  organic  disease  of  that  organ. 

It  has  been  with  the  object  of  inquiring  more  definitely  into 
certain  more  or  less  unsettled  questions  that  the  following  ex- 
perimental and  clinical  observations  have  been  made  during  the 
past  year  by  the  writer. 

1.  What  is  the  Cause  of  Internal  and  Forward  Rotation  of  the 
Occiput  in  Yertex  Presentations  during  Labor  f 

The  ischial  spine,  forming,  as  it  does,  the  commencement  of 
the  smooth  anterior  inclined  plane  of  the  ischium,  may,  it  is 
true,  prevent  the  posterior  rotation  of  the  occiput  in  the  first 
(L.  O.  A.)  and  second  (R.  O.  A.)  positions  of  the  vertex,  and 
even  favor  anterior  rotation  ;  but  that  they  have  anything  to  do 
with  anterior  rotation  of  the  vertex  in  originally  posterior  po- 
sitions it  is  difficult  to  understand. 

All  explanations  of  internal  rotation,  apart  from  the  fetus,, 
may  be  classed  ais  (1)  uterine  and  (2)  pelvic. 

The  uterine  theory  attributes  a  rotation  force  to  the  uterus 
itself;  the  trunk  and,  secondarily,  the  head  rotate  to  the  front, 
because,  after  the  escape  of  the  liquor  amnii,  the  uterus  flattens 
and  directs  the  dorsal  plane  of  the  fetus  in  that  direction. 

The  pelvic  explanation  takes  into  account  the  shape  of  the 
pelvis — as  determined  by  the  ischial  spines  and  planes  and  vary- 
ing lengths  of  the  pelvic  diameters — and  the  shape,  resistance, 
and  action  of  the  structures  going  to  make  up  the  perineal  floor. 
The  anatomical  investigations  of  J.  Yeit '  and  H.  Yarnier'^ 
deny  to  the  shape  of  the  pelvis — namely,  the  varying  lengths  of 
the  various  planes — and  even  to  the  bones  of  the  pelvic  outlet, 
every  influence  on  the  internal  rotation  of  the  head.  The  lat- 
ter explains  the  rotation  of  the  head  exclusively'  as  due  to  the 
arrangement  of  the  muscles  of  the  pelvic  floor  and  the  peri- 
neum. 

On  the  other  hand,  there  is  an  interesting  reported  ^  case  of 
labor  in  a  woman  after  Kraske's  operation  for  cancer  of  the 
rectum,  where,  in  spite  of  the  absence  of  the  sacrum  and  of 
part  of  the  ligaments  and  muscles  making  up  the  pelvic  floor,, 
in  giving  birth  to  a  living  child  weighing  nine  pounds  forward 

'  "  Die  Anatomie  des  Beckens  im  Hinblick  auf  den  Mech.  d.  Geb.,"  1887. 
'  "  Du  dedroit  interieur  musculaire  du  Basin  obstetrical,"  Paris,  1888. 
'Lihotzhy,  Montreal  Medical  Journal,  June,  1889. 
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rotation  of  the  occiput  was  observed  and  otherwise  the  mechan- 
ism of  labor  was  normal. 

In  reply  to  the  statement  of  Olshausen  that  internal  rotation 
of  the  head  is  caused  only  by  the  co-rotation  of  the  child's  trunk, 
Zweifel '  says  :  "  We  cannot  agree  with  this  doctrine.  .  .  .  "We 
will  only  refer  here  to  the  first  Braune  section  (Plate  C),  where 
the  rotation  of  the  head  is  already  far  advanced,  the  body  still 
remaining  completely  transverse." 

Desiriug  to  test  for  himself,  experimentally,  the  part  the 
pelvic  floor  plays  in  anterior  rotation  of  the  presenting  part,  the 
writer  undertook  the  following  experiments. 


Fortunately  a  cadaver  was  secured  from  the  morgue  in  April, 
1S92,  in  the  most  favorable  condition  for  the  purpose. 

It  was  that  of  a  German  girl,  20  years  of  age,  who  one  morn- 
ing was  found  upon  the  floor  of  her  employer's  store,  dead  from 
post-partum  hemorrhage.  The  pregnancy  had  been  a  twin  one, 
and,  when  found,  one  twin,  rather  small  even  for  a  twin,  was 
found  between  the  girl's  thighs,  and  the  remaining  one,  with 
the  double  placenta,  was  still  within  the  uterine  cavity.  The 
cadaver  was  removed  from  the  morgue  to  the  oj^erative  sur- 
gery room  of  the  University  Medical  College,  and  a  careful 
examination  failed  to  reveal  any  lacerations  of  the  cervix,  va- 
gina, or  perineum.     Hence  one  of  the  first  conditions  of  success 

'  "  Lehrbuch  der  Geburtshillfe,"'  Stuttgart,  1892. 
31 
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— a  firm  perineum — was  obtained.  A  fetal  cadaver  was  selected 
of  average  size,  the  sagittal  suture  opened,  the  occipital  bone 
incised  for  half  an  inch,  and,  after  firmly  fixing  the  swivel  and 
ring  seen  in  tha  accompanying  cut  at  a  point  one-lialf  inch 
posterior  to  the  small  fontanelle,  the  scalp  was  closed  by  sutures. 
To  the  ring  of  the  swivel  was  then  tied  a  yard  of  whipcord. 

In  making  use  of  the  term  complete  rotation  of  either  head  or 
shoulders  in  these  observations,  it  is  not  meant  that  mathema- 
tically complete  rotation  resulted,  hut  only  such  as  palpation  or 
insjjection  determined,  unaided  by  more  exact  means  of  measure- 
ment. Leishman's  researches  with  a  cord  stretched  from  sym- 
physis to  coccyx  showed  that  exact  coincidence  of  the  sagittal 
suture  and  the  antero-posterior  diameter  of  the  pelvic  outlet 
failed  in  many  instances.  The  well-known  experiments  of  Paul 
Dubois  consisted  in  ])n8.hinfj  fetal  cadavers  of  various  sizes 
through  the  birth  canal  of  a  j)uerpera  recently  dead.  The  follow- 
ing experiments,  as  will  be  readily  seen,  differ  somewhat  from 
the  above,  in  tliat  traction  is  made  directly  on  the  occiput  and 
the  head  permitted  to  revolve  at  will  on  a  swivel. 

The  abdomen  and  uterus  of  the  cadaver  being  now  opened, 
and  the  uterus  held  in  as  nearly  a  normal  position  as  possible 
— including  the  usual  right  lateral  obliquity  and  left  to  right 
torsion — the  experiments  were  then  made. 

Experiment  I. — The  whipcord,  by  means  of  a  pair  of  uterine 
dressing  forceps,  was  passed  down  from  above  through  the  cer- 
vix, vagina,  and  out  at  the  vulva,  and  the  fetal  cadaver  placed 
in  its  normal  attitude  within  the  uterus  in  the  L.  O.  A.  posi- 
tion. 

Traction,  intermittent  in  character,  upon  the  cord  in  the  va- 
gina, and  always  in  the  axis  of  that  part  of  the  pelvis  at  which 
the  vertex  rested,  caused  descent  of  the  head  until  the  pelvic 
floor  was  reached  or  until  the  occiput  reached  a  point  just  below 
the  ischial  spines,  and  then  forward  rotation  of  the  occiput 
brought  the  sagittal  suture  into  the  an tero- posterior  diameter  of 
the  pelvic  outlet.  The  head  was  not  delivered.  The  shoulders 
were  now  found  just  at  the  brim,  with  the  bisacromial  diameter, 
as  originally  placed,  corresponding  to  the  left  oblique  diameter 
of  that  part  of  the  pelvis. 

Experiment  II. — Anterior  rotation  was  secured  in  the  E.  O.  A. 
position  in  the  same  manner,  the  shoulders  coming  to  the  brim 
in  the  right  oblique  diameter. 
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Experiments  III.  and  IV. — Experiments  Land  II. repeated, 
with  the  same  results. 

Experiment  V. — Fetus  placed  in  normal  attitude  in  the 
R,  O.  P.  position,  and  anterior  rotation  about  the  right  half  of 
the  pelvis  occurred,  the  small  fontanelle  fiuallj  resting  just 
below  the  subpubic  ligament.  Now  for  the  first  time  the  head 
was  drawn  through  the  vulva,  and  the  mechanism  of  shoulder 
delivery  watched.  The  bisacromial  diameter  entered  the  brim 
in  the  left  oblique  diameter,  the  left  shoulder  being  lowest  and 
to  the  front  of  the  pelvis.  Upon  the  sagittal  suture  becoming 
transverse  the  shoulders  began  to  rotate,  and  finally  brought 
the  bisacromial  diameter  into  the  opposite  or  right  oblique,  the 
small  fontanelle  beiug  now  at  the  subpubic  ligament. 

Experiment  YI. — Vertex  placed  in  the  L.  O.  P.  position  in 
the  lower  uterine  segment.  Anterior  rotation  of  the  occiput 
about  the  left  side  of  the  pelvis  took  place  as  soon  as  the  pelvic 
floor  was  reached,  until  the  occiput  came  to  the  pubic  arch  ; 
upon  delivery  of  the  head  internal  rotation  of  the  shoulders, 
and  finally  of  the  buttocks,  was  observed. 

Experiment  VII. — The  occiput  was  now  placed  directly  in 
the  median  line  of  the  body  and  just  under  the  promontory  of 
the  sacrum.  Traction  on  the  cord,  as  before,  readily  brought 
the  well-flexed  head  to  the  pelvic  floor.  Further  progress  now 
was  arrested  for  a  moment.  Intermittent  traction,  however, 
being  continued,  finally,  slowly  and  gradually  by  means  of  pal- 
pation, rotation  of  the  head  was  observed  to  take  place  about 
the  right  half  of  the  pelvis,  until  at  last,  as  before,  the  small 
fontanelle  appeared  at  the  ligamentum  arcuatum,  the  vertex 
having  traversed  a  complete  semicircle.  Anterior  rotation  in 
this  instance  was  only  secured  after  persistent  and  repeated 
traction  with  the  swivelled  cord,  and  was  only  finally  attained 
after  considerable  bulging  of  the  tissue  included  between  the 
coccyx  and  fourchette  was  produced  by  the  advancing  and  ro- 
tating head. 

Tlie  writer  feels  convinced  that  the  preceding  experiments 
were  fair  tests  ;  that  by  using  care  to  make  traction  on  the  cord 
only  in  the  axis  of  that  part  of  the  parturient  canal  in  which 
the  presenting  part  rested,  the  influence  of  the  traction  upon 
the  vertex  did  not  favor  forward  rotation  jper  se,  but  only  by 
downward  traction  did  it  bring  the  head  in  relation  with  influ- 
ences favorable  to  the  rotation  of  the  head  on  the  swivel. 
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The  shoulders  being  originally  in  the  transverse  diameter  of 
the  brim  in  this  experiment,  it  M^as  observed  that  during  the 
tardy  anterior  movement  of  the  occiput  the  shoulders  moved  from 
the  transverse  into  the  left  oblique  and  then  into  the  conjugate, 
and,  during  the  dragging  of  the  head  through  the  vulva,  into 
the  right  oblique  diameter  of  the  pelvis,  and  here  shoulder  ro- 
tation ceased  and  they  passed  obliquely  through  the  vulval 
opening. 

Experiment  YIII. — Once  more  the  fetal  head  M^as  placed,  well 
flexed,  in  the  L.  O.  A.  position  at  the  brim,  and,  upon  traction 
bringing  the  occiput  into  the  lower  half  of  the  pelvis,  little  if  any 
rotation  of  the  head  could  be  detected,  the  head  being  dragged 
through  the  vulval  slit  obliquely,  and  no  attempt  at  rotation  on 
the  part  of  the  shoulders  was  noticed. 

Experiment  IX. — E,.  O.  A.  position.  Result  same  as  in  Ex- 
periment YIII. 

Experiment  X. — Head  placed  as  before  in  R.  O.  P.  position. 
The  head  was  drawn  to  pelvic  floor  and  through  vulva  in  this 
position,  the  shoulders  also  preserving  their  original  position 
in  the  left  oblique  diameter  and  were  so  dragged  through  the 
outlet. 

Experiment  XI. — L.  O.  P.  position.  Result  same  as  in  Ex- 
periment X. 

Experiment  XII. — Head  placed  flexed  as  in  Experiment  VII. 
Not  even  the  slightest  change  from  the  original  position  could 
be  observed,  the  occiput,  still  posterior,  being  dragged  over  the 
perineum,  and  the  shoulders  remaining  in  their  original  trans- 
verse position. 

Such  experiments  can,  of  course,  determine  nothing  as  to  the 
influence  of  forward  rotation  of  the  fetal  trunk  upon  anterior 
rotation  of  the  occiput.  In  other  words,  they  fail  .entirely  to 
show  us  what  factor  the  rotary  power  attributed  to  the  uterus 
plays  in  the  production  of  movements  of  the  occiput.  Undoubt- 
edly during  pregnancy  and  the  early  stages  of  labor  the  position, 
shape,  and  contractions  of  the  uterus  play  an  all-important  part 
in  the  production  of  the  normal  attitude,  presentation,  and  posi- 
tion of  the  fetus  ;  but  that  these  factors,  with  the  exception  of 
uterine  contractions,  are  at  all  essential  to  the  movements  of  the 
occiput  the  writer  does  not  believe.  Rotation  of  the  head  does 
without  question  occur  independently  of  the  body,  as  has  been 
observed  by  many  (Frommel,  Schatz),  and  as  can  be  seen  by 
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reference  to  Brauiie's  frozen  sections  (Plate  C).  The  influence 
of  trunk  rotation  over  cephalic  is  shown  in  the  well-known 
clinical  fact  that  the  lateral  posture  of  the  parturient,  right  or 
left  as  the  case  may  demand,  does  undoubtedly  assist  anterior 
occipital  rotation  in  occipito-j^osterior  positions  and  tardy  rota- 
tion in  original  occipito-anterior  positions.  This  the  writer  has, 
in  a  number  of  cases,  been  able  to  demonstrate  to  the  pupil  at 
the  bedside. 

Wkat  these  experiments  do  demonstrate^  hovjever,  is  that  the 
pelvic-jloor  explanation  of  rotation  of  the  most  dependent  portioiv 
of  the  presenting  part  is  a  sujficient  one. 

Rotation  is  complete  and  readily  accomplished  in  the  first  of 
the  above-mentioned  trials ;  then,  as  the  muscles  and  tissues  be- 
come more  and  more  stretched  and  relaxed  as  the  result  of 
repeated  pressure  upon  them,  we  find  rotation  first  incomplete 
and  finally  failing  to  occur  altogether. 

The  subsequent  clinical  observations  are  in  accord  with  the 
foregoing.  In  the  forty-seven  primiparse  we  see  internal  for- 
ward rotation  of  the  occiput  failing  in  only  seven  instances  ;  in 
the  forty-three  multiparae  we  observe  failure  in  thirty.  Given 
the  normal  attitude  of  the  fetus  (extreme  flexion  of  the  head) 
and  good  expulsive  powers,  and  the  most  important  remaining 
condition  for  forward  rotation  and  a  normal  mechanism  is  a 
frm  pelvic  fioor. 

2.  Internal  Rotation  of  the  Head.,  and  Head  Delivery. — Ob- 
servations were  made  at  the  bedside  upon  forty-seven  primi- 
parae  and  forty-three  multiparae,  during  si^ontaneous  labor  at 
term,  in  various  positions  of  the  vertex. 

PRIMIPAR.E  (47   OBSERVATIOXS). 

Complete  forward  rotation  of  occiput 40  cases 

Incomplete     "  "  "      7     " 

Total 47     " 

Complete  rotation  once  in  1.1  cases. 

MULTIPAK.E  (43  OBSERVATIONS). 

Complete  forward  rotation  of  occiput 13  cases 

Incomplete    "  "  "       30    " 

Total........ 48    " 

Complete  rotation  once  in  3.3  cases. 

The  results  show  that  internal  rotation  of  the  head  was  com- 
plete before  it  entered  the  vulval  slit  in  forty  of  the  forty- 
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seven  observations  in  primiparae,  and  in  only  thirteen  of  the 
forty-three  of  multiparse,  thus  showing  that  complete  internal 
rotation  of  the  occiput  in  vertex  presentations  occnrs  1 :1.1  in 
primiparae,  as  against  1 : 3.3  in  multiparas ;  or,  in  other  words, 
the  emergence  of  the  sagittal  suture  at  the  ostium  vaginae  in  an 
oblique  diameter  of  the  pelvis  is  three  times  as  common  in  mul- 
tiparas as  in  primiparae.  This  fact,  it  seems  to  the  writer,  can 
only  be  due  to  the  greater  firmness  and  rigidity  of  the  pelvic- 
floor  tissues  in  the  primipara  over  those  of  the  multipara. 

One  of  the  seven  primiparae  in  whom  anterior  rotation  of  the 
vertex  failed  was  a  Hungarian,  20  years  old.  The  position  was 
L.  O.  A.;  the  dorsal  posture  was  used  during  delivery;  no 
chloroform  or  ether ;  duration  of  labor,  twenty-live  hours ;  of 
second  stage,  one  hour  and  forty  minutes.  The  birth  of  the  head 
in  an  oblique  diameter  resulted  in  a  bilateral  laceration  of  the 
vagina;  the  perineum  proper  was  not  ruptured.  Internal  ro- 
tation of  the  shoulders  occurred  spontaneously,  the  perineal 
shoulder  appearing  first  and  being  first  delivered  by  traction  in 
the  axilla.  In  a  second  instance  the  woman  was  Irish,  25  years 
old ;  the  position  R.  O.  P. ;  the  posture  during  second  stage, 
dorsal ;  duration  of  labor,  eight  hours  ;  of  second  stage,  three 
hoars ;  chloroform  was  used  ;  forceps  finally  applied,  and  the 
birth  of  the  head  obliquely  caused  deep  vaginal  and  perineal 
laceration  into  the  rectum.  The  true  conjugate  in  this  case  was 
under  four  inches.  This  was  the  only  complete  perineal  lacera- 
tion occurring  among  seventy-two  primiparae  and  seventy-nine 
multiparae  of  whom  records  were  kept. 

Not  uncommonly  in  old  multiparae  with  lax  soft  parts  one 
observes  what  may  be  termed  a  deep  transverse  position  of  the 
sagittal  suture — namely,  the  head  advances  through  the  lower 
part  of  the  pelvis,  and  even  up  to  the  orifice  of  the  vulva,  in  a 
transverse  or  oblique  position,  and  internal  rotation  only  occurs 
at  the  very  last  moment  in  the  vulval  orifice,  becomes  incom- 
plete or  fails  altogether,  because  the  strength  and  rigidity  of  the 
primiparous  pelvic  floor  is  wanting  in  the  multiparous.  On  the 
other  hand,  we  sometimes  see  excessive  internal  rotation  of  the 
head,  by  which  we  mean  the  sagittal  suture  rotates  from  one 
oblique  pelvic  diameter  past  the  conjugate  and  into  the  opposite 
oblique.  This  is  probably  in  consequence  of  excessive  rotation 
of  the  trunk,  due  to  strong  uterine  contractions  compressing  the 
fetal  back  and  turning  it  toward  the  front  and  opposite  side. 
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In  sixty-nine  observations  on  primiparaB  and  seventv-one  on 
niultiparse  excessive  rotation  of  the  liead  from  one  oblique  dia- 
meter to  the  other  occurred  in  but  one  instance — a  primipara. 

The  writer's  observations  show  tliat  in  sixty-nine  vertex  pre- 
sentations in  primiparae,  including  the  various  positions,  in  only 
one  instance  did  a  permanent  occipito-posterior  position  obtain. 
Tliis  woman  had  a  true  conjugate  of  less  than  four  inches,  and 
wag  finally  delivered  in  the  presence  of  the  writer  by  forceps, 
the  sagittal  suture  being  born  in  an  oblique  diameter,  and  with 
an  entire  loss  of  the  perineal  structures  (case  referred  to  above). 

In  seventy-one  vertex  presentations  in  multiparte,  including 
various  positions,  anterior  rotation  failed  in  three  instances. 

Head  Delivery. — An  attempt  was  made  to  test  the  truth  of 
the  statement  of  Dr.  D.  Berry  Hart '  that  the  term  "  extension  of 
the  head,"  as  applied  to  the  mechanism  of  head  delivery  in  ver- 
tex anterior  positions,  is  a  most  misleading  one,  for  it  indicates 
that  the  chin  leaves  the  sternum  while  the  head  is  passing  the 
perineum. 

He  states:  "I  deny  m  toto  that  the  chin  leaves  the  sternum, 
and  I  hold  that  this  fixation  of  the  occiput  and  descent  of  the 
sinciput  is  not  the  best  or  normal  mechanism.  The  best  mech- 
anism to  avoid  tear  is  for  the  occiput  to  lead,  for  the  head  to  be 
driven  on  by  a  steady  movement  of  translation,  any  rotation 
upon  a  biparietal  axis  so  taking  place  as  to  favor  occipital  dip- 
ping and  never  dipping  of  the  sinciput.  It  is  easy  to  see  how 
the  erroneous  idea  of  extension  arose.  The  attendant,  while  the 
patient  lay  on  her  left  side,  watched  the  passage  of  the  fetal 
head  from  behind,  saw  more  of  the  anterior  portions  of  the 
head  appear,  and  accounted  for  it  by  extension." 

In  a  limited  number  of  spontaneous  vertex  deliveries  at  term, 
by  the  administration  of  chloroform  to  control  the  rapidity  of 
the  passage  of  the  head,  and  by  repeated  rectal  and  vaginal  pal- 
pation, the  latter  more  especially  in  multiparse,  the  writer  has 
been  able  to  demonstrate  to  the  satisfaction  of  those  present 
that  the  chin  does  not,  under  the  above  conditions,  leave  the 
sternum  until  the  bulk  of  the  head,  including  what  may  be 
termed  the  suboccipito-frontal  diameter,  has  escaped  from  the 
vulval  orifice.  The  small  number  of  observations,  however, 
forbids  any  conclusions. 

3.  Internal  Rotation  of  the  Shoulders,  and  Shoulder  Deliv- 
ery.— Observations  were  made  upon  sixty-seven  primiparae  and 
^  Transactions  Edinburgh  Obstet.  Soc,  vol  xii.,  1887. 
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seventy  multiparse  as  regards  the  internal  rotation  of  the  bis- 
acromial  diameter,  as  follows  : 

PRIMIPAR^  (67  observations). 

Complete  rotation  of  shoulders  into  antero-posterior  diameter 

of  outlet  before  delivery 51  cases 

Incomplete  delivery  in  oblique  diameter 14    " 

"  "         "   transverse     "        2     " 

Total 67    " 

Complete  rotation  once  In  1.3  cases. 

MULTIPAR.E  (70  observations). 

Complete  rotation 56  cases 

Incomplete    "      14    " 

Total 70    " 

Complete  rotation  once  in  1.2  cases. 

It  will  be  seen  from  the  above  that  complete  rotation  occurs 
with  about  equal  frequency  in  primiparse  and  multipar^e. 
Regarding  shoulder  delivery  the  following  w^as  observed  : 

Shoxilder  first  to  appear  in  the  vulva  : 

PRi.\riPAR.E  (69  observations  of  spontaneous  delivery). 
The  perineal  or  posterior  shoulder  appeared  first  in  the  vul- 
val orifice  in 33  cases 

The  pubic  or  anterior  first  in 33    " 

Both  shoulders  simultaneously 3     " 


Total 69     " 

Posterior  shoulder  once  in  2.09  cases. 

MULTIPARA  (68  observations  OF  SPONTANEOUS  DELIVERY). 

Perineal  shoulder  first  in 43  cases 

Pubic  "  "    "    25    •' 


Total 68  " 

Posterior  shoulder  once  in  1.5  cases. 

Shoulder  first  to 'he  delivered : 

PRI.MIPAR.E  (15  OBSERVATIONS  OF  SPONTANEOUS  DELIVERY). 

Perineal  shoulder  first  born  in 9  cases 

Pubic  "  "      "     " 3  " 

Simultaneous  delivery  in 2  '• 

Transversely  in 1  " 

Total 15  " 

MULTIPAR.E  (38  OBSERVATIONS  OP  SPONTANEOUS  DELIVERY). 

Perineal  shoulder  first  born  in 19  cases 

Pubic  "  "      "     " 8  " 

Simultaneous  delivery  in 1  " 

Total 28  " 
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From  the  foregoing  it  would  appear  that  the  posterior  shoul- 
der is  born  lirst  three  tunes  as  often  as  the  anterior  in  primi- 
parge,  and  two  and  a  half  times  as  often  in  raultiparse. 

It  must  be  remembered,  however,  that  in  almost  every  one  of 
the  above  cases  the  head  upon  delivery  was  lightly  supported 
with  the  hand  ;  this  support  results  in  favoring  the  birth  of  the 
posterior  shoulder  first. 

R.  Lefoiir  believes  the  posterior  shoulder,  as  a  rule,  is  born 
first. 

Auvard  found  in  twenty-nine  cases  the  posterior  shoulder 
came  first  in  sixteen  and  the  anterior  in  nine  cases. 

He  recommends  in  all  cases  support  of  the  head,  in  order  to 
prevent  its  own  weight  interfering  with  the  natural  progress  of 
the  expulsion  of  the  body. 

Before  attempting  to  extract  the  shoulders  they  should  have 
completely  rotated,  and,  if  possible,  should  be  expelled  by  a  vis 
a  iergo,  at  the  same  time  so  assisting  as  to  carry  the  anterior 
shoulder  well  up  behind  the  symphysis.  By  so  doing  we  facili- 
tate delivery  of  the  posterior  arm,  which  is  the  safest  and  most 
natural  method  of  delivery. 

The  same  principle  may  be  applied  to  the  after-coming  head. 
By  means  of  the  foregoing  manipulation  we  secure  what  may 
be  termed  the  "  cervico-acromial  "  diameter  of  the  fetus  at  the 
outlet  instead  of  the  bisacromial. 

Leonet  asserts  that  the  anterior  shoulder  first  disengages  in 
ninety  out  of  one  hundred  cases  if  the  fetal  head  be  not  sup- 
ported ;  that  the  posterior  shoulder  first  emerges  in  ninety  out  of 
one  hundred  cases  if  the  head  be  supported.  He  states  that  the 
danger  to  the  perineum  first  begins  upon  the  disengagement  of 
the  posterior  shoulder. 

The  posture  of  the  woman  does  not  appear  to  affect  the  mech- 
anism of  shoulder  delivery.     Thus  : 

PRIMTPAK.E  (15  OBSERVATIONS  OF  SPONTANEOUS  DELIVERY). 

Dorsal  posture  (9  cases)  : 

Posterior  shoulder  first  delivered 4  cases 

Anterior        "  "  "        2     " 

Simultaneous  delivery 3    " 

"  "      transverse 1     " 

Total  9     " 
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Lateral  posture  (6  cases) : 

Posterior  shoulder  first  delivered 4  cases 

Anterior        "  "  "       1     " 

Simultaneous  delivery  (transverse) 1     " 

Total 6    " 

MULTIPAR.E  (28  OBSERVATIONS  OF  SPONTANEOUS  DELIVERY). 

Dorsal  posture  (15  cases) : 

Posterior  shoulder  first  delivered 9  cases 

Anterior         "         "  "       6    " 

Total ...  15    " 

Lateral  posture  (13  cases) : 

Posterior  shoulder  first  delivered 10  cases 

Anterior         "  "  •'       2     " 

Simultaneous  delivery 1     " 

Total 13     " 

4.  Injury  to  the  Perineum. — Nineteen  perineal  lacerations  in 
primiparae,  including  all  degrees  of  injury,  but  no  complete 
laceration,  and  in  cases  where  complete  shoulder  rotation  oc- 
curred, were  caused  as  follows : 

By  f  orecoming  head 8 

By  shoulder 6 

Cause  unobserved  5 

Total 19 

Whether  the  lacerations  attributed  to  the  shoulder  as  a  cause 
were  originated  by  tlie  head  within  the  vulva  and  completed  by 
the  posterior  shoulder  does  not  appear. 

The  dorsal  posture  was  used  during  the  second  stage  in  six- 
teen cases,  the  lateral  in  three  ;  chloroform  in  twelve  instances; 
various  means  of  perineal  protection  made  use  of. 

The  method  of  shoulder  delivery  giving  by  far  the  best  re- 
sults in  the  avoidance  of  injury  to  the  soft  parts  is  the  one 
already  referred  to,  in  which  delivery  of  the  posterior  shoulder 
first  is  favored  by  pushing  the  anterior  shoulder  behind  the 
symphysis,  thus  obtaining  the  "  cervico-acromial "  diameter  at 
the  outlet  and  the  slow  delivery  of  the  perineal  shoulder. 

Conclusions. — 1.  The  chief  factor  in  determining  anterior 
rotation  of  the  lowest  portion  of  the  presenting  part  is  the 
resistance  of  the  pelvic  floor. 

2.  Complete  forward  rotation  of  the  presenting  part  is  the 
rule  in  primiparse ;  it  often  fails  in  multiparae. 
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3.  Excessive  rotation  of  the  head  is  a  rare  condition. 

4.  A  permanent  occipito-posterior  position  is  more  common 
in  multiparje  than  in  primiparse,  other  things  being  equal. 

5.  Complete  shoulder  rotation  occurs  with  about  equal  fre- 
quency in  primiparae  and  multiparae. 

6.  In  primiparae  and  spontaneous  delivery  the  anterior  and 
posterior  shoulders  appear  with  about  equal  frequency. 

7.  In  multiparae  and  spontaneous  delivery  the  posterior 
shoulder  appears  first  more  frequently  than  the  anterior. 

8.  In  spontaneous  delivery  the  posterior  shoulder  is  born  first 
most  frequently  in  both  primiparge  and  multiparae — three  times 
as  frequent  as  the  anterior  in  primiparae,  two  and  a  half  times  as 
frequent  in  m  ultiparae. 

9.  The  posture  of  the  parturient  does  not  appear  to  affect 
the  mechanism  of  shoulder  delivery. 

10.  Manual  extraction  of  the  shoulders  was  found  to  increase 
the  percentage  of  perineal  lacerations. 

115  East  35th  street.  New  York  City. 
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It  is  not  only  my  privilege  but  my  duty  to  express  the  appre- 
ciation and  obligation  I  feel  in  being  invited  to  present  a  topic 
before  a  society  which,  I  think  I  may  say  without  raising  a 
shadow  of  opposition,  is  the  most  exclusive  and  erudite  body  of 
medical  men  in  Chicago. 

In  looking  over  the  general  topic  of  the  relations  between  the 
genito-nrinary  apparatus  of  women  and  nervous  diseases,  I  found 
a  field  so  broad  that  I  was  appalled  at  the  prospect  of  any  at- 
tempt to  present  the  matter  within  the  limits  of  one  evening, 
and  after  considerable  thought  I  decided  to  concentrate  the  sub- 

'  Read  before  the  Gynecological  Society  of  Chicago,  May  19th,  1893. 
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ject  by  asking  you  to  agree  with  me  to  a  certain  number  of 
propositions  which  are  practically  axiomatic,  and  thereby  fix 
attention,  and  I  trust  discussion,  upon  a  major  theme. 

I  believe  that  there  is  essential  harmony  among  all  concerned 
regarding  the  desirability  of  operating  upon  insane  and  nervous 
women  for  those  conditions  which  demand  operative  inter- 
ference, where  mental  and  nervous  disease  is  not  in  the  field. 
Lately,  however,  neurological  special  and  periodical  literature 
and  that  of  gynecology  have  been  somewhat  burdened  with  re- 
ported operations  of  ovarectomy  or  castration  as  2,  jper  se  thera- 
peutic measure  in  the  mental  and  nervous  diseases  of  women. 
The  statement  has  been  made,  without  much  qualification,  that 
there  are  hosts  of  women  in  hospitals  for  the  insane  who  are 
deprived  of  operative  treatment  and  are  thereby  consigned  to 
the  oblivion  of  insanity  without  hope  of  recovery.  On  the  other 
hand,  there  are  extremists  who  insist  that  gynecological  inter- 
ference in  mental  diseases  is  absolutely  useless.  I  have  no  doubt 
the  middle  ground  is  the  one  to  be  here  taken,  as  in  every  other 
situation. 

What  I  desire  to  call  to  your  attention  particularly  is  the 
question  of  the  desirability,  where  there  are  no  underlying  patho- 
logical changes  in  the  organs  of  the  pelvis  clinically  discoverable, 
of  the  operation  of  removal  of  the  tubes  and  ovaries  as  a  so-called 
curative  measure  in  the  graver  neuroses — namely,  insanity, 
hysteria  of  the  major  type,  and  epilepsy.  I  feel  that  the  ordi- 
nary neuroses  will  never  call  for  an  operation  of  this  magnitude 
and  severity. 

In  discussing  this  matter  I  wish  to  call  to  your  mind  a  series 
of  cases,  eighteen  in  number,  recently  presented  by  Dr.  George  H. 
Kobe  before  the  American  Association  of  Obstetricians  and  Gy- 
necologists, in  which  he  removed  the  ovaries  and  tubes  in  insane 
women  for  conditions,  some  of  them  trifling,  in  others  where  no 
disorder  of  a  pathological  nature  could  be  suspected  by  a  previ- 
ous clinical  examination.  These  cases  are  selected  because  they 
conform  fairly,  as  far  as  results  and  conditions  are  concerned,  to 
many  other  similar  operations,  and  particularly  because  they 
have  been  made  the  basis  of  subsequent  reports  and  references 
in  various  directions.  In  all  these  cases  the  ovaries  and  tubes 
were  removed. 

The  operator  made  an  examination  of  thirty-five  insane 
women,  and  in  twenty-six  cases  discovered  what  he  termed  dis- 
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ease  of  the  ovaries  and  tubes.  The  diseases,  as  he  has  noted 
them  in  his  rather  incomplete  report,  consist  for  the  most  part 
of  trifling  conditions — at  least  thej  are  trifling  to  my  mind  when 
compared  with  the  magnitude  of  the  operation,  such  as  "en- 
largement," "ovarian  adhesions,''  "tortuous  tubes,"  "atroj)hic 
ovaries,"  "  ovaries  enlarged  and  cystic,"  and  "  various  adhesions." 
I  wish  in  this  connection  to  call  your  attention  to  the  fact  that 
a  great  deal  of  weight  is  attributed  to  tortuosity  in  ovarian  tubes, 
and,  I  believe,  unjustly  in  many  cases,  because  there  is  no  ques- 
tion that  many  instances  of  tortuous  and  convoluted  tubes  are 
found  post  mortem  or  in  operation  in  which  symptoms  could 
not  be  attributed  to  them  and  had  never  appeared  in  the  clinical 
history.  In  many  lower  forms  of  animal  life  and  in  the  human 
embryo  the  oviduct  is  a  convoluted  tube.  I  think,  therefore, 
that  the  statement  that  a  tube  is  convoluted  should  have  very 
little  weight,  and  may  be  simply  a  persistent  embryological 
condition. 

The  first  six  cases  reported  by  Eolie  he  denominates  melan- 
cholia. The  result  in  these  six  cases  was  slight  improvement 
in  five  and  no  improvement  in  one.  I  bespeak  your  attention 
rather  emphatically  to  the  conditions,  aside  from  this  operation, 
which  may  have  led  to  the  change  denominated  by  him  "'  slight 
improvement."  All  of  these  cases  had  existed  in  a  state  of 
mental  disturbance  for  such  a  long  period  of  time  as  would 
justify  one  in  calling  them  cases  of  a  chronic  nature.  If  any 
one  thing  is  agreed  upon  by  alienists,  it  is  the  fact  that  after 
mental  diseases  become  chronic  the  most  important  element  of 
treatment,  and  the  one  that  leads  to  the  best  results  therapeu- 
tically, is  a  change  of  environment,  and  a  mental,  moral,  or 
physical  shock  sometimes  is  capable  of  producing  immense 
benefit.  Therefore  I  undertake  to  say  that  if  these  patients 
had  been  subjected  to  the  same  care,  solicitude,  attention, 
change,  and  watchfulness,  without  operation,  as  they  received 
under  it,  there  might  have  been  secured  as  much  improvement 
as  followed  this  heroic  treatment. 

One  case  of  simple  mania  in  which  he  found  diflSculty  from 
adhesions,  and  in  which  both  tubes  and  ovaries  were  removed, 
presented  no  improvement. 

In  four  cases  of  puerperal  mania — which  is  essentially  a  sep- 
tic state  and  might  naturally  be  expected  to  lead  to  conditions 
demanding  interference  of  this  sort — he  reports  two  recoveries 
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after  two  and  six  months  resjDectivelj,  and  slight  improvement 
in  the  other  eases.  Contrast  these  results  with  the  fact  that 
a  very  large  proportion  of  cases  of  acute  puerperal  insanity  get 
well  if  let  alone.  I  think  I  am  within  the  range  of  facts  when 
I  state  that  sixty  per  cent  of  these  acute  cases  of  puerperal  in- 
sanity get  well  in  from  six  to  nine  months  under  ordinary  asy- 
lum care;  yet  after  this  heroic  operation  only  two  cases  got  well, 
and  then  after  a  period  which  might  have  marked  the  cases  had 
no  operation  been  done. 

He  reports  a  case  of  so-called  hypochondriacal  mania  where 
both  ovaries  were  removed  with  "  slight  improvement "  ;  two 
cases  of  periodic  insanity  which  presented  a  rhythm  consenta- 
neous with  the  menstrual  flow,  and  here  the  removal  of  what 
he  calls  "  cystic  ov^aries  "  produced  no  improvement  whatever  ; 
one  case  of  hystero-epilepsy  in  which  the  convulsive  attacks 
usually  occurred  at  the  menstrual  period,  and  in  which  he 
found  one  ovary  "  enlarged  and  cystic,"  and  which,  without 
other  description,  he  reports  as  a  recovery.  In  three  cases  of 
epilepsy  he  had  two  deaths,  due  to  sepsis  that  was  undoubtedly 
attributable  to  a  pre-existent  trouble  in  the  pelvis  and  in  no 
■wise  to  the  operation. 

Therefore,  out  of  sixteen  cases,  omitting  the  two  cases  of  epi- 
lepsy with  fatal  issue,  three  cases  showed  no  considerable  im- 
provement, there  were  two  recoveries  in  puerperal  insanity  and 
one  recovery  in  hystero-epilepsy.  If  we  bear  in  mind  the  fact 
that  hystero-epileps}'^  is  sometimes  cured  by  any  form  of  mental 
treatment,  by  Christian  science,  by  hypnotism,  by  any  physical, 
mental,  or  moral  influence  whatever,  the  fact  that  he  had  a  re- 
covery after  this  grave  operation  is  not  worthy  of  much  con- 
sideration. I  therefore  reduce  the  recoveries  to  two  as  a  sum 
total,  and  these  were  in  puerperal  cases,  which  strongly  tend  of 
themselves  to  recovery.  In  two  there  was  shght  improvement, 
which  might  have  been  due  to  other  causes. 

His  conclusions  from  the  results  obtained  are  "  that  we 
should  continue  the  record  in  the  name  of  humanity,  and  give 
insane  women  the  same  chance  of  relief,  by  removal  of  the  ova- 
ries and  tubes,  that  sane  women  enjoy."  If  I  should  draw  any 
conclusion  at  all  from  his  report,  I  should  say  it  indicated  the 
let-alone  policy. 

He  does  not  refer  to  a  form  of  mania  closely  associated  with 
menstruation — that  is,  nymphomania.      Certain  women,  espe- 
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cially  at  the  menstrual  epocli,  are  so  overcome  by  tlie  intensity 
of  sexual  desires  and  excitement  that  they  practically  lose  self- 
control  and  all  modesty.  Here  social  relations  enter  into  the 
argument  for  or  against  operation.  In  these  cases  the  mental 
disturbances  are  often  so  intimately  associated  with  the  men- 
strual functions  that  if  menstruation  can  be  stopped  there  is 
some  probability  of  this  form  of  mental  disturbance  being  ob- 
literated, although  the  possibility  of  the  mental  storm  taking 
some  other  form  and  drifting  into  a  uniform  type  of  mental 
disturbance  is  not  to  be  forgotten. 

Regarding  hysteria,  I  have  to  call  to  your  attention  the  fact 
that  the  medical  profession  lias  not  emancipated  itself  from  the 
lay  idea,  which  originated  in  the  medical  misconception  that 
hysteria  has  something  to  do  with  the  uterine  function.  Of 
late  years,  however,  we  recognize  hysteria  in  the  male  not  in- 
frequently. Hysterics  are  so  susceptible  to  every  influence,  are 
so  suggestible,  that  a  severe  operation  of  the  sort  in  question, 
when  not  justified  by  the  organic  conditions  in  the  tubes  or 
ovaries,  appears  a  rather  large  and  vigorous  therapeutic  mea- 
sure against  a  comparatively  hopeful  malady.  You  will  find, 
however,  throughout  periodical  literature  many  cases  of  bril- 
liant results  in  hysteria  where  ovariotomy  has  been  done,  and 
the  hysteria  subsequently  disappeared  entirely,  at  least  as  far  as 
the  reports  of  the  cases  are  concerned  ;  but  you  will  find  many 
more  parallel  cases  in  which  hysteria  has  been  cured  by  simple 
measures.  There  are  a  large  number  of  cases,  many  unfortu- 
nately not  reported,  in  which  hysteria  has  led  to  oophorectomy, 
and,  so  far  from  resulting  in  recovery,  has  been  followed  not 
only  by  hypochondriasis,  but  by  confirmed  melancholia  and 
sometimes  chronic  mania.  The  fact  that  oophorectomy  in  wo- 
men years  before  the  climacteric  is  reached  is  not  infrequently 
accompanied  by  mental  storms,  is  worthy  of  attention. 

So  far  as  epilepsy  is  concerned,  I  have  yet  to  find  a  case  in 
which  cure  resulted  from  removal  of  the  ovaries  and  tubes. 
The  reported  cases  are,  as  a  rule,  mixed  up  with  hysteria.  In 
one  case  reported  by  Rohe,  after  oophorectomy  the  woman 
went  right  on  having  convulsions,  yet  he  puts  it  down  as  show- 
ing mush  improvement.  I  think  the  personal  equation  in  these 
reports  will  also  always  bear  investigation. 

1  would  lay  it  down  as  a  rule  that  in  the  neuroses,  mental  or 
otherwise,  the  operation  of  oophorectomy  with  normal  organs. 
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as  a  therapeutic  measure  per  se,  should  never  be  undertakwii. 
This  rule,  like  all  others,  has  its  exceptions,  and  in  some  in- 
stances it  is  more  honored  in  the  breach  than  in  the  observance. 

A  case  was  referred  to  me  about  ten  days  ago  by  Dr.  E.  W. 
Sawyer,  of  this  city,  at  the  suggestion  of  Dr.  Dudley,  in  which  a 
young  woman  26  years  of  age  presented  at  each  menstrual 
epoch  for  about  two  weeks  the  most  diverse  mental  disturbance, 
sometimes  in  the  form  of  depression,  sometimes  excitement, 
sometimes  alternating  phases  of  mental  and  moral  turpitude. 
As  a  child  she  was  peculiar :  she  did  not  associate  witli  other 
girls  in  school ;  she  preferred  tlie  company  of  married  women. 
At  the  age  of  15  she  first  menstruated,  and  this  was  marked  by 
a  cataclysm  of  mental  storms,  which  recurred  at  each  menstrual 
epoch  from  that  time,  and  during  the  first  year  of  menstrual  life 
she  never  left  the  house,  being  dominated  by  the  imperative 
conception  that  she  could  not  go  out.  She  was  very  obstinate, 
and  at  times  destructive.  Later  on  she  had  desires  which  led  to 
promiscuous  gratification,  and  in  this  way  she  became  pregnant 
and  had  one  miscarriage  about  five  years  ago.  She  says  the 
feeling  at  times  is  intolerable  and  she  cannot  master  it.  If  she 
resists  it  she  becomes  violent  and  smashes  things,  attacks  her 
father  or  sister,  and  gives  way  to  bursts  of  violent,  obstinate 
anger  with  vulgar  and  profane  language.  She  desires  to  be  re- 
lieved, and  appreciates  in  her  better  moments  her  unnatural  in- 
stincts. If  you  should  take  this  girl  before  any  jury,  even  of 
medical  men,  it  would  be  diflicult  to  come  to  a  conclusion  which 
would  justify  them  in  placing  her  in  an  asylum,  but  clearly  she 
needs  relief.  Here  the  nerve  storm  and  mental  lack  of  equili- 
brium is  associated  with  menstruation  ;  coming  on  six  days  be- 
fore and  reaching  its  acme  the  first  day  of  flow,  it  gradually 
tapers  off,  making  two  weeks  of  alienation  in  all.  The  hope  is 
that,  should  menstruation  be  stopped  by  removal  of  the  ovaries 
and  tubes,  the  intervals  of  health  might  become  longer  ;  but  there 
is  danger  that  the  mental  disturbance  may  merely  take  some 
other  form.  In  this  case  I  have  recommended  operation,  not  so 
much  because  I  think  it  will  cure  the  mental  disturbance,  but 
because  I  think  it  may  do  so,  and  it  will  certainly  prevent  the 
prospect  of  illegitimate  and  defective  children.' 

Another  case  was  referred  to  me  a  year  ago  by  Dr.  Byford  in 

'  This  patient  has  since  been  operated  upon  by  Dr.  E.  C.  Dudley,  and  has 
passed  the  usual  time  for  menstruation  without  any  mental  or  sexual  disturb- 
ance. 
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which  a  woman  at  her  second  childbirth,  having  some  slight 
taint  of  insanity,  became  violent.  There  was  melancholia, 
heightened  temperature,  and  at  times  muscular  excitement,  dur- 
ing a  paroxysm  of  which  she  threw  herself  from  an  upper  window. 
Tlie  trouble  did  notcompletely  subside,  and  at  each  menstrual  pe- 
riod since  she  has  had  disturbance  or  depression  lasting  about  two 
weeks,  followed  by  an  interval  of  comparative  health.  Dr.  By- 
ford  could  find  no  clinical  grounds  for  removal  of  the  tubes  and 
ovaries  from  a  surgical  standpoint.  The  operation  was  done, 
however,  after  other  lines  of  treatment  had  failed,  and  the  tubes 
were  found  to  be  cystic,  but  the  operator  did  not  think  the  con- 
dition of  the  ovaries  as  found  would  have  justified  their  removal. 
Following  the  operation,  at  monthly  intervals  corresponding  to 
menstruation,  she  had  this  same  mental  depression,  but  after  the 
third  or  fourth  epoch  she  went  five  weeks ;  and  now  she  is  in 
another  period,  during  which  she  has  gone  nine  weeks  without 
mental  symptoms,  and  her  husband  reports  her  hopeful  and 
cheerful.  Whether  these  intervals  will  grow  longer  I  cannot 
say.  One  or  two  other  cases  of  this  sort  might  be  reported,  but 
the  time  since  the  operation  is  so  sliort  that  I  do  not  think  they 
would  be  of  any  service  to  us  in  drawing  generalizations. 

The  conservative  view  is  not  altogether  without  support.  In 
a  paper  written  by  Dr.  Goodell,  of  Philadelphia,  and  published 
in  the  Medical  Neivs,  December,  1889,  views  so  parallel  to  those 
we  are  considering  are  expressed  that  I  venture  to  read  to  you 
his  conclusions  : 

''  From  a  large  experience  I  humbly  offer  to  the  reader  the 
following  watchwords  as  broad  helps  to  diagnosis.  In  the  first 
place,  always  bear  in  mind  what  another  has  pithily  said,  that 
'  woman  has  some  organs  outside  of  the  pelvis.'  Secondly, 
each  neurotic  case  Avill  usually  have  a  tale  of  fret  or  grief,  of 
cark  and.  care,  of  wear  and  tear.  Thirdly,  scant  or  delayed  or 
suppressed  menstruation  is  far  more  frequently  the  result  of 
nerve  exhaustion  than  of  uterine  disease.  Fourthly,  anteflex- 
ion, j96r  se,  is  not  a  pathological  condition  ;  it  is  so  when  asso- 
ciated with  sterility  or  with  painful  menstruation,  and  only  then 
does  it  need  treatment.  Fifthly,  an  irritable  bladder  is  more 
often  a  nerve  symptom  than  a  uterine  one.  Sixthly,  in  a  large 
number  of  cases  of  supposed  or  of  actual  uterine  disease  which 
display  marked  gastric  disturbance,  if  the  tongue  be  clean  the 
essential  disease  will  be  found  to  be  neurotic,  and  it  must  be 
treated   so.     Seventhly,   almost   every    supposed   nterine   case. 


4:98  BETTMAN  :    THE   RELATION   BETWEEN   THE    EYES 

characterized  by  excess  of  sensibility  and  by  scantiness  of  will 
power,  is  essentially  a  neurosis.  Eighthly,  in  the  vast  majority 
of  cases  in  which  the  woman  takes  to  her  bed  and  stays  there 
indefinitely  from  some  supposed  uterine  lesion,  she  is  bedridden 
from  her  brain  and  not  from  her  womb.  I  will  go  further  and 
assert  that  this  will  be  the  rule  even  when  the  womb  itself  is 
displaced,  or  it  is  disordered  by  a  disease  or  by  a  lesion  that 
is  not  in  itself  exacting  or  dangerous  to  life.  [Ninthly,  groin 
aches  and  sore  ovaries  are  far  more  cominonly  symptoms  of 
nerve  exhaustion  than  of  disease  of  the  appendages.  Finally, 
uterine  symptoms  are  not  always  present  in  eases  of  uterine  dis- 
ease. Nor  when  present,  and  even  urgent,  do  they  necessarily 
come  from  uterine  disease,  for  they  may  be  merely  nerve  coun- 
terfeits of  uterine  disease." 

Before  the  London  Obstetrical  Society,^  Playfair  from  his 
enormous  personal  experience  concludes  : 

"  1,  The  removal  of  the  adnexa  is  not  justifiable  in  cases  of 
pure  functional  neurosis.  2.  Even  when  appreciable  disease  of 
the  tubes  and  ovaries  is  present,  an  operation  should  not  be  per- 
formed until  palliative  treatment  has  first  been  tried.  3.  The 
results  in  hystero-epilepsy  and  hystero-mania  are  so  uncertain 
that  celiotomy  is  not  to  be  advised. 

"  The  consensus  of  opinion  was  entirely  in  favor  of  the  author's 
conclusions,  Spencer  Wells  being  especially  emphatic  in  his  de- 
nunciation of  operative  interference." 

With  these  conclusions,  gentlemen,  I  wish  most  heartily  to 
agree. 

THE  RELATION  BETWEEN  THE  EYES  AND  DISEASE    OF    THE 
FEMALE   GENITAL   ORGANS.* 
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I  FELT  greatly  honored  to  receive  the  invitation  of  your  com- 
mittee  to   address   you    this  evening   on    the   relation   of    eye 

'  Transactions,  voL  xxiii.,  part  i. 

-  Read  before  the  Gynecological  Society  of  Chicago  by  special  request. 
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troubles  to  the  female  genital  organs.  This  subject  has  engaged 
the  attention  of  oculists  in  a  desultory  manner  only.  Although 
the  importance  of  uterine  and  ovarian  disorders  as  etiological 
factors  in  ocular  diseases  has  long  been  recognized,  but  few 
attempts  have  been  made  to  collect,  in  a  scientific,  systematic 
manner,  important  data.  Scattered  throughout  ophthalmic 
literature  may  be  found  papers  describing  all  kinds  of  eye  dis- 
eases, arising  either  directly  or  indirectly  from  the  genital  organs, 
and  attributable  to  near  and  remote  pathological  conditions. 
Forster  was  perhaps  the  first  to  compile  a  systematic  treatise 
on  the  relation  of  diseases  of  the  eye  and  diseases  of  the  body 
in  general.  In  his  work '  he  devotes  a  chapter  to  the  subject 
engaging  our  attention  this  evening.  Next  comes  the  work  of 
the  Italian  oculist  Rampoldi,  published  in  1885.  Jacobson,  too, 
calls  attention  to  this  subject  in  "  Beziehungen  der  Yerande- 
rungen  und  Krankheiten  des  Sehorgans  zu  allgemeine  Leiden 
und  Organerkrankungen."  Salo  Cohn  also  calls  attention  to 
this  subject  in  "Uterus  und  Auge,"  Wiesbaden,  1890.  An- 
other more  recent  and  complete  work  of  a  similar  nature,  "  Les 
Maladies  des  Jeux  dans  leursEapports  avec  la  Pathologic  gene- 
rale,  par  le  Dr.  Emile  Berger,"  was  published  in  1892  ;  and  a 
most  excellent  work  is  that  of  Knies,  which  appeared  only  a 
few  weeks  ago  in  Germany.  These  writers  aim  but  to  give  a 
general  resume  of  the  subject — a  course  I  will  follow  here  to- 
night, since  all  we  desire  to  learn  is  to  what  extent  do  the  eyes 
participatein  the  various  disorders  treated  by  gynecologists  and 
obstetricians. 

Invasion  of  disease  by  continuity  of  tissue  is  obviously  an  im- 
possibility. A  direct  connection,  however,  between  the  two 
sets  of  organs  is  found  in  the  nervous,  vascular,  and  lymphatic 
systems.  The  sympathetic  system,  by  means  of  the  renal,  hy- 
pogastric, aortic,  and  other  plexuses,  communicates  with  the 
abdominal  brain ;  and  again,  further  up,  through  the  carotid 
plexuses  and  various  ganglia,  with  the  motor  nerves  of  the  eye 
and  the  optic  nerve.  The  arterial  communication  is  accom- 
plished by  the  ovarian,  uterine,  internal  iliac  arteries,  the  aorta, 
internal  carotid,  and  ophthalmic  artery  and  its  branches. 
Many  of  the  ocular  disturbances  are  of  a  reflex  character,  as 
asthenopia  due  to  flexions  and  versions;  many  are  communi- 
cated directly  through  the  vascular  system,  as  metastatic  cho- 

'  Vol.  vii.  of  Griife  and  Samisch,  "  Handbuch  der  Augenheilkunde,"  1877. 
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roiditis ;  and,  lastly,  the  great  majority  are  due  to  general  con- 
stitutional errors  due  primarily  to  diseases  of  the  uterus  and 
ovaries.  As  instances  of  the  latter  I  would  mention  insufficien- 
cies of  the  ocular  muscles  and  those  of  accommodation,  due  to 
general  anemia  the  result  of  various  organic  lesions  of  the  genital 
organs.  I  must  state  here  that  I  heartily  indorse  the  conclusions 
reached  by  Knies,  who  claims  that  "  the  importance  of  diseases 
of  women  as  the  direct  cause  of  ocular  disturbances  is  univer- 
sally exaggerated."  Ordinarily  these  troubles  are  the  indirect 
results  of  general  systemic  disturbances. 

The  act  of  menstruation,  both  normal  and  abnormal,  has  been 
held  accountable  for  a  variety  of  eye  symptoms.  Thus  a  limi- 
tation of  the  field  of  vision  during  this  period  has  been  ob- 
served by  Finkelstein,  involving  also  a  concentric  narrowing  of 
the  color  zone.  The  maximum  of  disturbance  is  reached  on 
the  third  or  fourth  day,  to  disappear  soon  after.  Exacerbations 
of  acute  and  chronic  troubles  may  occur  at  regular  monthly  in- 
tervals. The  literature  is  replete  with  such  instances.  Despa- 
gnol  and  Trousseau  have  each  described  a  case  of  recurrent  iritis 
developing  at  each  menstrual  period.  Blepharitis,  hordeolum, 
keratitis,  herpes,  come  in  this  category.  Whether  the  general 
bodily  derangement,  or  reflex  irritation  along  the  sympathetic,  is 
responsible  for  these  phenomena  is  naturally  a  matter  of  con- 
jecture only.  Hemorrhages  into  the  retina  and  vitreous  occur- 
ring at  the  time  of  menstruation,  without  flow  of  blood  from  the 
uterus,  might  illogically  be  called  vicarious  menstruation.  Such 
a  case  came  under  my  care  some  years  ago,  but,  as  one  eye 
showed  signs  of  former  intra-ocular  trouble,  I  regarded  the 
hemorrhage  in  the  light  of  a  coincidence. 

The  disorders  of  menstruation — monorrhagia  and  metrorrha- 
rhagia,  amenorrhea  and  dysmenorrhea — also  present  their  quota 
of  eye  disturbances.  The  most  frequent  of  these,  however,  are 
hemorrhages  either  into  the  tissues  of  the  eye  or  into  the  sheaths 
of  the  optic  nerve  and  brain.  As  an  apparent  result  of  suppres- 
sion of  menstruation,  I  have  lately  seen  three  cases  of  retro- 
bulbar neuritis.  In  one  of  these  both  eyes  were  affected  at  two 
different  periods ;  in  the  other  cases  but  one  eye  suffered.  The 
first  one  is  of  so  remarkable  a  nature  that  you  will  pardon  me  if 
I  relate  it. 

A  lady,  age  40,  visited  me  a  year  ago,  complaining  of  the 
gradual  loss  of  vision  in  two  days.    She  barely  discerned  fingers 
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elqse  to  her  face.  The  peripheric  vision  was  better ;  move- 
ments of  the  eye  and  pressing  of  the  eyeball  into  the  socket 
were  followed  by  pain.  The  ophthalmoscopic  appearance  was 
neo-ative.  The  woman  attributed  the  trouble  to  suppression  of 
menstruation  induced  by  exposure  to  cold.  Hot  vaginal  douches 
and  sitz  baths  brought  on  the  menses.  After  a  period  of  five 
weeks  the  acute  retrobulbar  neuritis  subsided  with  a  return  of 
normal  vision.  A  year  later  the  same  complaint,  loss  of  vision 
(acute  retrobulbar  neuritis),  occurred  to  the  other  eye,  induced 
by  the  same  cause,  suppression  of  menses.  The  outcome  will 
not  be  so  favorable  this  time,  as  the  optic  nerve  show^s  signs  of 
atrophy. 

Hemateraesis  and  copious  bleeding  from  the  rectum,  as  well 
as  severe  hemorrhages,  such  as  occur  after  delivery,  result  in 
amblyopia  and  amaurosis. 

Tiie  so-called  nervous  or  reflex  errors  readily  follow  in  the 
train  of  the  numerous  subacute  and  clironic  inflammations  of 
the  uterus,  as  metritis,  endo-  and  parametritis.  Flexions  and 
versions  of  the  uterus,  diseases  of  the  ovaries,  are  also  exciting 
causes.  Forster  describes  at  great  length  "a  complex  of  symp- 
toms, reflex  hyperesthesia  of  the  fifth  and  optic  nerves,  under 
the  name  of  kopiopia  hysterica.  Pains,  various  in  character 
and  degree,  in  the  eyeball  and  surrounding  regions,  accompanied 
by  photophobia  and  slight  conjunctival  irritation  ;  functional 
disturbances  of  the  ocular  muscles,  frequently  without  any  local, 
abnormal,  objective  condition,  associated  with  all  the  marked 
general  disturbances  prevailing  in  hysterical  individuals,  com- 
plete this  picture  of  reflex  disease,  which  sometimes  has  also 
been  observed  in  males.  This  array  of  symptoms  is  attributed 
to  a  chronic  inflammation  of  the  nerve-bearing  connective  tissue 
surrounding  tlie  uterus — in  other  words,  to  a  chronic  atrophic 
parametritis.  To  Prof.  Freund,  of  Breslau,  is  given  the  credit 
of  having  first  recognized  this  disease,  which  he  substantiated 
during  a  period  of  fourteen  years  by  numerous  post-mortem 
sections  and  preparations.  In  all  cases  the  accompanying  eye 
symptoms  were  present. 

Other  reflex  phenomena,  known  as  muscular  and  accommo- 
dative asthenopia,  are  described  in  this  connection.  Often  the 
so-called  female  diseases  are  the  disturbing  factors,  and  I  hail, 
consequently,  this  propitious  occasion  to  warn  you  against  the 
overzealous  and  destructive  genius  who  sees  in  every  case  of 
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astlienopia  an  insufficiency  of  the  ocular  recti  muscles,  and  who 
often  partially,  and  even  completely,  tenotomizes  these  innocent 
tendons. 

The  number  of  eye  complaints  associated  with  menopause, 
pregnancy,  parturition,  and  the  puerperal  condition  are  quite  as 
numerous  as  those  already  referred  to.  I  will  mention  only  the 
more  important  ones.  Retinitis  albuminurica  occurring  in  the 
latter  half  of  pregnancy  is  often  undoubtedly  due  to  pressure 
of  the  enlarged  uterus  on  the  kidney,  producing  a  parenchyma- 
tous nephritis,  or  it  is  caused  by  mechanical  obstruction  of  the 
circulation.  The  toxic  effect  of  the  urea  and  other  excremen- 
titious  constituents  of  the  urine  may  later  on  give  rise  to  puer- 
peral eclampsia.  Retinitis  albuminurica,  characterized  by  the 
presence  of  white  spots  or  lines,  usually  of  a  stellate  arrange- 
ment, about  the  macula  lutea  region,  may  be  of  so  severe  a  form 
that  great  destruction  of  vision  is  to  be  feared. 

The  prognosis  depends,  naturally,  on  the  length  of  gestation. 
In  aggravated  cases  the  induction  of  premature  labor,  or  even 
abortion,  is  the  only  therapeutic  measure. 

In  an  essay  on  albuminuric  retinitis  Pooley  arrives  at  the  fol- 
lowing conclusions : 

"  1.  In  all  cases  of  pregnancy,  not  only  should  examinations 
of  the  urine  be  systematically  made,  but  the  eyes  should  be  ex- 
amined  with  the  oplithalmoscope,  since  in  a  large  proportion  of 
cases  where  eye  troubles  exist  the  patients  make  no  complaint 
of  disorders  of  vision.  Frequently  such  troubles  can  be  de- 
tected with  the  ophthalmoscope  long  before  any  disease  of  the 
kidney  is  shown  in  the  urine. 

"2.  In  uremic  amaurosis,  without  changes  of  the  eye  visible 
to  the  ophthalmoscope,  even  should  the  usual  accompanying 
symptoms,  such  as  dizziness,  nausea,  and  threatened  convulsions, 
be  absent,  their  supervention  is  soon  to  be  anticipated,  and  the  im- 
mediate induction  of  premature  labor  is  indicated,  without  wait- 
ing until  the  life  as  well  as  the  sight  of  the  patient  is  in  danger. 

"  3.  In  neiiro- retinitis  the  induction  of  labor  is  not  only  justiti- 
able,  but  urgently  demanded  ;  in  some  instances  called  for  even 
in  the  earlier  months  of  pregnancy. 

"  4.  It  is  required  in  cases  of  eye  trouble  recurring  in  successive 
pregnancies.  A  woman  having  once  suffered  in  this  way  dur- 
ing pregnancy,  the  relationship  of  cause  and  effect  should  be 
fully  explained  both  to  herself  and  her  husband." 
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In  this  coiinection  I  might  state  that  retinitis  albiiminurica 
occurs  in  about  five  per  cent  of  pregnancies. 

Many  ocular  troubles  result  from  long-continued  vomiting,  as, 
for  instance,  hemorrhages  into  the  retina  or  vitreous  ;  under  the 
conjunctiva,  producing  subconjunctival  ecchymosis  ;  into  the 
brain  or  optic  sheaths,  resulting  in  hemianopsia,  amblyopia,  and 
even  amaurosis.  The  improvement  frequently  occurring  in  eye 
troubles  and  other  diseases  after  pregnancy  is  accounted  for  by 
Knies  in  the  increased  pDwer  of  resorption.  Mydriasis  has  been 
observed  during  labor  pains,  attributable  to  reflex  action  along 
the  sympathetic  nerves.  Severe  hemorrhages,  due  to  placenta 
previa  or  the  removal  of  adherent  after-births,  has  been  followed 
by  hemiano^Jsia,  probably  the  result  of  embolism  of  the  cerebral 
arteries  consecutive  to  syncope. 

Perhaps  the  severest  complication  of  puerperal  sepsis  is  meta- 
static choroiditis.  The  infection  is  carried  by  emboli,  which 
lodge  in  the  choroidal  vessels  and  give  rise  to  choroiditis,  result- 
ing either  in  atrophy  of  the  eyeballs  or  in  complete  destruction 
through  panophthalmitis.  Fortunately  these  cases  are  very 
rare,  thanks  to  the  rigorous  antiseptic  measures  introduced  by 
obstetricians.  Only  two  weeks  ago  1  was  called  to  the  German 
Hospital  to  examine  a  poor  woman  who  presented  all  the  symp- 
toms of  a  metastatic  choroiditis  following  puerperal  fever.  A 
short  clinical  history  of  the  main  points  may  prove  interesting. 
A  young  woman,  age  22,  married  one  year,  was  delivered 
with  forceps  March  15th  by  a  midwife.  The  patient  was  ad- 
mitted into  the  German  Hospital,  March  20th,  in  the  following 
condition  :  Temperature  105.2°,  pulse  144;  delirious;  extensive 
laceration  of  perineum  and  cervix  ;  in  upper  third  of  tibia  a 
large  sinus,  from  which  pus  escaped  ;  both  eyes  exophthalmic  ; 
pus  in  the  anterior  and  vitreous  chamber;  intense  swelling  of 
conjunctiva  and  lids.  The  woman  died  of  septic  peritonitis  a 
few  days  later. 

It  is  customary  to  refer,  in  a  paper  like  this,  to  the  dangers  to 
which  the  infant's  eyes  are  exposed  during  delivery.  Fractures 
of  the  orbital  bones,  rupture  and  other  traumatic  lesions  of  the 
eyeballs,  are  recounted  as  the  direct  result  of  the  application  of 
forceps.  So  much  has  been  written  of  blennorrhea  neonatorum 
that  I  have  not  the  courage  to  do  more  than  mention  it.  The 
infection,  no  doubt,  usually  comes  from  the  mother,  although 
the  nurse  or  the  midwife  may  be  the  hete-noir  j   at  least,  Knies 
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affirms  that  he  has  met  with  small  epidemics  of  blennorrhea 
am^ng  the  clientele  of  certain  midwives.  As  proof  of  such  an 
assertion  he  speaks  of  children,  born  in  an  unruptured  mem- 
brane, who  contracted  the  disease  later  on. 

The  extensive  ground  I  have  been  obliged  to  cover  precluded 
the  possibility  of  devoting  more  than  passing  attention  to  any- 
one subject. 

M.y  main  object,  as  stated  in  the  opening  remarks,  was  merely 
to  outline  briefly  the  anatomical  connection  between  the  eyes 
and  the  female  genital  organs,  and  to  mention  the  more  com- 
mon ocular  complaints  accompanying  the  diseases  of  the  latter. 

The  only  eye  disturbances  which  are  regarded  as  pathogno- 
monic of  uterine  diseases  (atrophic  parametritis)  are  those  reflex 
troubles  called  by  Forster  kopiopia  hysterica,  and  even  these 
observations  have  not  been  verified  by  later  researches. 


THE  RELA.TION  OP  RECTAL   DISEASE  TO    GYNECOLOGY.' 
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To  thoroughly  cover  this  subject  would  require  quite  a  volume, 
and  one  would  necessarily  need  to  be  not  only  an  anatomist,  but 
a  neurologist,  physiologist,  and  gynecologist.  There  are  many 
pathological  conditions  in  the  rectum  that  we  know  positively 
to  be  in  intimate  causal  relation  with  female  disease,  for  the 
anatomical  arrangement  of  the  pelvic  organs  and  their  relations 
are  such  that  it  is  impossible  for  any  morbid  condition  to  be 
present  without  more  or  less  affecting  most  of  the  organs  of  the 
pelvis — for  instance,  it  is  impossible  to  cause  anything  but  a  very 
moderate  amount  of  movement  of  any  one  organ  without  drag- 
ging on  all  the  other  organs  of  the  pelvis  ;  then  there  are  the 
enormous  blood  supply,  and  the  numerous  lymphatics  which 
anatomical  arrangement  links  all  together.  One  thing  which  fre- 
quently comes  to  the  attention  of  the  rectal  specialist  is  rectal 
ulcer.  I  remember  one  case  which  proved  to  me  the  intimate 
relation  between  the  pelvic  organs  and  rectal  disease.     It  was 

'  Read  before  the  Chicago  Gynecological  Society,  May  19th,  1893. 
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the  case  of  a  woinau  who  was  sent  to  me  for  frequent  luicturi- 
tion  and  very  severe  and  constant  cramps  and  paius  in  the 
bladder,  which  made  it  ahnost  impossible  for  her  to  sleep.  This 
condition  had  existed  for  weeks  ;  she  had  complained  of  pain 
in  the  pelvis,  but  had  not  complained  at  ail  of  the  rectum.  I 
examined  the  uterus  and  pelvic  organs  through  the  vagina,  and 
found  an  intensely  painful  posterior  pelvic  cellulitis,  hut  she 
complained  more  of  the  bladder  trouble  than  of  anything  else. 
After  examining  the  rectum  I  found,  just  within  the  grasp  of 
the  internal  sphincter,  an  anal  ulcer  with  hemorrhoids.  After 
operating  upon  the  anal  ulcer  and  hemorrhoids  the  bladder 
trouble  immediately  ceased,  and  then  with  hot-water  vaginal 
injections  there  was  great  improvement  and  finally  relief  of  the 
pelvic  inflammation. 

Now,  what  was  the  cause  of  this  condition  ?  In  the  first  place, 
the  anal  ulcer  extended  up  into  the  rectum  and  down  to  the 
external  sphincter ;  in  extending  downward  it  involved  the 
branches  of  the  pudic  nerve,  which,  exposed  and  irritated  by  re- 
flex through  the  third  sacral  nerve,  the  main  l)ranch  of  which 
goes  to  the  bladder,  gave  her  the  cramps  and  pains  referred  to 
that  organ.  Her  pelvic  trouble  was  related  to  the  ulcer  which 
extended  up  to  the  internal  sphincter;  the  lymphatics  and  veins 
running  from  there  would  go  directly  up  along  from  the  rectum 
in  intimate  relation  with  the  pelvic  tissue  between  it  and  the 
uterus.  Sepsis  existed  in  this  anal  ulcer  between  the  rectum 
and  uterus,  and  caused  the  posterior  pelvic  cellulitis.  But 
suppose  this  ulcer  had  been  a  half-inch  higher  up,  then  the 
sympathetic  nerves  would  have  been  irritated ;  the  bladder  symp- 
toms would  almost  surely  have  been  absent ;  this  exudate  around 
the  blood  vessels  in  the  pelvic  tissue,  which  is  mostly  supplied  by 
the  sympathetic  nerve  and  not  very  sensitive,  would  have  gone 
on  for  a  time,  producing  contraction  ;  and  if  it  went  on  to  a  cure 
without  forming  pus  there  would  have  been  an  irritation  for  a 
long  time  of  the  fibrous  connective  tissue,  and  the  connective 
tissue  of  the  whole  pelvis  is  in  direct  continuation  with  the 
enormous  amount  of  connective  tissue  between  the  circular  and 
longitudinal  muscular  fibres  in  the  rectum.  Cripps  lays  down 
positive  laws  that  long-continued  irritation  of  the  nerve  of  a 
muscle  induces  fibrous-tissue  deposits.  It  may  induce  post-pelvic 
cellulitis.  The  first  law  he  ^ives  is  never  varied.  A  long-con- 
tinned  ulceration  or  irritation  causes  the  production  of  fibrous 
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tissue  ;  the  irritated  muscle  will  undergo  a  spasmodic  contrac- 
tion, and  after  a  certain  time  it  undergoes  fibroid  degeneration, 
then  its  fibrous  tissue  contracts.  In  a  case  like  this,  anal  ulcer- 
ation and  cellulitis  long  continued  without  relief  will  invari- 
ably cause  contraction  of  the  connective  tissue,  and  as  a  result 
we  get  retroposition  of  the  uterus.  In  many  cases  the  connective 
tissue  between  the  rectum  and  the  uterus  contracts,  which  tends 
to  retrodeviation  ;  then  the  utero-sacral  muscle  undergoing  this 
long-continued  irritation  will  in  many  cases  undergo  fibrinous  de- 
generation and  contraction — a  condition  almost  sure  to  produce 
retroposition  of  the  uterus.  Many  of  these  cases  are  due  evi- 
dently to  anal  ulcer.  In  describing  the  relation  between  rectal 
and  gynecological  diseases,  one  cannot  go  very  far  until  he 
omes  to  th3  sympathetic  nervous  system,  on  which  authorities 
differ  so  greatly  that  it  makes  it  impossible  at  the  present  day 
to  say  many  things  without  being  contradicted.  I  am  rather 
inclined  to  accept  Dr.  Hobinson's  theory  of  reorganization  of 
nerve  forces  in  the  abdominal  brain  or  solar  plexus.  Brown- 
Sequard  states  that  there  may  be  such  an  effect  produced 
through  the  sympathetic  as  to  cause  a  contraction  of  the  blood 
vessels,  producing  real  paralysis.  He  also  states  that  he  has  seen 
ulcers  along  the  colon  produce  paraplegia.  In  the  relation  of 
rectal  disease  to  gynecological  disease  there  can  be  no  better 
illustration  presented  than  that  of  young  girls  who  are  troubled 
so  m:ich  with  constipation  and  leucorrhea.  Ninety-nine  out  of 
one  hundred  of  these  cases  are  troubled  with  constipation  at 
first,  which  in  many  goes  on  to  real  impaction  of  the  feces  in 
the  cecum.  They  have  what  they  suppose  to  be  regular  move- 
ment of  the  bowel,  but  the  rectum  remains  impacted  with  feces, 
and  as  a  result  of  that  impaction  there  is  a  catarrhal  irritation 
of  the  rectum.  M^ny  also  show  a  greatly  congested  condition 
of  the  mucous  membrane,  and  some,  real  ulceration.  Fulton 
states  that  irritation  of  a  nerve  may  cause  vaso-motor  contrac- 
tion at  the  point  of  irritation,  and  dilatation  in  some  remote  or- 
gan as  a  direct  reflex  effect ;  or  it  may  cause  dilatation  at  the 
point  of  irritation  and  contra.ctiou  of  a  remote  organ.  We 
know  if  this  ulceration  in  the  rectum  occurs  from  constipation, 
an  irritation  there  must  produce  more  or  less  effect  through  the 
sympathetic,  running  up  the  inferior  mesenteric  plexus  to  the 
hypogastric  and  then  to  the  solar  plexus,  to  be  reflected  into 
those  channels  that  have  the  least  resistance.     Thus  it  would 
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go  naturally  to  the  uterus  in  many  of  these  cases,  and  as  a  result 
might  produce  a  congested  condition  of  the  mucous  membrane 
and  a  catarrhal  condition  of  the  uterus,  inducing  leucorrhea. 
With  the  same  condition  you  will  find  in  many  of  these  girls  a 
normal  hymen,  no  disease  of  the  vagina,  no  disease  of  the  uterus 
or  appendages  recognizable,  except  that  there  is  a  kink  in  the 
uterus,  a  flexion.  If  there  is  a  law,  as  stated  by  Cripps,  for  the 
spasm 3dic contraction  of  the  muscles,  why  would  it  not  occur  in 
those  cases  where  exists  continuously  a  direct  irritation  from 
this  chronic  colonic  catarrh  or  impaction  of  feces  in  the  rectum? 
We  would  naturally  suppose  the  direct  effect  on  the  uterus 
would  be  to  produce  a  contraction  of  the  blood  vessels,  and, 
according  to  Brown-Saquard,  those  blood  vessels  can  be  bo 
contracted  as  to  produce  paralysis.  Long-continued  contrac- 
tion of  the  blood  vessels  would  naturally  weaken  the  muscles 
around  the  cervix  more  than  any  other  part  of  the  uterus.  Fox 
states  positively  that  the  reflex  vaso-motor  spasm  can  take  place, 
and  from  reflex  irritation  remain  in  that  spasmodic  condition 
indefinitely  as  long  as  the  irritation  is  kept  up.  If  irritation 
results  from  chronic  constipation  and  impaction  of  feces,  and 
the  reflex  is  spent  on  the  uterine  blood  vessels,  and  contraction 
kept  up  for  a  long  time,  the  muscles  of  the  uterus  naturally 
would  become  weakened,  and  it  is  almost  sure  that  the  muscles 
on  one  side  or  the  other  will  overbalance,  and  then  there  is 
likely  to  be  a  flexion.  Xo  other  explanation  has  been  made  than 
that  given  by  Cripps  and  Fox,  and  I  am  satisfied  that  it  fre- 
quently plays  an  important  part.  We  will  take  another  case, 
where  the  inflammation  begins  from  some  cause  unknown,  as  a 
pelvic  cellulitis  :  where  does  it  so  frequently  begin,  when  not  due 
to  infection  from  the  tubes,  as  in  the  posterior  connective  tissue 
between  the  uterus  and  the  rectum  'i  When  the  pelvic  connec- 
tive tissue  becomes  inflamed  and  swollen  it  presses  directly  upon 
the  superior  hemorrhoidal  veins  which  go  up  between  the  mu- 
cous membrane  and  the  muscles  for  about  three  inches ;  then 
perforate  the  walls  of  the  muscle  and  run  on  the  outside  of  the 
rectum  to  the  portal  circulation.  Connective-tissue  inflamma- 
tion frequently  forms  a  tumor  which  presses  directly  upon 
these  veins,  and  as  a  natural  result  causes  congestion  of  the 
hemorrhoidal  veins  on  the  inside  of  the  rectum.  The  conges- 
tion, being  kept  up  for  a  long  time,  causes  a  dilatation  and  vari- 
cose condition  of  the  veins,  then  any  little  abrasion   or  bleeding 
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will  easily  cause  an  ulcer.  There  is  the  same  condition  in  pel- 
vic cellulitis  obstructing  the  return  of  venous  blood,  or  hard 
fec3s,  or  spiculae  of  bone,  or  anything  that  makes  a  little  com- 
pression on  these  varicose  veins  in  the  hemorrhoids.  An  ulcer 
having  formed  may,  with  the  conditions  noted  above,  assume 
quite  a  large  suppurating  surface  with  renewed  absorption  and 
sepsis  and  increase  of  pelvic  inflammation.  Again,  take  a 
woman  who  has  gonorrhea  which  shows  itself  persistently  at 
the  vulvo-vaginal  glands  ;  surrounding  those  glands  immediately 
are  the  sensitive  fibres  of  the  pudic  nerve.  There  is  another 
centre  of  irritation  that  may  frequently  be  reflected  back  to  the 
sphincter  ani;  then  arises  an  irritable  sphincter  as  a  direct  effect 
of  this  irritation  around  the  vulvo-vaginal  glands.  Then  follows 
immediately  a  constipation  which  becomes  chronic,  and  there 
arises  a  chronic  irritation  of  the  sphincter  ani  muscles  and  a  more 
or  less  hypertrophied  condition.  If  these  reflex  symptoms  are 
brought  about  by  disease  beginning  in  the  genital  organs,  there 
is  no  doubt  that  we  very  frequently  get  strictures  of  the  rectum, 
resulting  from  pelvic  disease,  in  the  female.  Ten  females  have 
stricture  of  the  rectum  to  one  male — that  is  acknowledged  by 
the  best  authorities.  "We  could  easily  explain  that  through  one 
of  the  pathological  laws  as  given  by  Cripps.  Knowing  the  in- 
timate relation  of  the  connective  tissue  between  the  muscles 
of  the  rectum  and  the  direct  connection  with  the  pelvic  fascia, 
any  long-continued  pelvic  cellulitis  would  bring  on  a  contrac- 
tion of  the  fibres  in  the  neighborhood  of  this  irritation,  and, 
extending  through  those  fibres  to  the  rectum,  would  be  a  fac- 
tor in  causing  stricture  of  the  rectum.  Another  great  factor, 
which  is  going  to  be  acknowledged  as  the  primal  cause,  is  gon- 
orrhea. Knowing  that  we  have  ten  times  as  many  strictures  of 
the  rectum  in  the  female  as  in  the  male,  and  how  easy  it  is  for 
the  rectum  to  become  infected  in  the  female  when  she  has 
gonorrhea,  especially  in  the  lower  classes  where  they  are  un- 
cleanly, and  knowing  the  frequency  of  stricture  in  the  male 
caused  by  gonorrhea,  we  expect  to  find  that  gonorrhea  is  the 
most  frequent  cause  of  stricture  in  the  female.  Gonorrhea  has 
a  tendency  to  thrive  best  in  the  cylindrical  ei^ithelium ;  and 
once  it  invades  those  follicles  and  starts  points  of  irritation,  evil 
results  follow.  There  is  chronic  irritation  of  the  fibrous  con- 
nective tissue,  interrupted  circulation,  the  longitudinal  muscles 
become  involved  and  the  muscular  fibres  become  destroyed, 
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the  fibrous  tissue  is  increased,  and  there  is  stricture  of  the  rec- 
tum. 

Another  frequent  cause  of  pelvic  inflammation,  and  no  doubt 
sometimes  of  inflammation  of  the  appendages,  are  these  deep- 
seated  ulcers  which  occur  in  the  rectum  from  the  various  causes 
I  have  explained,  extending  through  its  wall ;  and  then  if  the 
tube  or  ovary  is  lying  prolapsed  in  relation  to  the  rectum, 
naturally  the  inflammation  would  extend  into  that  organ  and 
cause  disease  ;  and  frequently  these  ulcers  in  the  rectum  perfo- 
rate through  the  rectal  wall  into  the  connective  tissue,  being  a 
direct  cause  of  pelvic  cellulitis.  The  pelvic  fascia  is  all  con- 
nected, so  that  when  once  infection  extends  into  the  pelvic  tie- 
sue,  and  it  goes  on  to  suppuration,  there  will  be  burrowing  of 
these  deep-seated  abscesses. 

There  is  no  doubt  that  if  the  gynecologists  would  more  thor- 
oughly examine  the  rectum  in  these  cases  of  pelvic  abscesg 
so  intimately  adherent  to  that  organ  that  it  is  imj)0ssible  to  re- 
move the  sac  without  making  a  fistula,  they  would  find,  on 
looking  up  the  history,  that  many  of  the  cases  originated  from 
ulcers  of  the  rectum. 

Much  more  could  be  said  about  the  relation  of  the  rectum  to 
the  pelvic  organs,  if  once  the  neurologists  could  come  to  a  defi- 
nite understanding  as  to  the  nature  of  the  reflexes.  But  now 
that  the  subject  is  attracting  such  general  attention,  there  is  no 
doubt  that  within  a  few  years  many  of  these  things  will  be 
cleared  up,  and  we  will  have  a  more  definite  idea  as  to  what 
slight  inflammations  or  rectal  diseases  may  bring  about  in  dis- 
eases of  the  appendages  and  the  uterus. 
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Abdominal  section  for  the  removal  of  the  appendages  is  be- 
coming such  a  common  operation  that  the  young  surgeon  is  in 
danger  of  regarding  it  as  a  panacea  for  all  pelvic  disturbances. 
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As  a  method  of  relieving  pain  and  curing  the  patient  in  a 
short  space  of  time,  surgical  interference  is  so  alluring  to  both 
physician  and  patient  that  the  conscientious  surgeon  must  have 
some  rule  of  action  to  guide  him  in  his  decisions,  or  he  may 
make  many  an  imjustiliable  section. 

When  is  the  surgeon  justified  in  removing  tubes  and  ovaries 
for  the  cure  of  chronic  pelvic  troubles?  Surely  when  he  can 
give  a  clear  and  log-ical  reason  for  their  removal,  which  will 
warrant  a  prognosis  of  future  health  to  the  patient  which  no 
other  method  of  treatment  reasonably  offers.  In  the  following 
five  cases,  each  one  of  which  is  tj^pical  of  a  large  number,  we 
submit  that  operative  measures  were  clearly  justifiable. 

Cask  I.  Rew.oval  of  the  Appendages  for  Doiible  Pyosalpinx 
and  Hematoma  of  Left  Ovary  resulting  from  Gonorrhea. — The 
patient.  Miss  H.,  age  25  years,  came  to  the  clinic  with  a  history 
of  gonorrheal  infection  three  years  previous,  and  of  a  produced 
abortion  a  few  months  previous  to  the  first  acute  attack  of  gonor- 
rhea. She  was  very  ill  at  that  time  for  several  weeks,  and  ever 
since  the  abortion  menstruation  has  presented  a  uniform  history 
of  monorrhagia  and  dysmenorrhea.  At  times  the  flow  has  ap- 
peared every  two  weeks,  accompanied  by  severe  intermenstrual 
pain.  The  patient  was  incapacitated  for  work  and  her  life  had 
become  a  burden.  She  was  under  treatment  almost  the  entire 
time  daring  the  three  years,  with  slight  improvement  for  a  time, 
followed  always  by  severe  exacerbations  from  the  slightest  cause. 
Physical  examination  revealed  both  vulvo- vaginal  glands  se- 
creting pus,  also  profuse  purulent  discharge  from  cervix,  with 
cystitis  and  urethritis.  On  either  side  of  the  uterus  was  an 
indefinable  mass  of  exudates,  worse  on  the  left  side,  with  ten- 
derness and  pain  on  pressure.  Patient  was  under  treatment 
with  hot-w-ater  douches  and  glycerin  tampons  for  four  months, 
which  improved  the  local  condition  somewhat,  but  two  months 
previous  to  the  operation  she  had  a  severe  exacerbation  of  all 
symptoms.  She  insists  that  she  was  not  without  pain  from  that 
time  until  after  the  operation.  The  whole  history  of  the  case 
is  that  of  progressive  invasion  from  gonorrheal  infection.  The 
vagina  had  a  rough,  inelastic  feel.  The  virus  had  attacked  suc- 
cessively the  vulvo  vaginal  glands,  the  urethra,  vagina,  cervix, 
uterus,  and  tubes,  and  the  bimanual  examination  in  ovarian 
region  warranted  a  diagnosis  of  ovarian  infection  as  well.  The 
operation  was  made  December  26tli  at  the  Charity  Hospital. 
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Both  tubes  were  enlarged  and  thickened,  containing  pus.  The 
right  ovary  was  about  normal  in  size  ;  the  left  as  large  as  a  hen's 
egg  and  filled  with  blood.  Both  ovaries  were  bound  down  by 
adhesions  and  had  to  be  literally  dug  out  of  the  surrounding 
tissues. 

The  Trendelenburg  position,  introduced  in  Chicago  by  Dr.  F. 
Byron  Robinson,  simplified  the  operation  greatly.  By  practi- 
cally removing  the  intestines  from  the  field  of  operation,  one  of 
the  principal  complications  in  such  cases  was  eliminated.  After 
thorough  irrigation  the  wound  was  closed   with  silkworm-gut 


Fig.  1,  Case!. 

sutures  and  a  drainage  tube  inserted  on  account  of  the  extensive 
adhesions  broken  up.  The  patient  made  a  good  recovery  and 
left  the  hospital  in  four  weeks.  At  the  present  time,  nine 
mouths  after  the  operation,  she  is  well  and  stronger  than  she  has 
been  for  four  years.  She  is  working  in  one  of  the  city  hospitals, 
preparing  herself  to  be  a  trained  nurse. 

The  points  in  this  case  which,  in  my  opinion,  justified  the 
operation  are:  1.  Periodic  exacerbations;  recurrent  pelvic 
peritonitis.  2.  Positive  history  of  gonorrhea.  3.  Presence  of 
old  exudates,  revealed  by  physical  examination.  4.  Constant 
suffering  and  incapacity  for  work.  5.  Danger  of  sudden  rupture 
of  pus  tubes  into  peritoneal  cavity. 

The  macroscopical  examination  of  the  tubes  and  ovaries  pre- 
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sented  many  interesting  features.  The_perisalj)in,e  of  right  tube 
shows  various  stages  of  peritonitis.  The  peritoneum  is  thick- 
ened with  deposits  over  the  broad  ligament;  musculature  not 
much  changed ;  some  iniiltration  with  inflammatory  products. 
The  endosatpinx  is  edematous  and  friable  ;  is  so  large  that  it 
packs  the  lumen  of  the  tube  full,  making  it  difficult  to  force  the 
fluids  through  the  tube.  This  condition  necessarily  creates 
excessive  peristalsis  and  accounts  for  the  premenstrual  tubal 
colic  from  which  the  patient  always  suffered.  Further  examina- 
tion reveals  hypertrophy  in  the  main  portion  of  the  endosal- 
pinx  and  atrophy  in  localized  patches.  The  ovary  shows  old 
peritonitis  and  incipient  cystic  degeneration.  From  i\\e parova- 
rium hangs  a  dilated  Kobelt's  tube,  size  of  a  hazelnut,  with  a 
pedicle  one  inch  long.  The  left  appendages  are  surrounded 
by  a  dense  mass  of  adhesions.  The  fimbriated  end  of  the  tube 
is  attached  to  the  ovary  by  its  whole  circumference,  thus  ac- 
counting for  the  infection  of  the  ovary.  The  four  drachms  of 
pus  were  confined  in  a  sac  composed  of  both  ovary  and  tube. 
The  perisalpinx  is  much  thickened  by  old  inflammatory  pror 
ducts ;  musculature  also  thickened.  The  endosalpinx  presents 
the  same  appearance  as  in  the  right  tube  in  an  exaggerated 
degree.  Under  the  lens  the  tubal  plicse  appear  in  luxuriant 
folds,  showing  a  high  degree  of  old  catarrhal  inflannnation. 
The  lumen  of  the  tube  is  irregularly  dilated,  and  the  mucous 
membrane  shows  an  increase  of  pathological  conditions  in  the 
ampulla.  The  fimbriated  end  of  the  tube  remains  open,  allowing 
the  gonorrheal  infection  to  pass  into  the  ovary.  The  ovary  was 
practically  composed  of  degenerated  cysts,  some  containing  pus. 
One  cyst  proved  to  be  a  hematoma  an  inch  in  diameter.  The 
left  broad  ligament  is  much  more  thickened  than  the  right. 
The  parovarium  presents  several  elongated  Kobelt's  tubes.  These 
specimens  are  typical  of  the  progress  of  gonorrheal  infection. 

Case  II.  Removal  of  Normal  Tubes  and  Ovaries  to  stop 
Hemorrhage  in  an  Interstitial  Fibroma  of  the  Uterus, — The 
clinical  history  of  the  patient  is  brief.  Aged  28  years,  the 
mother  of  three  children,  she  has  enjoyed  good  health  until 
about  two  years  ago,  when  she  began  to  liave  severe  hemorrhages, 
which  continued  to  increase  in  frequency  and  severit}'  until  the 
operation.  This  case  presented  no  definable  disease  other  than 
the  uncontrollable  hemorrhage,  which  was  fast  bringing  her  to 
an  anemic,  neurotic  condition.     Examination  revealed  a  tumor, 
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the  size  of  a  large  fist,  in  fundus  of  uterus,  a  smooth  nivonia  en- 
hirging  the  uterus  uniformly. 

The  induction  of  an  artificial  menopause  by  oophorectomy  in 
uterine  fibroma  is  a  comparatively  recent  operation.  Trenholme 
published  the  first  case  on  record  in  1876,  and  it  is  interesting  to 


Fig.  -2,  Case  -2. 

note  the  gradual  evolution  of  this  method  of  dealing  with  one 
of  the  most  perplexing  and  difficult  conditions  presented  to  the 
gynecologist.  The  removal  of  normal  tubes  and  ovaries  for 
dysmenorrhea  was  done  several  years  previous  by  Hegar  and 
Battey  ;  Trenholme  was  followed  very  closely  by  Hegar  in  apply- 
ing oophorectomy  to  the  cure  of  hemorrhage  from  interstitial 
uterine  myofibroma.  The  surgical  question  of  to-day  in  regard 
33 
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to  hemorrhage  from  interstitial  fibrous  growths  has  resolved 
itself  practically  into  a  choice  between  hysterectomy  and  castra- 
tion or  removal  of  the  normal  appendages.  In  1880  Thomas 
gave  as  the  operative  procedure  in  vogue  at  that  time  in  these 
cases  excision,  ecrasement,  avulsion,  enucleation,  and  the  pro- 
duction of  sloughing,  and  recommended  all  but  the  last  method, 
saying  that  he  mentioned  it  only  to  condemn  it  in  the  strongest 
terms.  Enucleation,  he  claims,  is  feasible  even  in  interstitial 
fibroids,  although  he  states  further  that  there  are  great  dangers 
attendant  on  this  operation — namely,  "  exhaustive  hemorrhage, 
perforation  of  the  uterus,  pyemia,  and  inflammation  of  pelvic  vis- 
cera." Of  oophorectomy  he  says  simply  that  the  operation  had 
been  made  at  that  date  (1880)  only  seventeen  times  with  eleven 
recoveries  and  six  deaths,  and  notes  that  Hegar,  who  made  twelve 
of  these  seventeen  operations,  regards  its  efiiciency  in  very 
large  fibroids  as  doubtful.  It  will  be  remembered  that  Thomas 
wrote  only  four  years  after  Trenholme  published  his  first  case. 
Graily  Hewitt,  writing  in  1883,  took  the  most  radical  posi- 
tion of  any  of  the  surgeons  at  that  time.  He  says:  "Battey's 
operation  (oophorectomy)  is  an  alternative  to  hysterectomy." 
Skene  in  1889  Wrote :  "  Removal  of  the  ovaries  for  severe 
hemorrhage  has  given  satisfactory  results,"  but  adds,  "  the  ope- 
ration is  still  on  trial."  Pozzi,  in  his  new  work,  wdiich  has  revo- 
lutionized the  study  of  gynecology,  discusses  only  the  two  sur- 
gical measures  in  connection  with  this  condition — namely, 
hysterectomy  and  oophorectomy.  The  choice  of  operation  must 
of  necessity  be  left  in  each  case  to  the  judgment  of  the  surgeon. 
This  case  was  sent  to  the  hospital  by  Dr.  Mary  B.  Shibley  and 
the  operation  performed  January  14th.  The  patient  made  a 
rapid  recovery,  and  when  last  heard  of,  six  months  after  leaving 
the  hospital,  there  had  been  but  one  hemorrhage,  which  oc- 
curred three  weeks  from  date  of  operation. 

The  examination  of  specimens  from  this  case  showed  the  left 
tube  and  ovary  practically  normal ;  no  adhesions  ;  the  muscular 
wall  very  thin,  but  normal  in  structure.  Fimbria  at  abdominal 
ostium  normal.  Parovarium  showed  several  pathological  pro- 
cesses :  {a)  Gartner's  duct  dilated  for  one  and  one-half  inches ; 
(J)  Kobelt's  tubes  dilated  into  cysts,  one  non-pediculated,  size 
of  a  hazelnut,  and  one  cyst,  size  of  a  pea,  with  pedicle  one  inch 
long ;  (c)  the  vertical  tubes  of  the  parovarium  dilated  into  seve- 
ral cysts.     The  broad  ligament  w^as  very  vascular ;  the  ovary 
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normal,  covered  with  numerous  scars.  The  right  tube  and  ovary 
presented  no  adhesions ;  tube  almost  straight,  with  severe  con- 
striction at  fimbriated  end ;  lumen  of  tube  sacculated  ;  mucous 
membrane  normal;  tubal  muscular  wall  very  thin;  Gartner's 
duct  appeared  dilated  one-half  inch.  Vertical  tubes  showed  a 
few  dilatations.  Broad  ligament  was  very  vascular;  ovary  pre- 
senting a  condition  of  incipient  cystic  degeneration. 

Case  III.  Removal  of  the  Appendages  for  Douhle  Salpingitis 
and  Ovaritis. — Mrs.  C,  age  36  years,  gave  a  history  of  illness 
of  over  seven  years'  duration.  While  in  IS^ew  York  she  was 
under  treatment  by  a  celebrated  surgeon,  who  advised  an  ope- 


FiG.  3,  Case  3. 


ration  three  years  previous.  Patient  has  been  under  treatment 
at  the  Columbian  Dispensary  for  several  months  without  imr 
provement.  She  complained  of  a  constant  pain  with  periodic 
exacerbations,  and  was  practically  a  neurotic  wreck,  long  ago 
incapacitated  for  work.  Both  tubes  and  ovaries  were  found 
bound  down  with  old  adhesions.  The  operation  was  performed 
January  27tli.  The  improvement  in  all  nervous  symptoms  was 
marked  from  the  time  the  patient  left  the  hospital,  and  now, 
over  six  months  from  that  time,  the  patient  is  practically  well, 
both  mentally  and  physically.  Macroscopical  examination  of 
specimens  :  The  appendages  were  torn  out  of  a  solid  mass  of 
adhesions  and  were  found  covered  with  old  and  recent  exudates. 
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The  tubes  presented  typical  examples  of  convolutions  lying 
curled  up  in  the  broad  ligament.  The  jKrisaljpmx  had  been 
thickened  by  repeated  peritonitis.  The  musculature  was  atro- 
phied. The  tubes  were  easily  stripped  out  of  the  broad  liga- 
ment. On  slitting  open  the  tube  the  endosaljpinx  appeared  un- 
der the  lens,  disorganized  and  very  friable.  The  ovaries  were 
shrunken  to  the  size  of  a  large  bean.  ^\xq, parovarixira  showed 
numerous  dilated  cj'sts. 

Case  IY.  Removal  of  the  Appendages  in  a   Girl  of   20  fw 
Hystero-epHeptiG  Convidsions  of  Six    Tears'    Duration. — The 
important  points  in  the  history  of  this  case  are  the  regularity 
and  frequency  of  severe  convulsions.     The  spasms,  as  a  rule, 
preceded  the  flow.     There  is  a  history  of  inveterate  constipa- 
tion.    Patient  had  been  under  the  usual  medical  treatment  for 
her  condition  persistently  for  the  last  four  years  and  was  grow- 
ing steadily  worse.    Her  mind  was  getting  weak,  and  her  friends 
were   fearful   that  she  would   become  "  foolish,"  as  they   ex- 
pressed it.     Operation  was  decided  upon  in  this  case  after  much 
hesitation  and  only  as  a  last  resort,  with  the  conviction  that 
there  was  no  other  treatment  which  offered  even  the  slightest 
hope  of  recovery.     The  first  month  after  the  operation  she  had 
quite  a  severe  convulsion  at  tlie  accustomed   time  of  menstrual 
activity,  but  otherwise  she  improved  very  much.     Five  months 
after  the  operation  the  following  report  was  sent  to  my  office 
by  her  guardian  :  "Your  patient  is  doing  nicely,  and  we  believe 
she  will  come  out  all  right.''     It  is,  of  course,  too  early  to  say 
definitely  that  the  case  is  cured,  or  even  permanently    bene- 
fited.    The  principal  feature  of  the  maeroseopical  examination 
of  specimens  was   the  extremely  convoluted,  contorted  tubes 
with  short,  spiral  angles.     The  peritoneum  does  not   dip  down 
from  one  bend  to  the  other,  but  the  convolutions  appear  in  con- 
tact with  each  other.     The  muscular  wall   of  the  right  tnhe  is 
very  thin.     The  mucous  memhrane  appears  normal.     The  tubal 
lumen  is  very  wide.     The  parovarium  consists  of  Gartner's  duct 
and  eleven  vertical  tubules,  one  long  pedunculated  and  one  non- 
pedunculated  Kobelt's  tube.     The  broad  ligament  is  non-vas- 
cular.    The  right  ovary  is  cystically  degenerated.     One  cyst, 
three-fourths  of  an  inch  in  diameter,  is  lined    with  a  distinct 
membrana  granulosa.    Smaller  cysts,  which  are  degenerated  fol- 
licles, lie  directly  under  the  surface  of  the  ovary.     The  left  title 
is  even  more  contorted  than  the  right.     There  are  no  adhe- 
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sions.  Muscular  wall  is  very  tliiii,  the  mucous  membrane  nor- 
mal. The  lumen  of  the  tube  is  irregularly  sacculated  and  wide. 
The  specimen  presents  two  abdominal  ostia.  The  fimbriae  are 
normal.  The  parovarium  consists  of  a  scarcely  visible  Gart- 
ner's dnct,  fourteen  distinct  vertical  tubules,  with  two  pedun- 
culated Kobelt's  tubes,  one  of  which  is  fimbriated.     The  verti- 


FiG.  4,  Case  4. 

cal  tubes  reach  to  the  surface  of  the  ovary.  The  left  ovary  is 
cystically  degenerated.  It  may  be  noted  that  all  ovaries  are 
cystic,  but  when  the  cysts  take  on  pathological  changes  the  term 
cystic  degeneration  becomes  applicable.  The  size  of  the  ovaries 
varies  as  greatly  as  the  size  of  the  mammae.  The  pathological 
condition  of  cystic  ovaries  is  not  yet  settled  by  pathologists,  but 
varies  within  wide  limits.     The  patient  suffered  with  premen- 
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strual  pain  or  tubal  colic  consequent  upon  the  contorted  tubes. 
The  angles  of  the  tubes  allowed  the  passage  of  the  menstrual 
fluid  with  difficulty.  The  obstruction  lies  at  the  angles  of  the 
tube,  increasing  peristaltic  action  and  inducing  tubal  colic. 

Cases  of  this  character  which  are  permanently  beneiited  by 
removal  of  the  appendages  cannot  be  considered  true  epilepsy, 
but  must  be  viewed  as  a  species  of  neurosis  dependent  on  men- 
strual functions. 

Case  Y.  Double  Salpingitis  with  Cystic  Degeneration  of 
hoth  Ovaries,  complicated  with  an  Abscess  in  the  Walls  of  the 
Uterus. — The  patient  is  30  years  old,  the  mother  of  three 
children.  The  last  confinement  occurred  seven  weeks  previous 
to  her  entrance  into  the  hospital.  Four  weeks  after  labor  a  se- 
vere inflammation  occurred  in  the  pelvis.  Ten  days  after  the 
beginning  of  attack  the  patient  came  to  the  Columbian  Dispen- 
sary, and  the  case  was  diagnosed  as  double  pyosalpinx  by  Dr. 
Bertha  van  Housen  and  sent  to  the  Charity  Hospital  for  opera- 
tion. Patient  entered  the  hospital  with  a  temperature  of  104°, 
pulse  130.  The  operation  was  performed  February  27th.  On 
the  left  side  the  tube  was  found  very  much  enlarged  and  tor- 
tuous, and,  together  with  the  ovary,  bound  tightly  to  the  fundus 
of  the  uterus  with  extensive  adhesions.  On  the  right  side  the 
tube  and  ovary  were  not  quite  so  much  enlarged,  but  also  ad- 
hered to  the  fundus  of  uterus  as  well  as  to  portions  of  the 
mesentery.  The  entire  body  of  the  uterus  was  very  much  en- 
larged, and  the  unique  feature  of  this  case  consisted  in  an  ab- 
scess in  the  wall  of  the  right  horn  of  the  uterus,  ju^t  escaping 
the  right  tube  ;  the  cavity  of  the  abscess,  after  the  evacuation  of 
the  pus  and  irrigation,  being  about  the  size  of  a  small  hen  egg. 
A  prolongation  of  the  mesentery  had  attached  itself  by  exudates 
to  the  upper  wall  of  the  abscess,  and  had  formed  a  little  cartila- 
ginous covering,  which,  when  torn  away  from  the  uterus,  opened 
up  the  abscess,  the  pus  flowing  freely  out.  Both  tubes  and 
ovaries  were  removed  by  tying  close  to  the  uterus  and  freeing 
the  adhesions  to  the  uterus  and  mesentery.  On  tearing  away 
the  mesentery  from  its  attachment  to  the  uterus  the  hemorrhage 
was  profuse.  The  torn  mesentery  was  immediately  ligated, 
cutting  off  the  ragged  edges  which  had  been  torn  away  from 
the  uterus.  After  thorough  irrigation  of  the  pelvic  and  abdom- 
inal cavities  with  hot  water,  and  thorough  cleansing  of  the  pus 
■cavity,  one  side  of  the  wall  of  the  abscess  was  clamped  with  the 
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forceps,  raising  the  uterus  as  a  whole  up  to  the  abdominal  in- 
cision, a  drainage  tube  placed  in  the  Douglas  cul-de-sac,  and  the 
wound  closed.  The  forceps  was  left  in  position  for  two  days. 
The  patient  made  an  uneventful  recovery. 

The  literature  on  uterine  abscess  is  very  scarce.     Although  I 
have  had  access  to  the  principal  standard  works  on  obstetrics 


Fig.  5,  Case  5. 

and  gynecological  surgery,  I  have  been  able  to  find  but  three 
cases  on  record,  two  of  these  being  given  as  immediate  sequelae 
to  parturition.  Schroder  mentions  one  case  on  page  756  in  the 
original,  and  Lusk  one  on  page  625.  A  third  case  was  reported 
during  the  last  year  in  The  American  Journal  of  Obstetrics. 
Macroscopical  examination  showed  right  tuhe  exceedingly 
convoluted,  with  extensive  adhesions  at  fimbriated  ends.     Mus- 
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culai*  wall  disorganized  and  infiltrated  with  inflammatory  pro- 
ducts. Mucous  membrane  is  entirely  destroyed.  Lumen  of  the 
tube  is  dilated  and  sacculated,  and  three-fourths  of  its  extent 
filled  with  pus.  The  mesosalpinx  is  very  much  thickened  with 
infiamraatory  products.  One  Kobelt's  tube,  with  a  pedicle  one 
inch  long  and  a  cyst  at  the  end,  is  adherent  to  the  fimbriated 
end  of  the  tube  through  secondary  inflammation. 

The  ovary  is  fibrous,  with  follicular  degeneration.  Left  tube 
is  enormously  thickened  and  convoluted.  The  peritoneum 
shows  ancient  adhesions.  The  endosalpinx  is  destroyed.  The 
left  tube  contains  a  large  amount  of  white  connective  tissue  in 
the  musculature,  the  muscular  fibre  being  practically  displaced 
by  the  firm  compression  of  the  newly  formed  connective  tissue. 
The  perisalj)inx  is  enormously  thickened  by  repeated  attacks 
of  peritonitis.  Old  and  recent  organized  bands  are  found  on 
the  entire  perisalpinx,  especially  on  the  ampulla. 

There  is  no  doubt  that  this  condition  had  its  origin  in  gonor- 
rheal infection,  with  exacerbation  at  the  puerperal  period. 

I  performed  these  operations  in  the  Chicago  Charity  Hospital, 
in  the  service  of  Dr.  F.  Byron  Robinson,  and  wish  to  thank  him 
for  assistance  in  making  the  macroscopical  examinations.  The 
photographs  of  the  specimens  were  made  by  Dr.  E.  S.  Bailey 
and  Mr.  Charles  Howard  Trego,  whose  beautiful  and  accurate 
work  I  am  pleased  to  acknowledge. 
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The  patient,  a  lady  aged  2-i  years,  of  Irish  descent,  primi- 
para,  rather  delicate,  and  of  a  highly  nervous  temperament.  I 
was  first  called  to  see  her  on  the  evening  of  the  14th  of  April, 
about  6  o'clock.  The  patient  informed  me  that  she  had  had 
pains  of  a  more  or  less  severe  character  during  the  day.  On 
digital  examination  I  found  what  I  at  first  thought  to  be  a  re- 
troflexed  uterus  and  a  vertex  presentation.     I  thought  it  was  a 
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case  similar  to  one  by  Oldham,  described  in  most  of  the  text 
books.  There  was  present  a  hard,  solid  tumor,  occupying  the 
sacral  cavity  and  extending  above  the  pelvic  brim,  and  I  found 
the  OS  above  the  symphysis  pubis.  However,  I  soon  convinced 
myself  that  this  probably  had  no  connection  with  the  uterus. 
Inspection  of  the  abdomen  showed  at  once  that  there  was  none 
of  the  uterus  below  the  pelvic  brim  ;  indeed,  it  was  very  high 
up.  The  OS  was  not  dilated,  and  I  was  not  able  at  this  time  to 
make  a  positive  diagnosis  of  the  position,  although  I  thought  it 
was  a  vertex  presentation. 

At  this  time  1  satisfied  myself  that  the  child  was  alive.  The 
pelvic  diameters  at  the  outlet  were  about  normal — about  five 
inches ;  the  conjugate  diameter  at  the  brim  was  barely  sufficient 
to  admit  my  two  fingers — about  one  and  a  half  inches.  The 
j)ains  were  tardy,  but  not  at  all  violent.  About  10  o'clock  there 
was  some  dilatation,  sufficient  to  admit  my  index  finger,  and 
I  could  feel  the  vertex.  The  patient's  condition  was  perfectly 
satisfactory.  I  recognized  at  this  time  that  delivery  could  not 
be  accomplished  without  an  operation.  I  sent  for  ray  brother. 
Dr.  Kobert  Mitchell,  who  remained  with  the  case  all  night. 
Early  in  the  morning  the  membranes  ruptured,  and  at  5  o'clock 
he  sent  for  me,  and  I  found  most  of  the  liquor  amnii  had 
drained  away.  The  pains  had  become  quite  violent  and  her 
temperature  had  gone  up  to  101^,  pulse  112.  I  also  found 
by  this  time  that  the  os  had  become  very  thin,  and  I  was  able 
to  recognize  the  position  of  the  vertex  :  it  was  the  right  oc- 
cipito-anterior,  I  then  decided  that,  in  view  of  the  deformity 
existing,  the  proper  procedure  would  be  to  make  a  Cesarean 
section.  I  did  not  deem  it  a  case  which  would  justify  a  sym- 
physiotomy. At  8  o'clock  Saturday  morning,  April  loth,  as- 
sisted by  Dr.  Charles  Reed,  Dr.  Elgar  Reed,  Dr.  Robert  Mitch- 
ell, and  a  trained  nurse,  I  made  the  operation  at  the  home 
of  the  patient,  which  consisted  of  one  room  on  the  second  floor 
of  a  tenement  house.  The  hygienic  surroundings  were  any- 
thing but  favorable.  I  insisted  upon  taking  the  patient  to  the 
Presbyterian  Hospital,  and  would  willingly  have  consented  to 
her  being  taken  to  any  hospital ;  but  the  husband  would  not  give 
his  consent,  and  the  woman  was  positively  averse  to  such  a  re- 
moval. At  8  o'clock  the  patient  was  placed  under  the  influ- 
ence of  chloroform,  after  having  been  given  morphine  with 
atropine    hypodermatically.      At   this    time    the   temperature 
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was  about  101°,  pulse  116.  The  anesthetic  was  readily  admin- 
istered, and  within  ten  minutes  from  the  time  I  began  the 
operation  I  delivered  a  seven  and  a  half  pound  male  child. 
The  child  was  born  asphj^xiated,  but  Dr.  Reed  succeeded  in  re- 
suscitating it.  The  incision  through  the  abdominal  wall  was 
made  a  little  different  from  the  method  employed  by  most 
operators.  The  uterus  was  stretched  out  and  was  of  extreme 
length,  the  furdus  being  under  the  ensiform  cartilage.  There- 
fore two-thirds  of  the  incision  was  made  above  the  umbilicus, 
instead  of  two-thirds  being  made  below.  The  incision  was  at 
least  eight  inches  long.  Before  entering  the  uterus  I  took  the 
precaution  to  throw  a  loop  of  rubber  tubing  around  the  cervix. 
In  this  way  I  had  no  difficulty  in  controlling  the  hemorrhage, 
which  was  not  at  all  alarming.  Of  course  there  was  bleeding 
from  the  sinuses,  but  this  was  easily  controlled  by  pushing  the 
edges  of  the  wound  together.  An  incision  about  live  inches 
long  was  made  in  the  median  line  through  the  fundal  and  mid- 
dle zones.  It  was  not  necessary  to  observe  any  extra  caution 
to  keep  the  amniotic  fluid  from  getting  into  the  abdominal 
cavity,  for  it  had  almost  all  drained  away.  I  was  correct  in  my 
diagnosis  as  to  position,  and  the  child  was  extracted  by  the  feet. 
The  placenta  was  delivered  through  the  abdominal  and  uterine 
wound. 

I  did  not  flush  out  the  abdominal  cavity  nor  wash  out  the 
uterus.  In  closing  the  wound  in  the  uterus  I  carried  out  a  plan 
of  procedure  which  I  have  had  in  mind  a  number  of  years  :  that 
is,  I  only  put  in  one  row  of  sutures,  which  only  went  through 
the  peritoneal  coat  of  the  wound.  I  had  satisfied  myself  that 
the  deep  sutures  were  not  necessary,  and  with  a  small  needle, 
not  unlike  that  employed  by  Emmet  for  sewing  up  the  cervix, 
I  introduced  a  continuous  suture  through  the  peritoneal  coat 
of  the  uterus,  making  the  sutures  close  together  and  probably 
twelve  in  number.  While  I  was  stitching  the  uterus  the  organ 
was  probably  two-thirds  out  of  the  abdominal  cavity.  1  was 
particularly  struck  with  the  raj)idity  with  which  the  uterus  con- 
tracted. The  placenta  had  not  been  delivered  a  minute  until 
the  uterus  had  contracted  until  perfectly  firm  and  assumed  the 
typical  cricket-ball  appearance.  I  did  not  put  in  the  sutures 
until  this  had  taken  place,  and  I  did  not  knead  the  uterus,  nor 
did  I  use  friction.  There  seemed  to  be  enough  strength  to 
bring   about   contraction   naturally.     After  being   closed    the 
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uterus  was  dropped  back  into  tlie  cavity,  which  was  then  closed 
with  eight  silkworm-gut  sutures.  The  vagina  was  not  irrigated, 
nor  was  any  drainage  tube  put  into  the  os,  since  there  was  suffi- 
cient dilatation  of  the  os  before  the  operation  was  made.  She 
had  been  in  labor  about  fourteen  hours. 

The  hygienic  surroundings  were  unfavorable,  but  everything 
possible  in  the  way  of  asepsis  and  antisepsis  was  done.  There 
was  nothing  eventful  in  the  history  of  the  case.  The  tempera- 
ture the  third  day  was  102|°,  pulse  120,  but  the  next  day,  after 
the  bowels  had  been  moved  by  doses  of  calomel,  one-eighth 
grain  repeated  every  fifteen  minutes,  the  temperature  and  pulse 
became  normal.  The  stitches  were  removed  the  seventh  day, 
union  occurring  by  first  intention,  no  stitch-hole  abscesses,  and 
no  indication  of  sepsis.  On  the  eighth  day  the  temperature  and 
pulse  were  normal.  On  the  evening  of  the  eleventh  day  we 
changed  nurses;  the  patient  became  very  nervous,  and  on  the 
morning  of  the  twelfth  day  she  had  puerperal  mania.  It  was 
the  most  violent  case  of  puerperal  mania  I  ever  saw,  and  even 
now  she  is  not  perfectly  free  from  it,  although  she  dresses  and 
eats  and  has  a  regular  stool  every  day,  and  has  had  a  normal 
temperature  for  more  than  a  week.  She  still  has  some  delu- 
sions. I  simpl}^  mention  this  as  a  complication,  for  I  do  not 
think  that  puerperal  mania  was  caused  in  any  way  by  the 
Cesarean  section. 

The  principal  feature  in  this  case  is  the  manner  in  which  the 
sutures  were  introduced,  the  kind  of  suture,  and  the  way  in 
which  we  allowed  the  patient  to  convalesce  without  meddling 
with  the  lochia  or  washing  out  the  wound.  The  lochia  were  nor- 
mal and  there  was  no  odor  from  them.  I  examined  her  to-day 
digitally,  and  found  the  pelvic  diameters  the  same  as  at  the  time 
of  the  operation.  In  looking  up  the  literature  on  this  subject 
I  find  that  the  man  who  has  apparently  had  the  best  result  is 
Dr.  Murdoch  Cameron,  of  Glasgow,  Scotland,  who  made  a  re- 
port, published  in  the  British  Medical  Journal,,  1892,  of  ten 
cases  of  rachitic  women  upon  whom  he  operated,  with  a  mor- 
tality of  one  mother  and  one  child.  He  introduced  but  one  row 
of  sutures,  through  two-thirds  of  the  uterine  wall,  and  in  none  of 
his  cases  did  he  wash  out  the  uterine  cavity,  or  irrigate  the  ute- 
rus, or  put  in  a  drainage  tube. 


524:  SANDERS  :    CHRONIC    OOPHORITIS    AND 


CHRONIC  OOPHORITIS  AND  ITS  TREATMENT  BY  ELECTRICITY:' 

A   CLINICAL   STUDY. 


EDWARD  SANDERS,   M.D., 
New  York. 


D(jKA.rioN  OK  THE  DisEASE. — Chroiiic  Oophoritis  is  essentially  a 
long-time  disease,  having  but  little  or  no  tendency  to  spontaneous 
recovery.  Patients,  when  seen,  have  usually  experienced  their 
symptoms  for  years,  but  few  presenting  themselves  early.  As, 
pathologically,  there  are  two  distinct  forms,  which  clinically 
can  seldom  be  distinguished  apart,  both  forms  generally  coex- 
isting in  the  same  case,  the  course  of  the  disease  will  necessa- 
rily vary.  If  the  cystic  form  be  the  most  prominent,  the  ten- 
dency is  to  cystoma  or  to  the  destruction  of  the  follicles  and 
linal  atrophy  of  the  gland  in  part  or  in  whole,  with  absolute 
or  partial  cessation  of  function.  If  the  interstitial  variety  pre- 
vail, enlargement  of  the  gland  is  the  rule,  with  continued  but 
parverted  functionating  and  a  long,  almost  endless  course. 
With  the  menopause,  which,  however,  is  liable  to  be  delayed, 
the  symptoms  cease.  As  patients  are  usually  unobservant, 
often  failing  to  note  the  time  of  the  beginning  of  their  ailment, 
it  is  difficult  to  determine  the  duration  of  their  malady  in  many 
cases.  However,  in  107  patients  this  was  possible,  the  average 
in  these  being  a  duration  of  about  2^  years.     Thus: 

Duration  less  than  6  months 32  cases. 

"         6  months  to  1  year 15  " 

2years 23  " 

"         3      "      10  " 

4  "     6  " 

5  " 0  " 

6  " 9  " 

7  "     *. 2  " 

9  "  lease. 

10  "  1     " 

11  "  1     " 

•'       12  "  1     " 

"       18  "  1     " 

Coexisting  Conditions. — Simple,  uncomplicated  chronic  oo- 
phoritis rarely  if  ever  exists,  but  such  complications  as  do  occur, 

'  Concluded  from  p.  389,  September  number. 
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however,  not  being  usually  secondary  to  it,  but  ratlier  clue  to 
the  same  cause  which  produced  the  ovarian  inflammation. 
Extension  backward  along  the  genital  tract  from  the  ovaries 
practically  never  takes  place.  In  fact,  the  only  true  secondary 
condition  which  I  have  met  with  is  the  pelvi-peritonitis,  or 
rather  the  peri-oophoritis,  which  so  frequently  binds  down  the 
displaced  ovaries.  The  following  constitutes  a  list  of  the  coex- 
isting diseases  found  in  my  250  cases  of  chronic  oophoritis,  ex- 
cluding ovarian  and  uterine  displacements,  several  conditions, 
of  course,  frequently  coexisting  in  the  same  patient : 

Vulvo- vaginitis 2  cases. 

Lacerated  perineum 8    " 

Cystocele 5     " 

Rectocele 1  case. 

Cysto-rectocele 3  cases. 

Stenosis  vaginae 1  case. 

Conical  cervix 11  cases. 

Supravaginal  hypertrophy  of  cervix 1  case. 

Cervical  mucous  polypi 2  cases. 

Cervical  laceration,  bilateral 43    " 

left  7    " 

"  right 3     " 

stellate 2    " 

Cervical  stenosis 24    " 

Subinvolution,  uterine 16     " 

Areolar  hyperplasia 28    " 

Chronic  endometritis,  corporeal 25     " 

"  "  cervical 126     " 

"  *'  villous 2     " 

Pachysalpingitis 15     " 

Pyosalpinx 2     " 

Hydrosalpinx,  left 12     " 

"  right 5     " 

' '  bilateral ...     1  case. 

Broad-ligament  cyst 1     " 

Chronic  pelvic  peritonitis  12  cases. 

Chronic  cellulitis 8     " 

Uterine  fibroid 4    " 

Perioophoritis 32     " 

Sequels. — These  are:  (1)  displacement  of  ovary;  (2)  steril- 
ity; (3)  abortion;  (4)  superin volution;  (5)  uterine  atrophy. 

1.  Whether  or  not  a  healthy  ovary  can  be  displaced  to  a 
pathological  degree  is  very  problematic.  The  mere  fact  that 
the  ovary  assumes  and  retains  a  new  position  points  to  the  pre- 
vious existence  of  disease.     The  enlarged   and  weighty  ovary. 
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being  free  to  move  in  any  direction,  lias  a  tendency  to  sink  down, 
the  degree  of  descent  being  determined  only  by  its  weight,  po- 
sition of  the  uterus,  and  length  of  the  ovarian  ligament.  All 
chronically  inflamed  ovaries  are  more  or  less  displaced,  but  those 
only  where  the  malposition  is  extreme  can  be  considered  cases 
of  ovarian  displacement.  I  do  not  remember  to  have  ever  met 
with  a  perfectly  healthy  ovary  prolapsed.  Displacement  is  due 
to  one  of  three  causes  always :  increased  weight,  relaxed  attach- 
ments, or  the  drawing  of  contracting  peri-ovarian  adhesions. 
Retroflexion  and  retroversion  of  the  uterus  have  often  been 
assigned  as  prominent  causes,  but  their  influence,  though  un- 
doubted, is  not  as  great  as  suj)posed.  Whenever  such  cases  have 
occurred  in  my  experience  the  ovaries  always  gave  more  or  less 
evidence  of  disease,  no  matter  how  early  seen.  True,  as  coex- 
isting conditions  retrodisplacements  and  descensus  ovarii  are 
quite  common,  but  that  they  commonly  stand  in  the  relation  of 
cause  and  effect  is  extremely  unlikely.  It  is  also  true  that  mal- 
positions of  the  uterus  backward,  as  we  have  seen,  are  rather 
more  common  in  chronic  oophoritis  than  in  the  generality  of 
uterine  diseases,  but  the  difference  is  hardly  great  enough  to 
account  for  the  frequent  occurrence  of  ovarian  descent.  "When 
we  come  to  compare  oophoritis  with  and  without  displacement, 
this  difference  becomes  more  marked.  Thus  we  have  the  follow- 
ing table,  leaving  out  of  consideration  complicated  forms  : 


Ovaries  malplaced. 

Ovaries  not  malplaced. 

Position  of  uterus. 

a 

Per  cent  of 
all  cases  of 
malposi- 
tion. 

Per  cent  of 
each    form 
of    uterine 
position. 

g 

Per  cent  of 
all  cases  of 
n  ot  mal- 
placed. 

Per  cent  of 
each    form 
of    uterine 
position. 

Normal  

26 
22 

9 
36 
11 

6 
10 

21.7 
18.3 
7.5 
30.0 
9.2 
5.0 
8.3 

33.8 
53.7 
40.9 
66.7 
68.8 
42.9 
76.9 

51 

19 

13 

18 

5 

8 

3 

43.6 

16.2 

11.1 

15.4 

4.3 

6.8 

2.6 

66  2 

Anteflexion 

46  3 

Anteversion 

59.1 

Retroversion 

Retroflexion 

33.3 
31.2 

Lateroversion 

Descensus 

57.1 
23.1 

The  explanation  for  this  state  of  affairs  is  that  we  are  dealing 
with  a  vicious  circle :  the  uterine  malposition  and  the  displaced 
inflamed  ovaries,  owing  their  origin  primarily  to  the  same  cause, 
react  on  each  other  to  aggravate  and  accentuate. 

Ovarian  displacement  is  extremely  common  in  oophoritis  ;  for 
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of  mj  250  cases,  in  123,  or  no  less  than  49.2  per  cent,  did  this 
occur.  Both  ovaries  may  be  displaced  at  the  same  time.  If 
this  is  so,  the  left  usually  sinks  lower  in  the  pelvis  than  the  right ; 
in  fact,  this  is  a  rule  which  holds  good,  the  left  ovary  almost 
invariably  departing  most  from  its  normal  position  and  being 
found  at  a  lower  level  than  the  right  ever  assumes  in  displace- 
ment. As  I'egards  the  relative  frequency  of  malposition  of  the 
two  ovaries,  they  are  displaced  with  about  equal  frequency. 
This  is  contrary  to  the  usual  teaching  of  text  books,  the  left 
being  considered  far  more  subject  to  this  accident  than  the  right, 
but  such  is  my  experience.  Thus  of  the  123  cases  of  displace- 
ment, in  42.3  per  cent  it  was  the  right  ovary,  in  42.3  per  cent 
the  left,  and  in  15.4  per  cent  it  involved  both  ovaries.  The  dis- 
placement may  be  downward,  downward  and  backward,  forward, 
or  outward,  the  second  form  being  by  far  the  most  common. 


Right  ovary. 

Left  ovary. 

Both  ovaries. 

Total. 

In  Douglas'  pouch 

In  lateral  pouch 

At  the  side  of  the  pelvis. . . 
Anterior  to  the  uterus 

38 
13 

"i 

42 

7 
2 
1 

17 
2 

87 

22 

2 

2 

Total 

52 

52 

19 

123 

If  the  displacement  has  continued  for  some  time  the  ovary 
seems  to  act  as  an  irritating  body,  its  inflamed  condition  be- 
comes aggravated,  peri-o5phoritis  is  set  up,  and  it  Anally  becomes 
more  or  less  tirmly  adherent  to  the  surrounding  parts.  In  no 
less  than  20  cases  was  the  ovary  immovably  fixed,  the  usual  seat 
of  attachment  being  the  postero-lateral  wall  of  the  uterus  or  the 
pouch  of  Douglas.  In  two  cases  the  left  ovary  was  found  firmly 
agglutinated  to  the  side  of  the  pelvis.  In  quite  a  large  number 
of  other  cases  the  ovaries  were  loosely  adherent. 

Dyspareunia  and  painful  defecation  are  the  two  symptoms 
indicative  of  ovarian  descent  into  or  near  Douglas'  pouch.  A 
digital  examination  only,  however,  can  decide  the  position  of 
the  ovaries  positively.  When  displaced  laterally  or  anteriorly 
they  give  rise  to  no  special  symptoms,  and  are  discovered  only 
on  palpation  after  baing  searched  for  in  their  usual  positions. 

2.  Sterility,  whether  original  or  acquired,  is  common  in 
chronic  oophoritis.  Of  the  238  married  having  this  disease,  68 
at  the  time  of  presenting  themselves  had  never  been  pregnant ; 
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and  of  these,  43  had  been  married  three  years  or  over.  Tliat  is, 
1  in  every  3.5  cases  had  failed  of  impregnation  ;  or,  consider- 
ing only  such  as  had  been  married  three  years  or  over  ab- 
solutely sterile,  1  in  every  5.5  cases  was  so.  As  compared  with 
ordinary  gynecological  patients,  this  shows  a  very  high  rate. 
Tims,  of  3,447  such  cases  coming  under  my  care,  678  had  never 
been  impregnated,  314  of  these  having  been  married  three  years 
or  over,  giving  ratios  of  1  to  5.1  for  all  nulliparous  cases  and  1 
to  11  for  the  truly  sterile.  Absolute  sterility,  therefore,  is  very 
common  in  chronic  oophoritis,  dependent,  no  doubt,  partly  upon 
the  coexisting  conditions,  whether  uterine,  tubal,  or  peri-ute- 
rine, but  also  in  great  part  upon  the  diseased  ova  snpplied  by 
the  chronically  inflamed  ovaries,  or  npon  the  inability  of  the 
ova  to  make  their  exit  from  the  ovary  by  reason  of  the  peri- 
oophoritis so  often  present.  If  the  woman  has  previously  borne 
children,  child-bearing  is  almost  certain  to  cease  during  the  con- 
tinuance of  the  disease  ;  or,  if  she  become  pregnant,  she  is  very 
apt  to  abort.  Thus,  of  170  women  who  had  been  pregnant,  the 
time  of  last  confinement  was  noted  in  all  but  11  cases,  as  follows: 


Time  since  last  conflnenient. 

Last  delivery 
at  full  term. 

Last  delivery 
an  abortion. 

Total. 

6  months  and  less 

7 

15 

16 

22 

7 

6 

7 

5 

5 

1 

3 

12 

19 
5 
9 
7 
2 
4 
5 

i 
i 

26 

6  months  to  1  year 

20 

1  year  to  2  years 

2  years  to  3  years 

8  years  to  4  years ... 

4  years  to  5  years 

25 

29 

9 

10 

5  years  to  6  years 

6  years  to  7  years 

12 
5 

7  years  to  8  years 

6 

8  years  to  9  years. 

9  years  to  10  years 

Over  10  years 

1 

4 

12 

Total  

106 

53 

159 

showing  the  long  interval  that  had  passed  since  the  last  impreg- 
nation in  a  large  percentage  of  the  cases.  This  is  the  more  re- 
markable when  it  is  remembered  that  the  patients  were  prin- 
cipally in  the  prime  of  child-bearing  life  and  came  mostly  from 
prolific  races  in  whom  rapid  succession  of  pregnancies  is  the 
rule.  Besides  the  68  who  had  never  been  gravid,  28  others  had 
aborted  once,  this  being  their  only  pregnancy.  Of  53  women 
who  had  been  married  less  than  three  years,  88  were  sterile  and 
15  had  given  birth  to  16  children  ;  of   68  others,  married  from 
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tliree  to  five  years,  36  were  childless  and  32  had  borne  53  chil- 
dren ;  of  117  married  over  five  years,  22  were  sterile,  while  95 
had  given  birth  to  317  children.  That  is,  of  238  married  wo- 
men, 96  had  never  borne  any  living  children,  while  142  had 
given  birth  to  386  children,  including  three  sets  of  twins — an 
■average  of  1.62  for  all,  or  2.72  for  parous  women,  as  against  an 
average  of  2.5-1  for  all,  or  3.60  for  parous  women,  as  deduced 
from  3,447  gynecological  cases  drawn  from  a  similar  class  of 
women  as  the  chronic  oophoritis  cases.  Of  the  whole  238  mar- 
ried cases  96  had  never  given  birth  to  a  living  child,  56  had 
borne  but  one  child,  29  two,  18  three,  14  four,  8  five,  8  six, 
4  seven,  3  eight,  and  one  each  had  ten  and  twelve  children. 

3.  Abortion  is  extremely  common  in  this  malady,  due  to 
-either  coexisting  endometrial  or  uterine  disease,  or  to  the  im- 
pregnation of  an  unhealthy  ovum  incapable  of  full  develop- 
ment. In  no  less  than  53  cases  was  the  pregnancy  preceding 
the  time  of  coming  under  observation  an  abortion.  In  some  of 
these,  no  doubt,  the  miscarriage  acted  as  the  originating  cause 
of  the  oophoritis ;  in  fact,  in  23  instances  the  patients  traced 
back  their  malady  to  this  accident.  But  in  the  majority  the 
abortion  was  dependent  upon  previous  ovarian  inflammation. 
Of  all  the  married,  women,  87,  or  36.5  per  cent  of  all,  or  51.5 
per  cent  of  the  parous  women,  miscarried  once  or  more,  the 
total  number  of  abortions  being  137 — 54  women  aborting  once, 
20  twice,  10  three  times,  2  four  times,  and  1  five  times.  This 
gives  an  average  of  0.57  for  all,  or  0.81  for  the  parous  only. 
The  following  table  presents  a  very  good  idea  of  all  these  facts, 
as  also  the  relation  of  full-time  children  to  abortions : 


Children. 

Abortions. 

0 

1 

2 

3 

4 

5 

Total. 

0 

1 

2 

3 

4 

68 

37 

20 

11 

4 

5 

3 

2 

1 

19 
15 

7 
2 

7 

"i 

2 

1 

6 
2 
1 
3 
3 
2 
2 

i 

3 

2 

1 
1 

i 

. 

*i 

1 

96 

56 

29 

18 

14 

8 

8 

4 

3 

1 

1 

5 

6 

7 '. 

8 

10 

12 

Total 

151 

54 

20 

10 

2 

1 

238 

34 
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4.  Super  involution. — This  is  among  the  rare  results  of 
oophoritis,  but  tliat  it  does  occur  tliere  is  no  doubt.  First 
described  by  Simpson,  it  has  remained  in  great  part  an  unex- 
plainable  condition  up  to  the  present  time,  its  causes  especially 
continuing  among  the  medical  mysteries  which  remain  to  be 
unravelled.  According  to  Simpson  it  is  "  produced  when  the 
disintegrating  process  that  is  set  up  after  delivery  goes  on  to 
such  an  excessive  degree  as  to  reduce  the  organ  (uterus)  to  a 
size  decidedly  below  its  normal  dimensions  in  the  unimpreg- 
nated  condition.'"  He  considers  it  of  comparative  rarity.  From- 
mel,  however,  found  28  cases  among  3,000  gynecological  cases 
presenting  themselves  at  the  Berlin  Polyclinic — that  is,  in  about 
0.9  per  cent — but  admits  that  it  is  more  frequent  in  public  than 
in  private  practice.  Barnes  and  Fordyce  Barker  are  among 
those  who  consider  the  disease  far  from  uncommon  ;  while  Tait, 
A.  Reeves  Jackson,  and  H.  P.  C.  Wilson  believe  it  to  be  ex- 
ceedingly rare.  Of  true  superinvolution — that  is,  that  form 
dependent  upon  labor  at  term  or  miscarriage — I  have  met  with 
15  examples  among  5,262  gynecological  cases,  of  whom  4,594 
were  married  women.  Of  these  latter  3,690  had  been  preg- 
nant before  coming  under  observation.  We  thus  have  super- 
involution  occurring  in  only  0.28  per  cent  of  all  genital  cases, 
or  in  0,33  per  cent  of  married  women,  or,  what  better  ex- 
presses the  exact  truth,  0.41  per  cent  of  fertile  women,  showing 
it  to  be  only  about  half  as  common  here  as  in  Berlin,  accord- 
ing to  Froinmel's  statistics.  Schroder  has  distinguished  three 
forms:  one  occurring  in  the  beginning  of  the  puerperal  state, 
particularly  in  tuberculous  women,  but  also  in  those  ill  with 
puerperal  fever  ;  2,  that  taking  place  in  anemic,  badly  nour- 
ished women  who  have  nevertheless  passed  through  a  normal 
confinement  and  puerperal  convalescence  ;  3,  a  very  marked 
form  following  puerperal  disease,  either  after  primary  destruc- 
tion of  the  parenchyma  of  the  ovary  (in  peritonitis)  or  after 
serious  disease  of  the  uterus  itself  (septic  endometritis).  It  is 
easy  to  understand  how  in  the  tirst  and  the  last  forms  ovarian 
disease  may  occur.  Tait  was,  I  believe,  the  first  to  call  atten- 
tion to  the  fact  that  atrophy  of  the  ovaries,  or  rather  atrophic 
oophoritis,  "  is  sometimes  associated  with  atrophy  of  the  uterus, 
resulting  in  what  is  known,  and  was  first  described  by  Simpson, 
as  superinvolution  of  the  uterus."  Hart  and  Barbour  refer  to 
'  Works,  vol.  iii.,  p.  597. 
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pelvic  peritonitis  as  a  cause,  occurring  during  tlie  puerperium. 
"  This,"  they  saj,  "  can  produce,  we  know,  atrophy  of  the 
ovary  through  binding  it  down  with  adhesions  ;  and  atrophy  of 
the  ovaries  may  lead  to  atrophy  of  the  uterus."  Another  fact : 
We  know  also  that  uterine  atrophy  follows,  as  a  rule,  removal 
of  both  ovaries.  Simpson,  in  the  case  he  quotes  in  his  book, 
found  the  ovaries  much  atrophied  and  smaller  than  natural, 
with  tissue  dense  and  fibrous,  and  presenting  no  appearance  of 
Graafian  vesicles.  Tait  is  of  the  opinion  that  the  disease  is 
due  to  supervention  of  some  form  of  febrile  disease  upon  the 
puerperal  state,  such  as  the  zymoses,  mentioning  a  case  where 
scarlatina  appeared  during  the  first  week  of  the  puerperium  of 
a  second  labor.  He  saw  the  patient  seven  years  later,  and  she 
had  never  menstruated  again  and  her  uterus  was  perfectly  in- 
fantile. "  Looking  backward,"  he  says,  "  on  this  case  and  oth- 
ers, and  aided  by  the  evidence  of  other  facts  referred  to  under 
the  head  of  exan thematic  ovaritis,  I  am  led  to  believe  that  su- 
perinvolution  is  explained  b}"  the  occurrence  of  inflammation, 
followed  by  atrophy,  during  the  puerperal  month  ;  and  that  the 
uterus  merely  follows  in  the  steps  of  the  ovary,  carrying  the 
process  further,  however,  because  it  had  been  already  in  action, 
and  stopping  it  only  when,  perhaps,  there  was  no  more  muscu- 
lar tissue  left  to  absorb." 

The  essential  condition  necessaiy  to  produce  superinvolution 
is  that  the  oophoritis  occurring  during  the  puerperal  month, 
whether  secondary  to  peritonitis  or  due  to  puerperal  or  the  es- 
sential fevers,  as  scarlatina,  variola,  and  the  like,  shall  involve 
the  Graafian  follicles.  This,  as  we  have  seen,  as  pointed  out  by 
numerous  authorities,  especially  Slavjansky,  is  characteristic  of 
the  oophoritis  complicating  the  exanthemata  and  other  infec- 
tious diseases ;  while  ovarian  atrophy  due  to  compression  by 
contracting  adhesions  also  induces  secondary  destruction  of  the 
follicles.  The  ultimate  result  is  disappearance  of  the  vesicles, 
atrophy  of  the  glands,  and  cessation  of  function,  with  secondary 
consecutive  atrophy  of  the  uterus,  hastened  by  the  normal  pro- 
cess of  involution  which  is  going  on  in  the  organ. 

5.  Uterine  Atrophy. — Just  as  superinvolution  may  depend 
upon  two  forms  of  oophoritis  for  its  production — that  where 
the  Graafian  vesicles  are  primarily  affected,  and  that  where  the 
follicular  involvement  is  secondary  to  a  peritonitis,  or  rather 
peri-oophoritis — so  may  true  atrophy  of  the  uterus,  independent 
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of  tlie  puerperal  state,  follow  these  conditions.  Its  occurrence 
is  even  rarer  than  the  former,  having  come  under  my  notice  bnt 
seven  times  as  against  fifteen  cases  of  superinvolution.  Five 
times  it  followed  the  infectious  diseases  and  twice  it  depended 
upon  a  pre\nous  pelvi-peritonitis.  The  former  cases  have  al- 
ready been  referred  to  under  the  liead  of  etiology.  The  two 
peritonitic  cases  are  herewith  given. 

Rebecca  II.,  a?t.  45  years,  married  twenty-one  years,  widow 
since  three  months.  Never  pregnant.  Began  to  menstruate  at 
the  age  of  13  years  ;  was  always  absolutely  regular,  the  flow  con- 
tinuing thi'ee  days,  with  great  pain  during  its  continuance.  At 
the  age  of  38  years  she  was  operated  upon  for  the  relief  of  her 
sterility,  following  which  she  had  an  attack  of  peritonitis.  Since 
that  time  she  has  never  menstruated.  The  uterus  was  found 
small  and  atrophic ;  the  ovaries  could  not  be  discovered,  but  on 
tlie  right  side  there  existed  the  remains  of  an  old  peritonitis. 

Ottilie  O.,  «t.  3S  years,  married  seventeen  years,  and  a  widow 
since  two  years.  Had  one  child  ten  months  after  marriage.  Be- 
gan to  menstruate  at  the  age  of  19  years  ;  was  always  perfectly 
regular  in  every  respect.  Three  years  before  presenting  herself, 
had  an  attack  of  pelvic  peritonitis,  following  which  -  her  men- 
struation failed  to  reappear  for  two  years.  Since  one  year, 
at  long  intervals,  she  has  had  a  faint  show;  now  none  for  five 
months.  Uterus  was  found  in  the  normal  position,  but  decid- 
edly diminished  in  size.  Ovaries  could  not  be  felt,  but  some 
old,  sensitive  masses  persisted  on  the  right  side  of  the  pelvis. 

Treatment. — Three  plans  of  treatment  are  available  to  us  in 
the  management  of  these  cases  of  chronic  oophoritis  :  (1)  medi- 
cal, (2)  surgical,  and  (3)  electrical. 

Up  to  within  a  comparatively  few  years  medical  measures 
were  the  only  ones  known  in  the  combating  of  the  disease  ;  but 
the  almost  universal  verdict  was  that  such  means  were  inade- 
quate, for  but  few  cases  were  cured,  a  few  only  relieved,  while 
the  large  majority  remained  absolutely  unaffected  by  treatment. 
The  means  resorted  to  were  very  many,  and  their  multiplicity 
but  served  to  indicate  the  uncertainty  regarding  the  proper 
means  to  be  employed  and  the  doubtfulness  of  results.  AVhen 
seen  early  a  few  cases  might  be  entirely  cured  or  perhaps  re- 
lief given;  later  on,  when  profound  changes  had  taken  place 
in  the  ovaries,  failure  was  the  almost  invariable  result.  '•  Now 
a  few  words  on  the  treatment,"  says  J.  Matthews  Duncan  in  a 
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lecture  on  ovaritis,  "  aud  I  begin  by  telling  you  that  you  will 
find  a  great  many  eases  chronic,  which  is  almost  a  synonym  for 
incurable.  I  advise  you,  indeed,  in  many  cases  which  resist  a 
properly  conducted  treatment,  to  give  up  the  attempt  at  cure. 
You  will  only  bother  your  patient,  make  her  a  valetudinarian, 
and  do  her  harm  by  further  persistence  in  attempting  to  cure 
a  disease  which  proper  treatment  has  failed  to  remove."  And 
this  advice  by  a  pure  clinician,  one  whose  mainsta}-  was  medical 
measures  and  not  the  knife. 

Among  the  many  remedies  resorted  to  were  counter-irritants 
in  the  form  of  blisters,  tincture  of  iodine,  issues,  and  irritating  oint- 
ments ;  baths,  both  general  and  local ;  alteratives,  absorbents,  and 
sedatives ;  rest ;  avoidance  of  coitus ;  leeches  ;  various  forms  of 
enemata ;  suppositories  ;  applications  to  the  vagina ;  and  an  end- 
less list  of  internal  medicines  given  with  various  objects.  The 
poor  patient  was  dosed  ad  nauseam  and  blistered  to  tbe  verge  of 
endurance  without  avail;  so  that,  added  to  the  suffering  entailed 
by  her  disease,  she  had  the  discomforts,  to  express  it  mildly, 
produced  by  the  treatment  carried  on  for  months  and  months. 
Following  the  advice  of  the  text  books,  I  also  have  inflicted  such 
torture  upon  my  patients  in  my  early  practice,  only  in  time  to 
have  them  leave  me,  disgusted  with  the  measures  employed,  as 
well  as  dissatisfied  with  the  small  amount  of  benefit  derived.  A 
glance  over  the  progress  of  medication  in  the  management  of 
these  cases  during  the  last  five  years, as  given  in  Sajoui  Annual 
of  the  Universal  Medical  Sciences^  shows  that  practically  no 
actual  advance  has  been  made ;  tampons  of  various  forms  and 
materials,  bismuth,  iodoform,  ichthyol,  mercurials,  iodide  of 
potassium,  sedatives,  hot  vagiual  douches,  and  massage  consti- 
tuting in  great  part  the  means  resorted  to,  differing  therefore  in 
no  essential  respect  from  the  management  of  cases  by  physicians 
of  a  past  generation.  Yet,  commenting  on  diseases  of  the  ap- 
pendages in  the  very  Annual  from  which  the  above  remedies 
were  extracted,  the  editor  of  the  department  of  "Diseases  of 
the  Ovaries  and  Tubes"  (Goodell)  remarks  :  "  Yery  little  can  be 
said  as  to  the  medical  treatment  of  disease  of  the  appendages. 
It  has  been  dogmatically  stated  that  no  treatment  other  than 
surgical  can  be  of  any  relief,  yet  we  are  forced  to  admit  that  the 
treatment  by  drugs  and  local  applications  is  usually  unavailing, 
although  this  is  due  in  part  to  the  fact  that  we  seldom  see  these 
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cases  early  enough  in  the  disease.'"  And  this  is  the  opinion  of 
a  markedly  conservative  man.  Medical  treatment  thus  resolves 
itself,  then,  into  two  classes:  those  seen  early  where  a  cure  is 
possible,  and  those  met  with  later  on  when  medicine  offers  little 
or  no  hope  of  a  cure,  and  but  slight  even  of  simple  relief.  Me- 
dicine being  thus  confessedly  a  failure — for  almost  all  cases  pre- 
sent themselves  late  on  in  the  disease — a  natural  result,  in  this 
truly  surgical  age,  was  a  resort  to  the  knife.  At  first  this  was 
done  with  hesitation,  then  with  precipitation,  till  finally  it  almost 
seemed  that  there  was  but  one  remedy  for  oophoritis,  especially 
when  combined  with  tubal  disease,  and  that  was  operation. 
However,  the  reaction  has  set  in,  and  surgeons  are  now  trying 
to  determine  the  proper  indications  and  limitations  of  operative 
interference.  Writing  in  the  British  Medical  Journal,  1887, 
Dr.  Thomas  More  Madden  w^armly  attacks  the  operation  for  re- 
moval of  the  ovaries.  "  Oophorectomy,"  he  says,  "is  now  sug- 
gested as  the  panacea  for  all  ills  from  which  unfortunate  women 
suffer,  and  their  ovaries  are  removed  with  as  much  impunity  as 
the  butcher  spays  his  cows,  and  with  the  same  consideration  for 
the  wishes  of  the  patient."  Emmet  is  of  those  who  believe  that 
the  value  of  Tait's  operation  is  very  much  more  limited  in  its 
application  than  its  author  would  have  us  believe.  Of  late  not  a 
few  of  those  who  were  formerly  warm  advocates  of  oophorectomy 
are  beginning  to  doubt  the  advisability  of  frequent  resort  thereto, 
and  even  to  question  the  ultimate  beneficial  results  in  many 
cases.  Thus  Lusk  writes  in  a  paper,^  read  before  the  Congress 
of  American  Physicians,  September,  1891 :  "  The  more  the 
question  is  studied  the  more  clear  it  becomes  that  the  loss  of  her 
ovaries  does  make  a  difference  to  a  woman.  It  is  time  to  echo 
in  this  country  Doleris'  cry  in  France:  'Too  many  useless  mu- 
tilations ;  not  enough  conservative  gynecology.' "  The  late 
Charles  C.  Lee,  in  a  subsequent  paper  ^  read  before  the  New 
York  Obstetrical  Society — really  an  appendix  to  Lusk's  paper, 
26  of  his  cases  having  been  incorporated  in  the  essay  of  the  latter 
— wrote  that  the  sentiments  of  many  of  the  speakers,  reflecting, 
as  they  did,  a  feeling  of  more  or  less  profound  disappointment 
with  the  results  of  laparatomy,  had  convinced  him  that  some- 
thing must  be  radically  wrong,  and  that  an  evident  necessity 

'  Sajous'  Annual,  1889,  p.  F.,  8. 

-  American  Journal  of  Obstetrics,  November,  1891,  p.  1306. 

'  American  Journal  of  Obstetrics,  November,  1891,  p.  1370. 
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existed  for  the  clearer  demarcation  of   cases  appropriate  and 
inappropriate  for  operation.     Taking  these  26   cases  of  Lee's, 
which  had  been  kept  for  a  long  time  under  observation  after 
operation,  we  find  15   which  maj  be  considered  to  have  been 
completely  or  comparatively  saccessful,  T  that  were  only  partial 
successes,  and  4  that  were  absolute  failures.     The  absolute  relief 
of  pain,  often  only,  however,  after  one  or  two  years'  persistence 
to  a  greater  or  less  degree,  was  brought  about  in  16  instances, 
relief  was  never  more  than  partial  in  8  instances,  while  in  2  the 
decision  must  be  that  practically  no  abatement  at  all  was  ob- 
tained.    In  21  of  these  cases  there  was  some  form  of  oophoritis 
or  ovarian  descent,  and,  taking  pain  as  the  pivotal  symptom,  in 
11  there  was  complete  cessation  after  a  time,  and  in  10  only 
partial  relief  of  this  symptom.     Not  a  very  flattering  showing 
for  so  radical  and  dangerous  an  operation  as  celiotomy.     In  the 
discussion  following  the  reading  of  this  paper  of  Dr.  Lee's,  con- 
servatism seemed  to  be  the  keynote  of  most  of  the  speakers. 
Doleris  '  believes  that  eight-tenths  of  the  women  operated  upon 
have  submitted  needlessly  to  mutilation.     Having  the  best  of 
opportunities  for  seeing  a  large  number  of  gynecological  cases, 
he  (Doleris)  has  come  to  believe  conservative  treatment  is  usu- 
ally more  successful  than  the  radical  operation  in  the  cure  of 
pelvic  inflammations.     "  The  latter,"  he  says,  "  may  be  justi- 
fiable for  myoma  and  encysted  abscess  of  the  tubes;  but  when 
constantly   undertaken  for  follicular  ovaritis,  catarrhal  salpin- 
gitis, for  pelvic  neuralgia,  and  real  or  pseudo-hysteria,  the  sub- 
ject will  bear  a  little  investigation."    Munde,  in  a  paper'  on  the 
"  Conservative  Treatment  of  Salpingitis,"  remarks :  "  But  I  be- 
lieve the  time  has  come  when  it  is  well  for  those  of  us  who  are 
doing  abdominal  work  habitually  and  as  a  matter  of  our  almost 
daily  routine,  to  take  the  field  against  the  hasty  and  habitual 
removal  of  the  uterine  appendages  simply  because  they  happen 
to  be  more  or  less  diseased."     In  the  discussion  following  the 
reading  of  this  paper  at  the  Kew  York  Academy  of  Medicine, 
remarks  were  made  strongly  indorsing  the  views  of  Dr.  Munde. 
and  not  a  dissenting  voice  was  heard.     All  these  cries  for  con- 
servatism but  indicate  the  disappointments  following  operative 
interference.     Were  celiotomy  fraught  with  but  slight  danger 
to  life,  did  it  offer  a  sure  cure  in  every  case  or  even  in  a  large 

'  Nouv.  Arch.  d'Obst.  et  de  Gyn.,  July  and  August,  1891. 
-  American  Jodrnal  op  Obstetrics,  July,  1892,  p.  2. 
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percentage  of  the  cases  of  ooplioritis,  did  it  leave  nothing  behind 
it,  and  were  there  no  substitutes,  it  might  be  considered  the 
treatment  of  election  in  every  case.  But,  as  matters  now  standi 
the  results  are  not  brilliant,  symptoms  often  going  unrelieved, 
in  some  instances  aggravation  rather  occurring  ;  new  symptoms 
are  developed,  especially  those  referable  to  the  nervous  system ; 
and  accidents  follow,  such  as  fistulae,  hernise,  and  the  like,  all  of 
which  go  to  make  the  life  of  the  patient  more  miserable  than 
before  the  operation.  Even  where  recovery  occurs  the  result  i& 
often  long  in  appearing,  months  and  even  years  intervening- 
before  the  cure  is  apparent.  Thus  in  not  a  few  of  Lee's  cases, 
where  the  verdict  must  be  ultimate  cure,  the  symptoms  persisted 
for  two  years  after  operation,  disappearing  only  gradually.  The 
surgeon  loses  sight  of  his  cases  and  takes  to  his  soul  the  belief 
that  he  has  wrought  a  cure.  But  in  not  a  few  cases  this  is  far 
from  the  truth.  Instances  are  being  constantly  met  with  in  our 
dispensaries  of  patients  who  are  no  better,  are  even  worse,  after 
the  operation,  and  more  than  once  have  I  heard  them  curse  the 
day  when  they  were  prevailed  upon  to  submit  to  the  surgeon's 
knife.  Thus  it  has  been  my  fortune  to  meet  with  31  cases  in 
the  large  majority  of  which  undoubted  failure,  up  to  the  time  of 
presenting  themselves,  must  be  scored  against  the  operation  of 
celiotomy :  most  of  these  patients  having  been  operated  upon 
by  some  of  the  best  known  and  cleverest  specialists  in  iS^ew 
York  City.  Pain  was  often  unchanged  or  aggravated,  nervous 
symptoms  instituted,  hernige  developed,  sleepless  nights  followed 
days  of  suffering,  appetite  gone,  and  life  rendered  miserable, 
and  all  this  after  submitting  to  an  operation  at  the  risk  of  life. 
Life  jeopardized,  result  nil.  Truly  it  is  an  unpleasant  reflection. 
If  I  have  met  with  so  many  cases,  others  must  have  done  like- 
wise. How  large,  then,  must  be  the  total  in  our  own  city  alone 
no  man  can  tell.  I  know  I  am  treading  on  dangerous  ground, 
that  criticism  is  a  thankless  task  that  but  makes  enemies  for  us; 
but  abuses  must  be  met  and  controverted,  and  errors  corrected, 
no  matter  on  whom  the  blame  may  fall.  It  is  not  claimed  that 
celiotomy  is  a  failure  in  the  majority  of  cases.  Far  from  it,  for 
many  patients  are  undoubtedly  entirely  relieved  of  their  suffer- 
ings, where  proper  care  in  the  diagnosis  and  selection  of  cases  is 
exercised.  Even  in  the  hands  of  the  best  operators,  however, 
there  are  not  a  few  failures,  but  how  many  it  is  impossible  to 
determine.     We  have   seen  how  dubious  were  the  results   in 
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many  of  Lee's  carefully  followed  cases,  there  being  5T.7  per 
cent  of  cures,  26.9  per  cent  of  relief,  and  15.4  per  cent  of 
failures.  Skene  Keith  reports  in  23  operations  19  cures,  2  fail- 
ures, and  2  instances  of  improvement  only.  Kepplar  in  46  ope- 
rations met  with  39  cures.  Boldt  in  112  operations  had  58 
cures,  10  failures,  24  where  improvement  only  was  obtained, 
and  11  that  were  either  not  heard  from  or  in  which  insufficient 
time  had  elapsed  to  note  results  ;  besides,  among  these  112  cases 
there  were  8  deaths.  Taking  these  results  of  Boldt  as  a  standard, 
and  leaving  out  of  consideration  the  11  undetermined  cases,  we 
have  a  percentage  of  cures  of  only  58  percent,  of  failures  10  per 
cent,  a  further  24  per  cent  were  only  partially  successful,  while 
the  actual  death  rate  was  7.1  per  cent — a  rather  poor  showing 
for  so  radical  and  dangerous  an  operation  as  celiotomy.  Again, 
Dr.  John  Williams,  in  a  discussion '  before  the  Obstetrical  Society 
of  London  held  October  5th,  1892,  maintained,  and  he  was  not 
contradicted,  that  "in  so  far  as  he  could  gather  from  the  most 
reliable  statistics,  about  thirty  per  cent  of  patients  from  whom 
diseased  appendages  were  removed  were  cured  by  operation, 
many  more  were  benefited  and  cured  by  time  and  other  treat- 
ment, while  the  rest  continued  to  suffer." 

On  pages  538  to  542  are  the  cases  I  have  met  with.  They 
but  serve  to  indicate  the  frequency  of  failure.  Year  after  year 
the  number  of  such  patients  seems  to  increase.  The  enthusiastic 
and  sanguine  operator  reports  his  100  or  200  cases  operated  on, 
expatiates  upon  his  small  death  rate,  holds  long  disquisitions 
upon  the  technique  of  the  operation — but  usually  fails  to  tell  us 
what  finally  became  of  his  cases,  and  whether  or  not  the  ultimate 
result  was  cure  of  symptoms  with  the  removal  of  their  supposed 
pathological  causes.  The  final  results  of  cases  are  extremely 
hard  to  get  at,  hence  any  of  us  who  may  meet  with  such  are  in 
duty  bound  to  report  them,  so  that  our  Fellows  may  judge  for 
themselves. 

But  if  it  be  true  that  medicine  offers  but  slight  hopes  of  a 
cure,  and  that  surgery  can  cure  but  little  more  than  a  half  of  all, 
and  this  after  great  risk  to  life  and  only  after  months  of  subse- 
quent suffering,  must  we  go  on  in  the  old  way,  or  is  there  some- 
thing better  to  offer  ?  Medically  there  is  nothing  ;  but  in  elec- 
tricity, more  especially  in  galvanism,  we  have  an  agent  which 
may  be  truly  said  to  be  the  ideal  remedy  for  such  a  disease  as 
'  American  Journal  of  Obstetrics,  March,  1893,  p.  445. 
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chronic  oophoritis.  Properly  used,  it  is  absohitely  without  dan- 
ger, can  be  resorted  to  without  causing  any  special  pain  to  the 
patient,  is  readily  applied,  is  almost  sure  to  give  relief  in  every 
case,  and  in  many  brings  about  a  perfect  and  permanent  cure. 
Its  only  drawback  is  that  it  requires  considerable  time  to  pro- 
duce curative  results,  six  months,  and  even  longer,  being  some- 
times consumed.  But  oophorectomy,  even  where  it  really  cures, 
frequently  does  not  do  so  until  one  or  two  years  after  the  knife 
has  been  used  have  passed.  Besides,  where  the  electricity  has 
been  employed  we  always  still  have  the  radical  measure  to  fall 
back  on  if  the  former  should  happen  to  fail.  Of  course  I  am 
well  aware  that  it  has  been  claimed  that  the  previous  use  of  elec- 
tricity renders  the  operation  far  more  diflScult.  But  this  I 
doubt.  Electricity  of  late  years  has  been  used  to  a  considerable 
extent  in  our  large  cities,  yet  laparatomists,  especially  those  who 
condemn  this  agent,  are  constantly  boasting,  year  after  year,  of 
their  diminishing  death  rate.  Were  the  difficulties  increased  a 
natural  result  would  be  increased  mortality.  So  far  I  have 
treated  quite  a  large  number  of  cases  of  oophoritis  with  electri- 
city, and  have  yet  to  meet  with  my  first  accident.  Properly  em- 
ployed, it  is  absolutely  without  danger  ;  judiciously  and  not  in- 
discriminately resorted  to,  it  offers  almost  perfect  hope  of  a  cure. 
Relief  is  often  very  rapid,  cure  not  so  rapidly  wrought.  Pa- 
tients often  are  surprised  at  the  extreme  rapidity  with  w^hich 
their  pains  are  dispelled,  so  much  so,  in  fact,  in  quite  a  number 
of  cases,  that,  considering  themselves  cured,  it  was  almost  impos- 
sible to  induce  them  to  continue  treatment,  although  the  ovarian 
lesion  still  persisted,  though  to  a  modified  degree.  Symptom- 
atic cure,  therefore,  is  often  rapid,  though  pathologic  cure  is  not 
so  quick  to  follow\ 

Not  more  bitter  was  the  opposition  to  the  introduction  of 
ovariotomy  as  a  surgical  procedure  than  is  that  now  being  urged 
against  electro-therapeutics  in  the  treatment  of  the  diseases  of 
the  female  genitalia.  It  is  indeed  the  irony  of  fate  that  a  mea- 
sure which  finds  its  principal  exponent  in  France  should  develop 
some  of  its  most  violent  opponents  in  the  United  States,  where 
ovariotomy  may  be  said  to  have  taken  its  rise.  For  in  France  it 
was  that  the  most  bitter  objectors  to  ovariotomy  were  found,  the 
operation  being  there  violently  condemned  and  characterized  as 
"  une  audace  Americaine  "  (Piorry),  "  an  indication  of  foolish- 
ness and  an  act  of  madness  "  (Yelpeau),  as  "  a  rash  proceeding" 
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(Criiveilhier),  as  "  an  operation  that  should  be  placed  among  the 
prerogatives  of  the  executioner  "  (Moreau).  To-day,  in  spite  of 
these  wholesale  denunciations  by  the  best  minds  among  the 
French  sui'geons,  there  is  no  operation  in  the  whole  field  of  sur- 
gery which  stands  on  firmer  ground  than  this  very  one  of  ova- 
riotomy. Certainly  to-day  among  the  most  bitter  opponents  of 
electro-therapeutics  in  gynecology  are  the  very  men  who  are 
strongest  in  their  support  of  operative  procedures  on  the  female 
genitalia.  The  defenders  of  yesterday  are  the  aggressors  of  to- 
day. Electricity  must  fight  its  battle  with  the  gynecological 
surgeon.  Nor  is  this  surprising,  for  it  invades  the  very  territory 
which  he  has  come  to  consider  as  his  very  own,  attempting,  as 
it  does,  to  curtail  the  field  of  operative  interference.  Formerly 
we  heard  much  of  "  meddlesome  midwifery  "  and  "  belly  rip- 
ping "  ;  now  it  is  "  meddlesome  gynecology  "  or  "  uterine  tinker- 
ing." Let  a  physician  read  a  paper  on  electro-gynecology,  and 
he  is  at  once  characterized  as  a  meddler  and  a  tinkerer,  and  in- 
formed that  he  is  doing  no  good,  but  rather  making  the  work  of 
the  surgeon  far  more  difficult  and  using  up  valuable  time.  I 
can  do  no  better  than  quote  the  following  apropos  words  from 
an  article  by  Dr.  Wallace  Briggs  :'  "  '  Meddlesome  gynecology  ' 
and  '  uterine  tinkering  '  are  getting  to  be  set  phrases  with  those 
who  seek  to  envisage  gynecology  as  a  branch  of  operative  sur- 
gery. Emerson  I  believe  it  was  who  said,  in  substance,  that  one 
truth  cannot  be  stated  strongly  without  doing  injustice  to  some 
other  truth.  But  the  surgical  exclusivists  are  not  content  with 
stating  their  truth  strongly,  but  stoutly  maintain  that  there  is 
no  other  truth.  The  blind  spot  that  Holmes  says  is  normal  to 
all  of  our  brains  no  longer  remains  with  them  a  spot  merely,  but 
invades  whole  convolutions,  if  not  the  entire  anterior  lobe  of 
the  cerebrum.  For  them  the  '  sensitiveness  '  of  the  uterus  exists 
as  a  reality  instead  of  a  myth,  like  '  sensitiveness  '  of  the  peri- 
toneum, dissipated  by  cleanliness  and  antiseptics.  By  their 
'  damnable  iteration  '  many  of  us  have  come  to  believe  that  the 
knife  constitutes  our  entire  gynecologic  armamentarium.  In 
consequence,  abdominal  surgeons,  like  the  men  of  Roderick  Dhu, 
spring  from  every  cover,  fully  equipped  to  do  the  liveliest  exe- 
cution. 1  protest  against  this  opinion  and  this  practice.  I  deny 
that  it  is  the  summum  hojium  of  woman  to  be  relieved  of  the  in- 
trinsic insignia  of  her  sex.  We  are,  indeed,  too  often  reduced  to 
>  Medical  News,  January  21st,  1893,  p.  65. 
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the  sad  and  humiliating  necessity  of  such  mutilation,  and  so  are 
we  to  that  of  amputation  of  legs  and  arms ;  but  the  world  be- 
lieves that  amputations  are  to  be  averted  rather  than  courted, 
and  so  it  will  soon  believe  of  celiotomies.  It  is  no  less  the  duty 
of  the  physician  to  obviate  the  necessity  of  sacrificial  operations 
than  to  perform  them  when  indicated." 

It  is  nothing  new  to  treat  oophoritis  by  electricity,  nor  do  I 
claim  anything  new  in  the  mode  of  application  or  in  apparatus. 
"What  I  do  claim  is  to  have  given  the  method  a  fair,  impartial, 
and  exhaustive  trial  in  a  large  series  of  cases,  with  results  that 
are  extremely  satisfactory.  So  far  I  have  treated  65  cases 
of  chronic  oophoritis,  either  simple  or  most  often  complicated, 
by  means  of  electricity,  either  in  the  form  of  the  direct  con- 
stant current  or  of  the  induced  current,  giving  in  the  large 
majority  of  the  cases,  however,  the  preference  to  the  former 
form  of  the  agent  or  force.  The  cases  were  never  selected,  but 
were  taken  in  regular  order  as  they  presented  themselves,  the 
only  contra-indicating  conditions  considered  being  the  presence 
of  acute  inflammation  anywhere  in  the  peri-uterine  tissues,  the 
existence  of  pus,  and  later  on,  as  experience  increased,  the 
presence  of  old,  unyielding  adhesions  when  widespread.  Other- 
wise no  other  complications  were  deemed  sufficiently  important 
to  indicate  the  withholding  of  this  agent. 

As  to  mode  of  application,  the  method  I  have  employed  here 
differs  in  no  essential  respect  from  that  recommended  in  a  pre- 
vious paper  on  "  Induration  following  Pelvic  Cellulitis,"  pub- 
lished in  vol.  XXV.,  No.  3,  1S92,  of  The  American  Journal 
OF  Obstetrics.  The  same  rules  and  precautions  there  enun- 
ciated govern  here  also.  The  battery,  the  milamperemeter, 
the  rheostat,  all  come  into  play,  and  no  application  should 
be  made  without  the  aid  of  all  of  these  instruments. 

A  brief  resume  of  means  and  methods  is  best,  however,  here 
given.  The  battery  should  consist  of  a  galvanic  and  a  faradic 
apparatus.  The  former  had  best  be  made  up  of  sixty  elements, 
either  the  original  Leclanche  cell  or  one  of  its  many  modifi- 
cations, the  one  preferred  by  me,  however,  being  the  so-called 
"  Gooda,"  on  account  of  its  great  durability  and  the  slight 
attention  required  to  keep  it  up  to  its  work.  These  are  con- 
nected in  series  to  a  current  selector,  allowing  us  to  use  any  or 
all,  as  we  may  prefer.  The  faradic  apparatus  is  run  by  four 
similar  elements,  so  arranged  also  that  one  or  all  may  be  thrown 
35 
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into  tlie  circuit,  in  this  way  allowing  us  carefully  to  regulate 
the  amount  of  induction  of  our  coils.  The  best  for  our  purposes 
is  the  Engelmann  battery  as  made  by  the  Waite  &Bartlett Manu- 
facturing Company,  and  as  usually  combined  in  their  cabinet 
batteries,  that  from  the  finest  wire,  the  current  of  tension,  being 
the  one  invariably  resorted  to  in  chronic  oophoritis,  the  object 
always  being  the  relief  of  pain,  this  current  being  markedly 
sedative  in  its  properties. 

The  milamperemeter  may  be  any  of  the  standard  instru- 
ments, while  the  rheostat  to  be  preferred  above  all  others  is  the 
Bailey  as  lately  modified.  Of  this  instrument  I  cannot  speak 
too  highly.  Months  of  its  use  have  but  served  to  increase  my 
good  opinion  of  it.  Until  I  had  obtained  one  of  these  I  had 
tried  many  forms  of  current  controllers,  but  all  proved  unsatis- 
factory, until  at  last  the  old  style  of  Bailey  instrument  was 
resorted  to.  This  proved  reliable,  but  yet  had  a  number  of 
disadvantages.  The  "  l^ew  Bailey,"  it  seems  to  me,  is  a  perfect 
instrument  for  our  purposes,  allowing  us  to  regulate  the  current 
to  a  nicety,  never  playing  us  any  tricks,  and  requiring  but  little 
care  to  keep  it  in  good  working  order.  In  fact,  by  it  we  are 
enabled  to  turn  on  current  with  such  accuracy  that  a  fraction  of 
a  milampere  may  be  added  or  withdrawn  by  a  slight  turn  of 
the  thumbscrew.  The  electrodes  are  comparatively  few:  the 
dispersion  pad  for  the  external  pole,  a  clay-ball  electrode  for 
vaginal  use,  and  a  platinum  sound  for  intra-uterine  use.  This 
■for  the  galvanic  current.  For  the  faradic  we  need  in  addition 
a  bipolar  vaginal  and  a  bipolar  intra-uterine  electrode.  The  dis- 
persion electrode  preferred  by  me  is  that  made  of  felt,  as 
described  in  the  Medical  Record^  January  14th,  1893,  on  account 
of  its  great  durability,  ease  of  handling,  and  readiness  for  use,  as 
well  as  its  cleanliness.  However,  if  preferred,  other  dispersion 
electrodes,  as  the  Apostoli,  the  Martin,  or  the  many  others  in  the 
market,  will  do  equally  as  well.  The  clay-ball  electrode  should 
consist  of  a  block-tin  ball  centre  firmly  welded  to  the  staff,  a 
layer  of  clay  over  this,  and  a  piece  of  oil-tanned  chamois  to 
cover  in  the  whole.  The  advantages  of  this  modified  clay  ball 
over  the  old  style,  which  had  a  carbon  centre  and  cheese  cloth 
outside,  are  twofold.  The  carbon  is  apt  to  soften  up  and  loosen 
in  time,  and  at  some  critical  moment  separate  from  the  shaft 
and  thus  shock  the  patient.  Tliis  accident  has  happened  to  me. 
Again,  the  clay,  with  the  constant  soaking,  gradually  oozes  out 
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through  the  cheese  cloth,  until  finally  nothing  but  the  centre  is 
left.  l^Teither  of  these  things  can  happen  with  the  modified  clay 
ball.  One  so  made  has  been  in  constant  use  for  fully  a  year  and  is 
still  absolutely  as  good  as  the  day  it  was  made.  The  platinum 
sound  is  that  ordinarily  employed.  The  bipolar  electrodes  are 
those  of  Apostoli;  that  for  the  uterus,  however,  I  have  had  made 
flexible,  so  as  to  facilitate  its  introduction. 

]S^ow  as  to  the  method  of  application.  In  the  beginning  of 
the  case  it  is  often  advisable  to  resort  to  faradism,  for  the  reason 
that  pain  is  the  symptom  which  usually  brings  the  patient  to  us, 
and  its  early  relief  is  therefore  of  prime  importance.  This 
faradism  will  frequently  rapidly  overcome,  and  thus  the  con- 
fidence of  our  patient  will  be  gained.  However,  as  a  rule  I 
immediately  begin  the  use  of  galvanism,  for  I  have  found  that 
it  also  will  give  great  relief  to  pain  in  these  cases,  and  besides  at 
the  same  time  will  set  the  absorbents  at  work  in  the  cure  of  the 
disease.  Faradism  relieves  simply,  galvanism  cures.  So  at  best 
the  former  is  only  of  transient  use,  serving  only  to  overcome  a 
symptom.  ^Yhere  faradism  is  used,  either  the  intra-uterine  or 
vaginal  form  of  bipolar  electrode  may  be  employed,  the  former 
being  preferable,  the  fine  coil  with  extremely  fine  interruptions 
being  best,  the  seance  lasting  for  from  ten  to  twenty  minutes, 
according  to  the  severity  of  the  pain.  Do  not  use  too  strong  a 
current  of  induction ;  keep  it  within  the  bounds  of  comfort. 
Unfortunately  we  have  no  means  for  measuring  accurately  the 
dose  of  faradism,  the  only  method  at  our  command  being  the 
millimetre  scale  placed  at  the  side  of  the  coils.  This  is  a  very 
rude  method  indeed,  but  it  is  all  we  have  at  present.  Measured 
in  this  way,  I  generally  give  from  30  to  50  units  of  this  scale. 
Sometimes,  instead  of  using  the  bipolar  electrodes,  I  have  re- 
sorted to  either  the  clay  ball  in  the  vagina  or  the  platinum 
sound  in  the  uterus,  the  external  pad  being  placed  anteriorly 
on  one  side  or  the  other,  or  posteriorly,  according  to  the  seat 
of  the  disease  and  the  position  of  the  ovary,  in  this  way  passing 
the  faradic  current  directly  through  the  diseased  organ. 

Galvanism  is  preferable  in  the  large  majority  of  cases,  even 
from  the  very  beginning,  producing  as  it  does  sedation,  quick- 
ening the  circulation,  stirring  up  the  absorbents,  and  possibly 
also  effecting  some  degree  of  electrolysis.  In  the  beginning 
the  rule  is  to  give  the  preference  to  the  positive  as  the  active  or 
internal  pole,  as  we  need  its  sedative  qualities  ;  later  on,  where 
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pain  is  diminished,  the  negative  or  absorbent  pole  is  to  be  sub- 
stituted and  persevered  in  to  the  end,  unless  there  be  return 
of  pain,  when  it  may  be  temporarily  replaced  by  the  positive. 
Generally  the  clay  ball  is  introduced  into  the  vagina  up  to  the 
vault,  right  or  left  or  posteriorly,  as  near  to  the  affected  ovary 
as  possible,  for  the  reason  that  we  then  have  only  the  thin  va- 
ginal walls  between  it  and  the  ovary,  more  especially  if  the 
latter  be  descended,  thus  bringing  the  diseased  organ  more 
directly  under  the  immediate  control  of  the  curative  agent. 
Where  uterine  disease  is  prominent,  however,  the  platinum 
sound  is  introduced  into  the  cavity  of  the  utei'us,  thus  enabling  us 
to  treat  both  the  uterine  and  the  ovarian  disease  simultaneously. 
As  soon  as  the  former  has  disappeared,  the  latter  persisting, 
the  vaginal  method  is  to  be  substituted. 

"Where  the  disease  is  rather  recent,  from  50  to  75  milamperes 
are  to  be  given  for  from  five  to  seven  minutes ;  where,  how- 
ever, it  is  of  long  standing  and  the  changes  in  the  affected  or- 
gans are  profound,  75  to  150  milamperes  are  administered,  the 
sitting  continuing  for  from  three  to  five  minutes,  never  longer. 
Of  course  all  ordinary  precautions  are  to  be  carefully  observed, 
such  as  antisepsis,  regulation  of  exercise  afterward,  etc. 

The  dispersion  electrode  generally  is  placed  over  the  lower 
abdomen,  scars,  blemishes,  and  abrasions  being  carefully  pro- 
tected, while  bony  prominences  are  avoided.  Where,  however, 
the  ovary  is  displaced  downward  and  backward,  it  is  a  good 
idea  to  place  the  pad  over  the  sacrum,  thus  obtaining  a  direct 
passage  of  the  current  through  the  affected  organ. 

The  duration  of  treatment  varies  greatly.  If  the  cases  are 
recent,  one  to  two  months  is  suflicient  to  bring  about  a  cure  ;  if 
of  long  standing,  six  months  and  even  a  year  are  consumed  in 
bringing  this  about.  But  this  is  nothing  when  we  recall  that 
months  and  years  pass  under  simple  medical  treatment,  fre- 
quently without  any  result  whatever ;  while  surgery,  which 
jeopardizes  life,  actually  requires  for  from  one  to  two  years 
after  operation  before  the  cure  manifests  itself  in  not  a  few 
cases.  In  electricity  we  have  a  remedy  which  is  absolutely 
without  a  particle  of  risk,  which  does  in  six  months  or  a  year 
what  medicine  fails  to  do,  and  what  surgery  can  only  do  in 
twice  that  period  with  greatly  added  suffering  and  dangers. 
The  method  is  not  painful;  can  be  readily  applied  in  our  offices; 
allows  the  patient  to  go  about  her  business  afterward,  subject, 
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of  course,  to  the  usual  limitations  of  caution ;  does  not  confine 
her  one  instant  to  bed  ;  requires  no  special  preparation  ;  and 
offers  the  best  hopes  of  recovery.  So  far  as  I  know,  it  has  abso- 
lutely no  drawbacks,  and  if  it  unfortunately  fails,  as  it  sometimes 
must  do — for  where  is  the  plan  of  treatment  that  does  not  ? — it 
still  leaves  to  the  patient  the  final  arbitrament  of  the  knife. 

Now   as   to   results.      Where    treatment    occupies  consider- 
able time    it  is  often  difficult    to    induce  patients  to   persist 
therein  long  enough  to  bring  about  a  cure.      Often  they  are 
satisfied  with  relief  and  cease  attendance   before  they  are  en- 
tirely well,  even  when  urged  to  the  contrary.     Again,  in  some 
cases  they  feel  so  free  of  symptoms  that  they  consider  them- 
selves  cured,  although   informed  that   they    are   not   so,    but, 
thinking  so,  they  consider  it  foolish  to  persist  in    treatment. 
The  cases,  therefore,  naturally  divide  themselves  into  two  gen- 
eral classes — those  where  treatment  was  persevered  in  to  the 
end,  and  those  where  it  was  abandoned  before  positive  results, 
one  way  or  the  other  were  obtained.     Besides  these  there  are 
a  number  of  cases  still  under  treatment;    of   the  total   of    65 
patients  there    were  25    cases  where  the   management   of   the 
case  was  completed,  32  where  it  was  abandoned  too  soon,  while 
8  are  still  attending.     Of  the  first  group  22 '  were  cured,  and  in 
only  3  was  there  a  failure  to  relieve.     Of  the  second  class  27 
were  steadily  improving  up  to  the  time  of  the  abandonment  of 
treatment  by  the  patient,  and  in  only  5  instances  was  there  no 
relief;   of   the   8  now  being  submitted  to  this  plan  of   treat- 
ment, all  so  far  have  been  more  or  less  benefited.     This  show- 
ing is  far  better  than  any  form  of  management  yet  submitted 
to  the  medical  profession,  and  time  and  increased  experience 
but  serve  to  increase  my  confidence  therein.     Of  course  I  am 
well  aware  that  the  "  personal  factor  "  influences  our  verdicts 
in  matters  in  which  we  are  specially  interested  ;  but  this  is  cer- 
tain, that  a  fair,  unbiassed,  persistent  trial  of  electricity  in  the 
management  of  cases  of  chronic  oophoritis  will  be  rewarded 
with  results  that  will  be  more  than  satisfactory.     Failures  un- 
doubtedly there  will  be,  but  the  cures  will  be  many,  relief  will 
be  rapid,  and  this,  as  over  and  over  again  stated,  without  any 
risk  whatever  to  our  patient.     Not  a  few  of  my  cases  had  pre- 
viously submitted  to  various  plans  of  treatment  at  the  hands  of 
many  physicians,  but  without  avail.     Some  had  been  advised  to 
^  See  table  on  pages  550  to  555. 
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4  years 

7 

1 

Wi  years ;  an 
abortion. 

4  years. . . 

Great  pain  over 
left  ovary  :  great 
dysmenorrhea  ; 
dyspareunia  ; 
painful  defeca- 
tion :  dvsuria. 

Retroversion; 
chronic  endo- 
metritis.   Left 
ovary  in  Doug- 
las' sac,  large, 
firm,  sensitive. 

5  months  . . 

5 

Married     2 
2  years 

4       1 

lyear 

1  year 

Irregular,  frequent 
menstruation  : 
dysmenorrhea  ; 
pain  over  left 
ovary  and  in 
back. 

Retroversion: 
chronic  endo- 
metritis.   Left 
ovary  very  sen- 
sitive and  en- 
larged. 

2>^  months. 

6 

Married    3 
11  years 

3 

1 

lOj^      years ; 
an  abortion 

3  years. . 

Irregular  men- 
struation, small 
in  quantity  : 
pain  overVight 
ovary;  dyspa- 
reunia. 

Retroversion.   Ute- 
rus somewhat  ad- 
herent.   Right 
ovary  descended 
into  Douglas' 
sac,  enlarged, 
painful,  adherent 
to  uterus  slight- 
ly- 
Chronic  endome- 

2 months  . . 

7 

Married    3 

2       1 

1 

10  years :    an 

10  years  . 

Great  pain  in  lower 

43^  months 

12  years 

abortion. 

abdomen  ;  leu- 
corrheal  dis- 
charge. 

tritis.    Along  the 
left  tube  con- 
siderable 
thickening.    Left 
ovary  enlarged. 
Along  tube  and 
ovary  consider- 
able pain  on 

8 

Married  1  2J 
year,  wi 
dowed  5 
years. 

)       1 

5  years 

5  years. . . 

Dysmenorrhea  ; 
pain  over  back     | 
and  ovaries  ;         \ 
leucorrhea ;  pain 
on  walking. 

lieft  lateroversion; 
chronic  endome- 
tritis.   Right 
ovary  enlarged 
and  very  sensi- 
tive.   Right  tube 
somewhat  di- 
lated. 

2  months  . . 

I 
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go  a 

Range. 

Average. 

Form  of  application. 

Condition  of 

2  o 

parts  at  end 

a<s^ 

Remarks, 

^5      a 

of  treatment. 

F. 

G. 

F. 

G. 

F. 

G. 

F. 

G. 

4 

11 

40 

40 

40 

70 

Bipolar 

Negative,  va- 

Ovary still  in 

2  years. 

After  cessation  of  treat- 

mm. 

to 
120 
ma. 

mm. 

ma. 

intra- 
uterine. 

ginal. 

Douglas  sac,  of 
normal  size  and 
shape;  no  longer 
sensitive    Uterus 
normal  in  size 
and  shape,  but 
still  retroverted. 

ment  became  pregnant 
after  an  interval  of  4 
years  since  last  confine- 
ment.   One  month  ago 
was  again  confined.    All 
her  symptoms  have  dis- 
appeared.   Gained  in 
flesh  and  was  able  to  at- 
tend to  her  work— some- 
thing formerly  impos- 
sible. 
All  symptoms  gone.    Mar- 
ried after  cessation  of 

q 

50 

50 

Negative,  va- 

Ovarv still  in 

8  mos.. 

ma. 

ma. 

ginal. 

Douglas'  sac,  not 

enlarged  nor 

treatment,  and  immedi- 

firm; no  more 

ately  became  pregnant. 

than  normal  sen- 

Last seen  when  7  months 

sibility.    Uterus 

advanced,  and  expressed 

in  normal  posi- 

herself as  feeling  per- 

tion.   No  longer 

fectly  well. 

any  endome- 

tritis. 

30 

50 
to 
100 
ma. 

60 
ma. 

Positive  va- 
ginal, posi- 
tive intra- 
uterine, ne- 
gative va- 
ginal. 

Ovary  in  normal 
position,  no 
longer  sensitive 
or  enlarged. 
Tube  no  longer 
thickened.  Parts 
about  uterus  per- 
fectly insensitive. 

Menstruation  became  reg- 
ular, all  pain  disappear- 
ed.   Became  able  to  earn 
her  own  .living.    In  fact, 
felt  perfectly  well. 

23 

30 
to 
70 
ma. 

50 
ma. 

Positive  intra- 
uterine, 
positi'^'e  va- 
ginal, nega- 
tive vaginal. 

Examination 
xmcLen-  chloro- 
form.—Ova,Ties, 
tubes,  and  uterus 
absolutely  nor- 
mal. 

7  mos . . 

Considered  herself  perfect- 
ly well  when  treatment 
was  stopped.    When  last 
seen  continued  so. 

13 

40 

55 

Positive  intra- 

Expressed herself  as  feel- 
ing perfectly  well  when 

to 

ma. 

uterine. 

condition  of 

75 

positive  va- 

parts external  to 

treatment  was  stopjaed. 

ma. 

ginal,  nega- 
tive vaginal. 

uterus.    Slight 
cervical  catarrh 
onlv. 

10 

50 

55 

Positive  intra- 

Slight retrover- 
sion.   Uterus 

IJyrs. 

All  uterine  symptoms  had 
entirelv  disappeared; 

to 

ma. 

uterine. 

75 

positive  va- 

normal to  feel 

felt  perfectlv  and  abso- 

ma. 

ginal,  nega- 
tive vaginal. 

every  way. 
Ovary  in  normal 
position  and  nor- 
mal to  feel :  no 
pain  on  pressiu^e. 

lutely  well.    Trouble  fol- 
lowed an  attack  of  pelvic 
peritonitis.    Remained 
well  when  last  seen. 

18 

60 

75 

N^egative  va- 

Parts perfectly 
normal. 

9  mos 

to 

ma. 

ginal. 

been  recommended. 

100 

Entirelv  free  of  all  sjTnp- 

1 

ma. 

toms.     Walks  and  works 
without  trouble  of  any 
kind.   No  leucorrhea. 
Remained  weU  when  last 
seen. 

9 

50 

60 

Normal  every  way. 

Felt  perfectly  well  at  end 
of  treatment.  No  dis- 

to 

ma. 

glnal,  nega- 

1 

100 

tive  vaginal. 

charge,  no  pain;  able  to 

ma. 

attend  to  her  work  (that 
of  a  canvasser) .  which 
keeps  her  on  her  feet 
constantly,  without  a 
particle  of  trouble.    Had 
been  informed  at  two  in- 

1 

titutions  that  an  opera- 

tion was  necessary. 
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d 
!5 

a 

2-S 

36 

t,      to 

Last 
confinement. 

Dm-ation 

of 

illness. 

Symptoms. 

Physical 
examination. 

Duration 

of 
electrical 
treatment. 

9 

Married 

3 

1 

3  months ;  an 

Recent. . . 

Pelvic  pain ;  irre- 

Retroversion. Left 

8  weeks.... 

10  years 

abortion. 

gular,  free  men- 
struation ;  leu- 
corrhea  ;  bad 
general  condi- 
tion. 

ovary  large,  low 
down  in  Douglas' 
sac,  sensitive. 

10 

Married 
5  years, 
widowed 
3  weeks. 

30 

3 

20  months.... 

Recent. . . 

Pain  over  both 
ovaries ;  back 
pain  ;  painful  de- 
fecation ;  leu- 
corrhea. 

Chronic  endometri- 
tis; retroversion; 
bilateral  lacera- 
tion ;  eversion. 
Left  ovary  de- 
scended in  Doug- 
las sac,  enlarged, 
firm  sensitive. 

2  months  . . 

11 

MaiTied 
5  years 

28 

2 

3 

8  months 

5  months 

Pain  over  right 
ovarian  region  ; 
back  pain  ;  pain 
in  hips. 

Chronic  endome- 
tritis.    Right 
tube  thickened 
and  painful  to 
pressure.     Right 
ovary  sensitive. 

7  months  . . 

1? 

Married 
8  years 

28 

2  months 

Intense  dysmenor- 
rhea :   severe 

Anteversion.     Left 
ovary  slightly 

2^  months. 

pain  over  left 

enlarged,  but  ex- 

ovary, rendering 

quisitely  sensi- 

■walking impos- 

tive. 

sible. 

13 

Vlarried 

23 

3 

22  months .  . . 

22mos.  .. 

Great  pain  over 

Retroversion; 

2  months .. 

5  years 

both  ovaries. 

chronic  endome- 
tritis.    Right 
ovary  in  Doug- 
las' sac,  en- 
larged and  sen- 
sitive. 

14 

Married 

21 

1 

5  months ;  an 

5  months 

Great  dysmenor- 

Anteflexion. Right 

2  weeks 

7  months 

abortion. 

rhea  ;  pain  over 
right  ovary  ; 
dysuria. 

ovary  enlarged 
and  very  sensi- 
tive. 

15 

Married 
16  years 

3-2 

" 

12  years 

Copious  menstrua- 
tion ;  back  and 
pelvic  pain  ;  dys- 
uria ;  leucor- 
rhea;  dysmenor- 
rhea. 

Anteflexion: 
chronic  endome- 
tritis.    Right 
ovary  enlarged 
and  very  sensi- 
tive. 

3  months  . . 

16 

Married 
7  years 

46 

1 

2 

5  years 

5  years. . . 

Dysmenorrhea  ; 
irregular,  free 
menstruation  ; 
pain  over  left 
ovary. 

Chronic  endome- 
tritis.   Left 
ovary  enlarged 
and  sensitive. 

2>^  months. 

17 

Married 

3i 

2 

2  years 

2  years. . . 

Irregular,  free 

Retroversion,   are- 

1 month  . . . 

6  years 

menstruation; 
great  dysmenor- 
rhea; burning 
pain  over  right 
ovary. 

olar  hyperplasia, 
bilateral  lacera- 
tion, and  ever- 
sion.   Right 
ovary  large, 
firm,  painful  on 
pressure. 
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Range. 

Average. 

Form  of  application. 

Condition  of 

s^   • 

3     ^ 

parts  at  end 

s  =s  £ 

Remarks. 

of  treatment. 

r.  G. 

F. 

G. 

F. 

G. 

F. 

G. 

13 

50 

70 

Negative  va- 
ginal. 

Uterus  retro- 
verted.    Ovaries 

Free  of  all  symptoms  re- 
ferable to  genital  organs. 

to 

ma. 

75 

normal  in  every 

When    last    seen     com- 

ma. 

respect. 

plained     only   of     back 
pain,  due  to  the  retrover- 
sion.   Relieved  by  a  pes- 
sary-.   Ovaries  then  per- 
fectlv  normal. 

...    14 

65 

73 

Negative  va- 
ginal. 

Uterus  retroverted, 
otherwise  nor- 

All symptoms  gone:  gene- 
ral health  excellent.    No 

to 

ma. 

i5 

mal.    Ovaries 

pain.    Was  under  treat- 

ma. 

normal  in  posi- 
tion and  in  condi- 
tion. 

ment  for  months  before 
electricity  was  begim. 
but  steadily  grew  worse. 

....    23 

75 
to 

135 
ma. 

Positive  va- 
ginal, nega- 

Part.s perfectly 
normal. 

Trouble  followed  an  attack 

of  pelvic  peritonitis; 

180 

tive  vaginal. 

thickenins  of  the  tube 

ma. 

was  conside.'-able,  and 
did  not  disappear  until 
high  powers  were  re- 
sorted to.    The  ultimate 
result  was  a  perfect  cure. 
Has  remained  well. 

....    22 

80 
to 

75 
ma. 

Positive  va- 
ginal, nega- 

Examined under 
chloroform; 

Uyrs.. 

ovarv  removed.    Her 

100 

tive  vaginal. 

parts  perfectly 

suffering  was  something 

normal. 

terrible,  and  absolutely 
prevented  her  from  fol- 
lowing her  vocation, 
that  of  a  danseuse.    All 
symptoms  vanished. 
She  returned  to  the 
stage  and  has  remained 
well. 

....     8 

75 

75 

Negative  va-    Retroversion; 

Trouble  followed  an  at- 

1 

ma. 

ma. 

ginal. 

parts  otherwise 
perfectly  nor- 
mal. 

tack  of  pelvic  peritonitis 
following  labor.    Is  per- 
fectly well  and  able  to 
attend  to  her  work, 
which  is  very  hard. 

...     4 

50 

70 

Negative  va- 

Parts normal. 

Continued  perfectly  well. 
When  last  seen  was 

to 

ma. 

ginal. 

10 

about  -lii  months  preg- 

ma. 

nant,  and  expressed  her 
self  as  feeling  absolutely 
well. 

...    10 

75 

75 

Positive  va- 

Utenis and  ovaries 

lyear.. 

ma. 

ma. 

ginal,  nega-  ;    normal  in  every 

seen. 

tive  vaginal,     respect.     A  little 

' 

cervical  catarrh 

1 

only. 

...    14 

60 

70 

Positive  va-      Parts  perfectly 
ginal,  nega-      normal  in  every 

to 

ma. 

long  time  previously 

75 

tive  vaginal. 

way. 

without  any  benefit. 

ma. 

Continued  well  when 
last  seen. 

..     6 

75 

75 

Positive  va- 

All pain  gone.    When  last 
seen  examination 

ma. 

ma. 

ginal  nega- 1    normaTto  fesi^ 

tive  vaginal.      Suffers  only  from 

showed  ovaries  to  be 

chronic  eudo- 

normal  in  everv  respect 

metritis. 

Uterus  of  normal  feel 
and  in  normal  position. 
Suffered  only  from  cer- 

 : —  '       ' 

1 

vical  catarrh. 
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6 
!z; 

a 
—  o 

■  11 

6 
u 

< 

27 

Z    -3 

03 

Last 
confinement. 

Duration 

of 
illness. 

Symptoms. 

Physical 
examination. 

Duration 

of 
electrical 
treatment. 

18 

Married 

1 

1 

4  years 

4  years. . . 

Great  dysmenor- 

Retroversion. Left 

11  months.. 

9  years 

rhea;  pain  over 

ovary  painful, 

left  ovary;  leu- 

slightly  enlarged. 

corrhea  ;  painful 

defecation;  dys- 

uria. 

19 

Single. . . . 

20 

6  months 

Intense  dysmenor- 
rhea; irreg:ular, 
free  menstrua- 
tion; back  pain; 
pain  over  both 
ovaries;   costive; 
greenish  dis- 
charge. 

Retroversion ; 
chronic  endome- 
tritis.   Cervix 
adherent  to  an- 
terior vaginal 
wall.    Right 
ovary  very  sen- 
sitive. 

7  weeks 

no 

Married 
14  years 

3:i 

1 

18  years. . . 

3  months 

Great  pain  over 
right  ovarv:  dys- 
uria ;  debOity. 

Anteflexion ; 
chronic  endome- 
tritis.   Right 
ovary  low  down, 
smooth,  sensi- 
tive, enlarged. 

2  weeks 

Ul 

Married 
11  years 

83 

1 

10  years ;   an 
abortion. 

2  years. . . 

Dysmenorrhea ; 
painful  defeca- 
tion ;  great  pain 
over  left  ovary; 
difficulty  and 
pain  in  walking. 

Anteflexion.    Both 
ovaries  enlarged 
and  extremely 
sensitive;  left 
low  down  in 
lateral  pouch. 

2X  months. 

22 

Married 
7  years 

30 

1 

6  years.  

6  years  .. 

Great  pain  in  back 
and  over  right 
ovary. 

Retroversion. 
Right  ovary   en- 
larged and  ex- 
tremely sensi- 
tive. 

3  months  . . 

submit  to  operation,  but  had  declined,  tliis  advice  being  given 
more  than  once  by  well-known  specialists  in  this  branch  of  sur- 
gery. Yet  such  cases  were,  with  few  exceptions,  either  rapidly 
relieved  or  permanently  cured,  greatly  to  the  astonishment  of  the 
patient,  who  could  but  make  invidious  comparisons  between  the 
new  and  the  old — comparisons  not  flattering  to  surgery,  and  which 
spoke  volumes  favorable  to  electricity.  Of  course  general  mea- 
sures where  indicated  wei'e  not  neglected,  especially  the  admin- 
istration of  tonics,  for  the  patients  usually  were  in  a  greatly 
debilitated  state. 

Very  few  of  these  cases  made  uninterrupted  recoveries  ;  pain 
would  for  some  time  be  absent  entirely,  only  to  recur  on  some 
indiscretion  ;  menstruation  might  become  perfectly  regular,  but 
occasionally  the  previous  irregularity  and  dysmenorrhea  would 
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—  (_  s 

Range. 

Average. 

Form  of  application. 

Condition  of 

parts  at  end 

a^u 

Remarks. 

Z       M 

of  treatment. 

■a  a  o 

F.  1  G. 

F. 

G. 

F. 

G. 

F. 

G. 

y  1  28 

22 

75 

33 

100 

Bipolar 

Positive  va- 

Ovary perfectly 

3  mos.. 

Her  ovarian  functions  be- 

to 

to 

mm. 

ma. 

intra- 

ginal, nega- 

normal every 

came  perfectly  normal, 

40 

150 

uterine  : 

tive  vaginal 

way.    Uterus  in 

and  have  continued  so. 

mm. 

ma. 

fine  coll, 
fine  in- 
terrup- 
tion. 

normal  position 
and  of  normal 
feel     Passage  of 
sound  into  uterus 
causes  consider- 
able pain  just  as 
it  is  passing  the 
internal  os— a 
pain,  she  says. 
which  is  exactly 
like  that  of  men- 
struation. 

The  hyperesthetic  condi- 
tion of  the  internal  os, 
however,  continues,  but 
is  steadily  diminishing 
under  intra-uterine  gal- 
vanization. 

1 

7 

45 

75 

45 

75 

Bipolar 

Positive  va- 

Ovaries perfectly 

4  mos . . 

Absolutely  free  of  pain 

1 

mm. 

ma. 

mm. 

ma. 

intra- 
uterine; 
fine  coil, 
fine  in- 
terrup- 
tion. 

ginal. 

normal  every 
way. 

when  she  ceased  atten- 
dance.   Remained  so 
when  last  seen.    When 
following  heavy  work 
had  a  recurrence,  for 
which  she  is  now  being 
treated. 

9 

75 

110 

Negative  va- 

Normal every  way  4  mos . . 

All  symptoms  rapidly  dis- 
appeared.   Remained 

1 

to 

ma. 

ginal. 

150 

entirely  well  in  every  re- 

ma. 

spect  when  last  seen. 

20 

65 

70 

Positive  va- 

Examination 

1  year  . 

Perfectlv  well  every  way 

to 

ma. 

ginal,  nega- 

under chloro- 

when  treatment  was 

80 

tive  vaginal. 

/on>i.— Ovaries 

stopped,  and  has  re- 

ma. 

normal.    Cervix 
divulsed  at  same 
time. 

mained  so.    Now  preg- 
nant 44  months.    In  this 
case  also  removal  of  the 
ovaries  had  been  recom- 
mended by  a  well  known 
specialist. 

10 

50 

75 

Positive  va- 

Parts normal 

5  mos.. 

to 

ma. 

ginal,  nega- 

every way. 

by  several  physicians 

100 

tive  vaginal. 

without  any  relief.    Has 

i 
1 

ma. 

remained  well. 

return  temporarily.  One  symptom  wliicli  almost  invariably  re- 
mained permanently  absent  after  it  had  once  vanished  was  dys- 
parennia.  The  patient's  general  condition  also  nsually  steadily 
improved.  Intercurrent  ailments  always  had  a  bad  effect  upon 
the  symptoms,  for  on  &uch  occasions  they  almost  invariably  re- 
curred, though  never  with  their  former  intensity,  and  then  only 
to  again  rapidly  disappear  on  continuance  of  the  treatment. 
The  ovarian  disease  itself,  though  rapidly  modified,  was  not  so 
quick  to  disappear  as  the  rational  symptoms  it  produced.  But 
almost  from  the  beginning  of  treatment  there  was  steady  modi- 
fication and  improvement  in  the  local  lesion  ;  sensitiveness  di- 
minished; the  ovary  became  continuously  smaller  and  smaller 
until  it  reached  its  normal  dimensions,  and,  if  descended,  as  a 
rule  it  steadily  rose  up  to  its  normal  position,  though  there  were 
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a  number  of  exceptions  to  this  rule,  the  ovary  remaining  down 
but  otherwise  becoming  normal  to  the  touch.  Most  of  the  cases 
were  seen  and  examined  months  after  the  cessation  of  treatment, 
and  remained  well  in  spite  of  hard  work  and  a  return  to  their 
old  mode  of  life,  which  was  generally  one  of  hardship.  A  num- 
ber of  these  patients  had  been  advised  to  have  their  ovaries  re- 
moved, and  in  every  case  at  some  well-known  institution  or  by 
some  well-known  specialist.  It  will  be  noted  that  four  of  these 
cases  became  pregnant — something  which  the  objectors  to  elec- 
tricity claim  cannot  occur  after  the  use  of  this  agent  on  the  fe- 
male genitalia. 

I  have  deemed  it  best  to  give  in  full  the  histories  of  the  cases 
of  failure,  so  that  each  one  can  judge  for  himself,  and  also  be- 
cause from  such  cases  more  is  often  to  be  learned  tlian  from  our 
successes. 

Minnie  K.,  set.  20  years,  born  in  Poland,  married  one  year ; 
one  child,  a  male,  fourteen  weeks  before  coming  under  observa- 
tion. Had  always  been  perfectly  healthy.  Labor,  which  was 
normal,  was  followed  by  an  attack  of  pelvic  peritonitis  and  cel- 
lulitis. Presented  herself  April  8th,  1890,  At  that  time  was 
suffering  greatly  from  back  pain  and  pain  over  the  lower  abdo- 
men ;  bowels  costive ;  urination  frequent  and  painful,  and  had 
a  free  vaginal  discharge  ;  general  condition  bad. 

The  uterus  was  found  retroverted  (first  degree)  and  large, 
while  the  cervix  was  bilaterally  lacerated  and  everted,  and  gave 
exit  to  a  free  mucous  discharge.  Posteriorly  to  the  uterus,  and 
extending  over  toward  the  right  side  in  the  broad  ligament,  was 
a  mass  of  firm,  sensitive  exudation  rendering  the  uterus  some- 
what immovable.  Yarious  plans  of  treatment  were  tried  dur- 
ing eight  months  without  any  result  whatever,  so  on  December 
2d  galvanization  was  begun. 

December  2d  :  Galvanism,  50  milamperes,  5  minutes.  Nega- 
tive vaginal.  No  pain  a  half-hour  later.  Dec.  6th:  Galvanism, 
meter  out  of  order,  5  minutes.  Went  without  pain  for  one  day, 
but  this  has  recurred  since  as  bad  as  ever.  Dec.  16th  :  Galvan- 
ism, 60  milamperes,  5  minutes.  No  better.  Dec.  20th  :  Gal- 
vanism, 60  milamperes,  5  minutes.  Feels  somewhat  better. 
Dec.  23d  :  Galvanism,  75  milamperes,  5  minutes.  But  little 
pain,  and  that  only  on  the  left  side.  Dec.  30th  :  Galvanism,  50 
milamperes,  5  minutes.  Again  has  considerable  pain.  Mass 
can  no  longer  be  distinctly  mapped  out,  though  pressure  near 
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the  uterus  is  extremely  painful,  especially  toward  the  left  side. 
Decided  diminution  in  the  amount  of  exudation. 

January  3d,  1S91  :  Galvanism,  50  milamperes,  5  minutes. 
Expresses  herself  as  feeling  decidedly  better.  Jan.  13th  :  Gal- 
vanism, 50  milamperes,  5  minutes.  Menstruation  about  nor- 
mal in  quantity  and  almost  free  of  pain.  Complains  still  of 
pelvic  pain.  Less  leucorrhea  than  formerly.  Jan.  15th  :  Gal- 
vanism, 50  milamperes,  5  minutes.  Says,  all  in  all,  that  she 
feels  no  better.  Jan.  20th  :  Galvanism,  50  milamperes,  5  min- 
utes. jS"©  better.  Exudation  gone,  but  there  is  felt  low  down 
and  adherent  to  the  uterus  on  the  left  side  a  fluctuating  mass 
the  size  of  an  egg,  round,  smooth,  and  exquisitely  sensitive. 
Recommended  operation. 

Eebruary  20th,  1893  :  Patient  was  lost  sight  of  until  the  fore- 
going date.  TVas  operated  upon  February  5th,  1892,  in  one  of 
our  large  hospitals,  about  one  year  after  she  had  been  advised  to 
this  step.  According  to  the  history  of  the  operation,  some  diffi- 
culty was  experienced  in  bringing  out  the  tubes  and  ovaries. 
The  left  tube  and  ovary  were  bound  down  by  adhesions,  and  as 
these  were  broken  up  some  bloody  serum  escaped,  leading  to  the 
belief  that  the  ovary  had  been  the  seat  of  a  cystic  hematoma 
which  burst  during  manipulation.  The  right  tube  and  ovary 
were  also  bound  down,  and  the  adhesions  were  also  broken  up. 
The  patient  made  an  uneventful  recovery  and  left  the  hospital 
March  11th,  1892.  When  seen  by  me,  about  one  year  later,  she 
stated  that  she  felt  somewhat  improved,  but  still  had  almost  as 
much  pain  as  formerly  over  the  left  ovarian  region  ;  menstruates 
regularly,  and  has  great  dysmenorrhea  during  the  flow  ;  suffers 
from  flushings,  flashes  of  heat,  and  great  nervous  excitement  and 
trembling,  with  palpitations ;  sleep  disturbed  by  unpleasant 
dreams  ;  urination  painful,  the  pain  occurring  at  the  end  of  the 
flow  of  urine. 

Uterus  normal  in  size  and  shape,  position  and  mobility.  On 
the  right  side  a  mass  attached  firmly  to  the  uterus  at  the  cer- 
vico-corporeal  junction  and  somewhat  posteriorly.  This  mass 
is  extremely  sensitive,  irregular  in  shape,  and  of  the  size  of  an 
English  walnut. 

It  will  be  observed  that  this  was  an  extremely  complicated 
and  difficult  case  to  manage;  that  the  electricity  was  tried  only 
for  a  brief  period,  that  it  caused  the  disappearance  of  the  pelvic 
exudation,  and  in  so  far  was  of  value,  as  it  thus  aided  in  clearing 
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up  an  otherwise  obscure  diagnosis ;  and  that  operation  as  yet, 
one  year  after,  is  almost  as  much  if  not  more  of  a,  failure  than 
the  galvanization.  Were  such  ar  case  again  to  appear,  I  am  of 
the  belief  that  persistent  recourse  to  electricity  would  ultimately 
bring  about  at  least  relief,  and  possibly  a  cure.  Operation  so 
far  has  not  proved  itself  superior  to  electricity  in  this  case. 

Minnie  H.,  ast.  40  years,  German,  widow  since  ten  years,  mar- 
ried five  years  ;  has  had  but  one  child,  about  one  year  after  mar- 
riage. Menstruates  regularly,  amount  small,  but  suffers  from 
intense  pain  during  the  flow.  Complains  of  great  back  pain 
and  severe  pain  over  the  left  ovary.  Bowels  costive,  defecation 
painful ;  dysuria.  Is  forced  to  earn  her  living  by  washing. 
Uterus  retroflexed  (second  degree)  and  firmly  bound  down. 
Both  ovaries  sensitive  to  pressure  and  also  firmly  adherent. 
Was  operated  upon  nine  years  ago  for  cervical  laceration.  Felt 
well  after  this.  Three  years  ago  the  late  Dr.  Ilunter  attempted 
to  remove  her  ovaries,  but  was  forced  to  abandon  the  opera- 
tion. She  was  told  that  absolutely  nothing  was  removed,  on  ac- 
count of  the  dense  adhesions  of  all  the  pelvic  parts.  Presented 
herself  September  10th,  1890.  Patient  received  in  all  21  ap- 
plications of  positive  galvanization,  vaginal,  during  five  months, 
varying  in  strength  from  75  to  150  milamperes,  an  average  of 
about  95  milamperes,  with  temporary  relief  at  times,  but  abso- 
lutely no  permanent  benefit,  the  parts  at  the  termination  of 
treatment  being  exactly  the  same  as  when  it  was  begun.  On 
one  occasion  she  menstruated  without  a  particle  of  pain,  the  first 
time  in  years  ;  on  another  occasion  with  but  little  pain.  Her 
back  and  pelvic  pains  diminished  at  times,  but  never  entirely 
disappeared,  recurrence  on  working  hard  being  the  invariable 
rule.  For  years  she  had  visited  the  Woman's  Hospital  without 
any  relief  whatever.  When  I  began  galvanization  she  was  in- 
formed that  electricity  would  probably  do  her  no  good,  but  she 
begged  a  trial  of  it.  Finally  her  pains  became  so  great  that  she 
determined  to  have  herself  again  operated  upon,  no  matter  what 
the  result,  preferring  death  to  a  continuance  of  her  sufferings. 
Since  then  she  has  not  been  seen. 

Here  we  have  a  case  abandoned  as  inoperable  by  one  of  New 
York's  most  expert  laparatomists.  More  universal  or  firmer 
adhesions  I  have  never  seen.  My  own  better  judgment  told  me 
that  no  permanent  good  was  to  be  expected  from  electricity. 
But  as  everything  else  had  been  tried  without  success,  and  the 
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patient  wasanxiousto  have  a  trial  of  this,  the  attempt  was  made, 
with  the  expected  result — failure.  That  such  old  adhesions  can 
be  melted  down  bj  anj  method  of  treatment  at  our  command, 
whether  massage  or  electricity,  is  more  than  doubtful.  Failure 
in  such  a  case  argues  nothing  against  electricity.  Since  then 
several  such  cases  have  presented  themselves,  but,  as  nothing 
was  to  be  hoped  for,  no  resort  was  made  to  the  agent.  Old  ad- 
hesions, especially  when  unyielding,  constitute  a  strong  contra- 
indication to  the  treatment  by  electricity. 

Rosa  B.,  eet.  23  years,  married  one  and  one-half  years,  never 
pregnant.  Began  to  menstruate  at  the  age  of  15  years  ;  always 
regular.  Of  late  almost  continuous  loss  of  blood,  though  the 
amount  lost  is  very  small ;  some  leucorrhea;  pain  over  both  ova- 
ries. Dates  her  trouble  back  to  the  time  of  marriage;  imme- 
diately thereafter  had  a  free  vaginal  discharge  and  irregularity 
of  menstruation. 

Uterus  retroflexed  (first  degree)  and  left  lateroverted  ;  move- 
ments curtailed.  The  uterus  is  somewhat  enlarged,  2f  inches 
in  depth ;  external  os,  which  is  small,  gives  exit  to  a  free  dis- 
charge. Posteriorly  and  attached  to  the  uterus,  and  moving 
with  it,  an  irregular,  soft,  somewhat  sensitive  mass  of  the  size 
of  a  walnut ;  not  otherwise  adherent.  The  mass  is  felt  on  the 
right  side  just  above  Douglas'  pouch,  and  undoubtedly  is  an 
adherent,  inflamed  right  ovary.  Left  ovary  perfectly  normal. 
This  patient  was  first  seen  July  2Sth  and  various  plans  of  treat- 
ment tried  without  any  success.  So  on  October  6th,  three  and 
oae-half  months  later,  electricity  was  for  the  first  time  resorted 
to,  the  parts  still  continuing  as  above. 

October  6th :  Galvanism,  75  milamperes,  5  minutes,  Xega- 
tive  vaginal.  Dispersion  electrode  posteriorly,  Oct,  20th : 
Galvanism,  75  milamperes,  5  minutes,  Oct.  25th  :  Galvanism, 
75  milamperes,  5  minutes.     Pain  slightly  less. 

November  29th:  Galvanism,  100  milamperes,  4  minutes. 
Positive  intra-uterine  substituted  for  the  negative  vaginal.  Felt 
somewhat  better,  but  since  two  weeks  again  constant  slight  ooz- 
ing of  blood. 

December  1st:  Galvanism,  120  milamperes,  10  minutes. 
Still  bleeding.  Dec.  3d  :  Galvanism,  150  milamperes,  5  min- 
utes. No  bleeding  since  last  seance.  Dec.  6th :  Galvanism, 
150  milamperes,  5  minutes.  Only  a  very  faint  show  of  blood, 
but  considerable  leucorrheal  discharge.    Only  slight  pain.    Dec. 
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Sth:  Galvanism,  170  milaraperes,  5  minutes.  Some  slight 
bleeding  still.  Dec.  ITtli :  Galvanism,  200  milamperes,  5  min- 
utes. Again  bleeding  freely.  So  far  patient  has  practically 
not  been  benefited  at  all.  Failed  to  return  after  this  last  visit. 
In  this  case  there  had  undoubtedly  been  a  pelvic  peritonitis, 
most  likely  gonorrheal  in  its  origin,  which  had  bound  down  the 
uterus  in  loose  adhesions  and  fixed  the  right  ovary  firmly  to  the 
former  organ.  As  before  said,  old  adhesions  have  in  my  expe- 
rience been  unbenetited  by  electricity,  and  their  existence  in 
this  case  no  doubt  accounted  for  the  failure  to  relieve. 

There  remain  only  for  further  consideration  the  cases  where 
the  patients  abandoned  treatment.  Of  these  there  were  32  in- 
stances, in  only  5  of  which  had  relief  failed  to  follow.  None  of 
these  cases,  however,  are  fair  tests  of  the  treatment ;  nor  could 
they  under  ordinary  circumstances  be  claimed  as  failures,  for 
none  of  them  followed  up  treatment  long  enough  to  determine 
anything.  Thus  one  received  only  two  applications  in  three 
weeks  and  then  ceased  attendance ;  a  second  had  five  adminis- 
trations in  three  weeks  and  then  remained  away ;  a  third  sub- 
mitted to  three  sittings  in  six  days  and  then  absented  herself;  a 
fourth  had  three  seances  and  then  failed  to  return ;  while  a  fifth 
received  but  one  application  in  all.  These  cases,  however,  are 
given  with  the  object  of  completing  the  list  of  cases  treated  and 
allowing  an  impartial  judgment  by  all  as  to  its  true  value.  Be- 
sides these  5  instances  of  too  early  abandonment  there  were 
27  other  cases  where  treatment  was  not  followed  up  long  enough 
to  decide  whether  or  not  a  cure  was  being  actually  brought  about. 
In  every  one  of  these,  however,  more  or  less  marked  relief  was 
obtained,  and  many  expressed  themselves  as  very  well  satisfied 
with  what  had  been  so  far  accomplished.  The  class  of  cases 
from  which  these  patients  were  mostly  drawn  are  notoriously 
negligent  of  their  health,  and  will  rarely  pursue  treatment  long 
enough  to  permit  a  positive  cure  to  be  effected.  Yet  most  of 
them,  observing  relief  early,  continued  their  visits  during  quite 
a  long  period,  especially  for  them,  where  electricity  was  em- 
ployed ;  longer,  in  fact,  than  under  any  other  plan  of  treatment 
ever  tried  by  me.  Nevertheless  when  improvement  had  reached 
a  certain  point,  judging  only  by  their  own  sensations,  they  con- 
sidered themselves  cured  and  could  not  be  brought  to  under- 
stand why  they  were  urged  to  persist  in  their  attendance,  and  as 
a  result  quite  a  number  ceased  their  visits  when  they  felt  well. 
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From  time  to  time  some  of  tliem  have  reappeared  for  the  treat- 
ment of  some  other  ailment,  when  it  has  been  found  by  examina- 
tion that  the  previously  diseased  parts  had  become  normal.  For 
it  is  a  peculiarity  of  galvanization  that  it  sets  np  healthy  action 
in  the  chronically  inflamed  ovaries,  which  frequently  continues 
after  all  applications  have  been  stopped,  until  the  parts  have 
returned  to  their  natural  condition.  Therefore  it  is  very  likely 
that  in  a  fair  percentage  of  these  cases  of  voluntary  abandon- 
ment a  cure  will  be  ultimately  established.  Only  a  few  days 
ago,  for  instance,  one  such  patient  reappeared  after  a  year's 
absence,  simply  to  inform  me  that  in  the  meanwhile  she  had 
continued  perfectly  well. 

In  addition  to  the  foregoing  there  are  still  eight  cases  under 
treatment,  and,  as  they  have  all  so  far  been  markedly  benefited, 
the  prospects  of  an  ultimate  cure  are  very  bright. 

Considering  only  the  instances  of  completed  treatment,  we 
have  25  cases,  of  whom  22,  or  88  per  cent,  were  cured.  Of  the 
3  cases  of  failure,  2  were  submitted  to  operation,  1  previous  to 
and  the  other  after  the  trial  of  electricity.  Surgery  could  not 
reach  the  first,  and  so  far  in  the  second  instance,  where  galvanism 
failed,  celiotomy  also  has  failed.  This  latter  case,  it  is  my  honest 
belief,  would  ultimately  have  been  relieved,  if  not  cured,  by  a 
further  persistence  in  the  use  of  galvanism  ;  but  as  the  patient's 
sufferinofs  were  great,  and  I  then  did  not  have  the  confidence  in 
the  agent  that  I  now  have,  she  was  recommended  to  subject 
herself  to  an  operation ;  so  far,  however,  over  a  year  after,  with- 
out any  real  benefit.  The  third  case  is  really  the  only  one  of 
downright  failure.  Hence  we  may  fairly  conclude  that  for  the 
cure  of  chronic  oophoritis  there  is  no  remedy  now  before  the 
profession  which  is  the  equal  of  electricity ;  the  cure  being  ob- 
tained without  any  risk  whatever  to  the  patient,  be  the  case 
simple  or  complicated,  recent  or  of  old  standing,  the  only  contra- 
indications being  the  presence  of  pus,  the  occurrence  of  acute 
peri-uterine  inflammation,  or  the  existence  of  old,  unyielding 
adhesions. 

126  East  82d  Street. 
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A  NEW  PELVIMETER. 


BY 

JAMES   B.   BULLITT.    M.D. 
Louisville,  Ky. 


(With  one  illustration.) 


In  presenting  tliis  instrnment  to  the  consideration  of  tlie  pro- 
fession at  large,  and  more  especially  of  those  members  of  it  who 
are  particularly  interested  in  obstetrics  and  gynecology,  I  can 
only  claim  to  have  made  use  of  ideas  evolved  by  Skutsch.' 

The  Skutscli  instrument  has  one  long  curved  arm,  designed  to 
be  introduced  within  the  pelvis  through  the  vagina,  and  one  pli- 
able arm  made  of  lead.  The  method  of  using  this  Skutsch  in- 
strument is  as  follows,  it  being  desired,  for  instance,  to  ascertain 
the  true  conjugate  diameter  of  the  pelvis :  The  patient  being 
placed  on  the  back,  with  knees  and  thighs  flexed,  a  mark  is 
made  on  the  skin  in  the  median  line,  corresponding  to  the  upper 
border  of  the  symphysis  pubis.  The  curved  arm  is  now  intro- 
duced into  the  vagina,  the  concavity  looking  to  the  rear,  and 
the  point  is  placed  on  the  promontory  of  the  sacrum  under 
guidance  of  two  Angers.  The  point  of  the  lead  arm  is  now 
brought  to  the  mark  over  the  symphysis,  the  bar  keeping  the 
position  given  it.  By  a  suitable  mechanism  this  arm  is  now 
liberated  and  thrown  back,  so  that  its  position  will  not  be  inter- 
fered with  while  withdrawing  the  instrument.  The  instrument 
is  now  withdrawn,  the  pliable  bar  returned  to  its  place,  and  the 
distance  measured  between  the  two  points.  Tliis  distance  rep- 
resents exactly  the  true  conjugate  plus  the  thickness  of  the 
wall  through  the  symphysis.  It  becomes  necessary  then  to  as- 
certain this  thickness.  The  curved  bar  is  reversed,  the  concav- 
ity looking  toward  the  symphysis,  and  the  point,  guided  by  the 
index  finger,  placed  within  the  vagina  on  the  upper  border  of 
the  symphysis,  opposite  the  mark  on  the  skin.  The  point  of 
the  pliable  arm  is  now  placed  on  this  mark  as  before,  released, 
withdrawn,  and  the  distance  indicated  subtracted  from  the  first 

'  Vide  Deutsche  medicinisclie  Wochensclirift,  1890,  No.  13. 
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measurement.  The  resulting  value  is  the  true  conjugate. 
Next  it  is  desired  to  get  the  transverse  diameter  of  the  outlet — 
the  distance  between  the  inner  borders  of  the  tuberosities.  The 
patient  is  placed  on  her  back,  one  leg  and  thigh  flexed,  the 
other  extended — we  will  say  the  right  flexed  and  the  left  ex- 
tended. The  curved  bar  is  now  introduced  into  the  vagina,  the 
concavity  looking  toward  the  right  of  the  patient.  The  point, 
under  the  guidance  of  two  fingers  as  before,  is  placed  on  the 
inner  border  of  the  right  tuberosity.  The  point  of  the  pliable 
bar  is  placed  over  the  great  trochanter  of  the  left  femur ;  the 
arm  is  released,  the  instrument  withdrawn  as  before.  The  dis- 
tance between  the  points  represents  the  true  transverse  dia- 
meter of  the  outlet  j>Zw«  the  thickness  of  the  wall  between  the 
inner  border  of  the  left  tuberosity  and  the  great  trochanter  of 
the  left  femur.  To  ascertain  this  thickness  the  instrument  is 
reversed  and  the  curved  bar  introduced  into  the  vagina,  the  con- 
cavity looking  toward  the  left  tuberosity  of  the  patient.  Under 
guidance  the  point  is  placed  on  the  inner  border  of  the  left 
tuberosity ;  the  point  of  the  pliable  arm  is  placed  over  the 
trochanter  as  before.  The  distance  so  obtained  is  subtracted 
from  the  first  measurement,  the  result  being  the  true  transverse 
diameter  of  the  outlet.  This  system  of  measuring  is  most  ac- 
curate, the  measurements  being  always  within  a  small  fraction 
of  the  true  values.  But  with  the  Skutsch  instrument  there  are 
two  sources  of  possible  error.  The  pliability  of  the  lead  arm 
permits  deviation  laterally  from  the  plane  of  the  curved,  stiff 
arm ;  and,  secondly,  the  elasticity  of  the  lead  arm  is  a  constant 
menace  to  absolute  accuracy.  In  order  to  make  the  point  re- 
main in  contact  with  the  skin  it  is  necessary  to  press  it  into  the 
skin,  making  an  indentation ;  the  elasticity  of  the  arm  will 
then  probably  make  the  point  just  remain  in  contact  with  the 
skin.  1  s,Q.y  prohcibly  ;  it  is  somewhat  dependent  on  the  thick- 
ness of  the  pad  of  adipose  tissue,  and  still  more  dependent 
on  the  nicety  of  each  individual  operator.  This  error  may 
be  anywhere  from  a  quarter  to  one  centimetre,  as  determined 
by  actual  experiment.  I  first  had  the  pleasure  of  seeing  the 
Skutsch  instrument  used  while  serving  in  the  Rotunda  Hospital 
in  Dublin.  It  occurred  to  me  it  would  easily  be  possible  to 
remedy  the  only  two  faults  of  the  Skutsch  instrument,  and  this 
I  have  done  by  substituting  a  sti-f,  jointed  arm  for  the  pliable 
lead  arm.     The  original  model  was  made  in  Dublin,  and   has 
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now  been  in  use  in  the  Rotunda  Hospital  for  something  more 
than  a  year.  Dr.  W.  J.  Smyly.  master  of  the  Rotunda  Hospi- 
tal, is  good  enough  to  write  me  that  he  has  used  this  pelvimeter 
in  the  Rotunda  for  some  months  past,  and  tliat  he  lias  been  very 
much  pleased  with  it.  With  the  very  courteous  and  efficient  as- 
sistance of  Messrs.  Tiemann  &  Co.  this  original  model  has  been 
very  much  improved,  and  I  believe  the  accompanying  cut  repre 
sents  an  instrument  which  fulfils  its  purpose  perfectly. 

This  instrument  has  the  further  advantage  that  it  is  designed 
for  external  measurements  also.  It  is,  in  fact,  a  combined  and 
improved  Baudelocque-Skutsch  instrument.  "VViien  the  movable 
end  piece  of  the  jointed  arm  is  at  about  a  right  angle,  the  spring 


X  snaps  into  place,  the  two  points  I  and  II  are  in  contact,  and 
the  instrument  is  a  simple  pelvimeter  for  external  measure- 
ments, distances  between  the  points  being  read  ofi  in  centime- 
tres on  the  scale.  In  making  internal  measurements  the  in- 
strument is  used  quite  like  the  Skutsch.  The  curved  bar  is 
introduced  into  the  vagina,  and  the  point  I  of  the  jointed  arm 
is  placed  externally  over  the  mark  made  on  the  skin.  The 
screw  S  is  then  screwed  down  fast,  the  clip  Y  pressed  down,  and 
this  jointed  arm  released  and  thrown  back  at  the  joint  B.  The 
curved  arm  is  then  withdrawn  from  the  vagina,  the  jointed 
arm  snapped  back  into  place  at  B,  and  the  distance  between 
the  points  I  and  II  measured.  If  the  operator  finds  it  more 
convenient,  he  can  note  the  position  of  the  pointer  on  the  scale 
and  throw  the  whole  arm  back,  instead  of  releasing  its  upper 
part  at  the  joint  B ;  the  instrument  is  then  withdrawn  from 
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the  vagina,  the  pointer  returned  to  the  position  it  occupied,  and 
the  distance  between  the  points  measured  as  before.  The  two 
arms  turn  completely  around,  reversing  the  instrument,  for  the 
first  and  second  measurements.  The  jointed  arm  can  be  thrown 
back  in  both  directions  at  B,  the  spring  Y  snapping  into  place 
when  the  central  member  is  exactly  in  line  with  the  basal.  In 
conclusion,  the  joints  permit  of  ready  dismemberment  and  cleans- 
ing. By  disjointing  at  B  the  instrument  is  rendered  very 
portable. 

Just  at  present  accurate  pelvic  measurements  are  of  the  ut- 
most importance  to  determine  as  between  the  possibility  of  nat- 
ural labor  and  the  operation  of  symphysiotomy,  and,  on  the 
other  hand,  as  between  the  possibility  of  successful  symphysi- 
otomy and  Cesarean  section. 

In  conclusion,  I  cherish  the  hope  that  this  instrument  will  be 
found  to  fill  a  want,  and  in  a  way  that  no  preceding  instrument 
has  been  able  to  do. 


CORRESPONDENCE. 


A   CASE   OF   ABSCESS  OF  THE  VERMIFORM  APPENDIX."  ETC. 


To  THE  Editor  of  Tue  American  Jourkal  of  Obstetrics,  etc. 


Dear  Sir  : — In  the  account  of  the  Transactions  of  the  Chi- 
cago Gynecological  Society,  published  in  this  Journal  August, 
1893,  page  265,  a  paper  entitled  "  A  Case  of  Abscess  of  the 
Vermiform  Appendix  closely  Adherent  to  Rectum  and  Right 
Tube,  associated  with  Double  Pyosalpinx  ;  Removal  of  Sac  and 
Appendage;  Recovery,"  is  credited  to  me,  that  belongs  to  Dr. 
Reuben  Peterson,  Grand  Rapids,  Mich. 

I  read  this  paper  for  Dr.  Peterson  in  the  discussion  of  Dr. 
Fenger's  paper  on  "  Appendicitis."  The  items  in  the  discussion 
that  I  wished  to  emphasize  were  : 

1.  There  is  no  sufiicieut  difference  in  structure  to  account  for 
the  alleged  greater  frequency  of  appendicitis  in  the  male  than 
in  the  female. 

3.  Appendicitis  does  occur  in  the  female,  and  is  sometimes 
the  source  of  infection  of  the  pelvic  peritoneum  and  connec- 
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tive  tissue.  I  have  observed  the  vermiform  appendix  glued  to 
the  right  Fallopian  tube.  Dr.  Bayard  Holmes,  some  months 
since,  showed  a  wandering  appendix  that  perforated  the  de- 
scending colon  ;  this,  it  is  true,  occurred  in  a  male.  I  have  had 
under  observation  one  case  of  general  peritonitis  in  a  woman 
that  I  thought  originated  in  diseased  appendages,  but  that  ex- 
ploratory laparatomy  demonstrated  to  be  due  to  perforative  ap- 
pendicitis. 

3.  Sufficieut  attention  was  not  paid  to  tuberculous  appendi- 
citis. 

Please  correct  the  error,  which  was  due  to  my  own  careless- 
ness, and  believe  me  to  be, 

Yery  faithfully  yours, 

W.  W.  Jaggard. 

3910  Indiana  avenue,  Chicago, 
August  22d,  1893. 


TRANSACTIONS    OF    THE 
OHICAaO    aYNECOLOGIOAL    SOCIETY. 


Meeting  of  May  \^th,  1893. 
The  President^  E.  J.  Doering,  M.D.,  in  the  Chair. 

By  invitation  of  the  Society  Dr.  Boerne  Bettman  read  a 
paper  on 

THE    RELATION    BETWEEN   THE    EYES   AND    DISEASE    OF    THE 
FEMALE    GENITAL    ORGANS.' 

Dr.  F.  Byron  Robinson. — I  have  not  very  much  to  say  on 
this  subject,  because  I  do  not  know  very  much  about  it.  I 
have  had  quite  a  number  of  cases  among  young  women  who 
had  menstrual  disorders,  and  uterine  disease,  so  far  as  I  could 
see,  from  menstrual  disorders,  and  they  had  bad  vision ;  and 
these  I  recommended  to  oculists,  and  every  one,  so  far  as  I  re- 
collect, has  been  benefited  by  wearing  glasses.  A  little  while 
ago  Dr.  Wurdeman,  of  Milwaukee,  in  response  to  a  pamphlet 
I  sent  him  in  regard  to  disorders  of  the  uterus  and  diseases  of 
the  eyes,  says  :  "  1  note  your  point  about  weak  eyes  with  pel- 
vic disorders  iu  young  girls.  The  trouble  is  due  in  a  few  cases 
to  disturbances  in  the  general  circulation,  in  others  the  accom- 
modation seems  to  be  weak ;  but  it  is  on  account  of  the  general 

'  See  original  paper,  p.  498. 
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iieurastlienie  state  of  these  patients  that  tliey  are  affected  by  a 
small  amount  of  refractive  or  muscular  disturbance  which  in 
healthy  persons  would  not  produce  any  eye  strain.  The  cure 
of  these  patients  rests  with  the  gynecologists." 

I  feel  quite  sure  there  is  a  connection  between  diseases  of  the 
\dscera  and  diseases  of  the  eye  in  those  women  who  are  so  much 
worse  at  menstrual  periods,  when  the  congestion  of  the  pelvic 
.viscera  takes  place;  and  although  I  have  not  done  very  much 
with  it,  I  have  done  enough  to  find  that  the  nervous  connection 
between  these  is  absolutely  enormous.  The  sympathetic  goes 
from  the  superior  cervical  ganglia,  through  the  foramen  in  the 
base  of  the  skull,  along  the  plexus  to  the  eye,  and  behind  the 
eye  is  quite  a  large  ganglion  too.  Although  I  cannot  find  much 
in  the  literature  about  it,  I  feel  sure  there  will  be  a  considerable 
future  to  the  question  of  the  connection  between  irritation  of 
the  viscera  and  eye  trouble,  it  makes  no  difference  whether  it 
be  in  the  pelvis,  liver,  or  the  kidney.  The  eye  is  a  very  delicate 
organ,  and  the  more  complicated  an  organ  is  the  more  trouble 
the  reflexes  give  it. 

Dr.  Boerne  Bettman,  in  closing  the  discussion,  emphasized 
the  fact  that  there  is  no  pathognomonic  symptom  which  makes 
its  appearance  in  the  eye  that  can  be  attributed  to  any  particular 
disturbance  of  the  female  genital  organs.  It  seems  natural  that 
the  eye  should  participate  in  derangements  of  the  uterus  and 
ovaries,  just  as  well  as  the  stomach  or  liver  or  any  other  organ 
of  the  body  should  participate  in  those  derangements. 

Dr.  Joseph  B.  Bacon  read  a  paj)er  on 

THE    RELATION    OF    SOME    RECTAL    DISEASES    TO    GYNECOLOGY.' 

Dr.  F.  Byron  Robinson. — The  doctor  mentioned  one  point 
which  is  a  confirmation  of  the  idea  that  gonorrhea  is  a  most  ex- 
tensive disease — that  is,  that  gonorrhea  exists  and  thrives  in  the 
cylindrical  epithelium.  It  will  exist  in  the  eye,  the  vagina,  and 
in  all  glands  that  are  connected  with  the  vulva  and  tubes.  If 
one  will  watch  he  will  see  that  these  gonococci  go  up  into  the  rec- 
tum and  there  exist  in  the  cylindrical  epithelium — there  is  the 
starting  point  of  disease.  The  business  of  the  gonococci  seems 
to  be  to  brush  off  the  epithelium  and  go  down  into  the  connec- 
tive tissue,  and  there  they  stay,  and  the  reflex  comes  up  to  the 
abdominal  brain  and  back  to  the  uterus,  and  keeps  up  the  in- 
flammatory irritation.  For  a  long  time  nothing  has  been  said 
about  the  gonorrhea  creating  strictures  in  the  rectum  ;  it  was  all 
syphilis.  But  I  will  guarantee  that  strictures  in  the  rectum  are 
often  from  gonorrhea,  because  of  the  chances  the  woman  has  of 
infection.  Clinics  demonstrate  that  women  suffer  ten  times 
more  from  rectal  stricture  than  men.     It  is  my  opinion  that  it 

'  See  original  paper,  p.  504. 
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will  finally  be  accepted  that  many  rectal  strictures  are  from  gon- 
orrhea. 

Dr.  W.  S.  Christopher. — I  would  like  to  ask  Dr.  Bacon 
whether  rectal  disease  is  a  prominent  feature  in  the  production 
of  leucorrhea  in  little  girls,  and  if  it  accounts  for  the  long  con- 
tinuation of  that  trouble  when  once  established.  These  cases 
have  bothered  me  a  great  deal.  I  meet  a  large  number  of  them, 
and  confess  that  I  have  had  very  little  success  in  their  manage- 
ment. I  am  in  hopes  that  Dr.  Bacon  may  be  able  to  throw 
some  light  on  these  cases. 

Dr.  Newman. — I  have  but  one  remark  to  make,  and  that  is 
in  the  nature  of  an  objection  to  the  theory  here  advanced,  beau- 
tiful as  it  is.  I  refer  to  Dr.  Bacon's  idea  of  the  possibility  of 
retroversion  being  produced  in  the  manner  he  describes. 

If  inflammation  is  set  up  in  the  cellular  or  connective  tissue 
around  the  utero-sacral  ligament  through  infection,  we  should 
expect,  not  backward,  but  forward  displacements,  either  flexions 
or  versions.  Contraction  of  the  connective  tissue  in  this  lo- 
cality would  produce  shortening  of  the  utero-sacral  ligament 
and  drawing  up  of  the  uterus  at  its  cervico-corporeal  juncture, 
thus  tilting  the  fundus  forward  either  in  the  position  of  ante- 
flexion or  anteversion. 

Dr.  J.  B.  Bacon,  in  closing  the  discussion,  said  :  In  answer 
to  Dr.  Christopher's  question,  the  theory  I  suggested  was,  where 
there  was  no  pathological  condition  existing  in  the  uterus  or 
appendages,  or  the  vagina  was  not  diseased  so  as  to  cause  irrita- 
tion, then  we  should  look  for  the  reflexes  ;  it  must  he  a  reflex 
from  some  other  organ.  In  the  first  place,  pus  should  be  ex- 
amined to  see  if  it  contains  gonococci.  I  do  not  care  whether  it 
is  in  an  infant  or  not,  because  many  of  the  servant  and  nurse 
girls  have  gonorrhea  for  a  long  time,  and  without  doubt  many 
times  they  infect  the  infants  in  changing  their  napkins,  etc. 
Then  there  should  be  examination  made  through  the  rectum  to 
see  if  you  can  find  any  foreign  body  in  the  vagina,  and,  if  neces- 
sary, examine  the  vagina  under  an  anesthetic;  and  if  we  cannot 
find  it  in  that  way,  then  we  should  look  into  the  rectum  for  some 
disease.  Of  course  it  is  possible  to  be  a  reflex  from  some  other 
organ. 

As  to  Dr.  Kewtnan's  idea,  this  shortening  at  the  lower  end  of 
the  uterus  might  produce  anteflexion  ;  but  if  at  the  middle  of 
the  uterus,  where  there  is  frequently  inflammation  that  causes 
a  local  peritonitis  in  the  pouch  of  Douglas,  then  you  may  have 
a  cementing  together  of  that,  and  it  may  be  where  the  perito- 
neum is  reflected  back  to  the  rectum  and  the  utero-sacral  muscle  ; 
then  if  that  undero^oes  a  fibroid  degeneration  witli  contraction, 
it  IS  almost  certain  to  produce  retroposition. 

By  invitation  of  the  Society  Dr.  Archibald  Church  read  a 
paper  entitled 
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kemoval    of   the    ovaries   and   tubes  in    the  insane    and 

neurotic' 

Dr.  Sangkk  Brown. — While  in  the  Bloomingdale  Asylum 
for  the  Insane  I  was  through  at  least  one  epidemic  of  removal 
of  the  appendages  for  insanity.  I  was  living  in  New  York 
when  Dr.  Cxill  \Vylie — quite  an  eminent  gynecologist  there,  and 
I  presume  well  known  to  many  of  you — discovered,  or  thought 
he  discovered,  tliat  the  treatment  of  the  uterus  and  appendages, 
with  their  removal  when  diseased,  would  cure  a  very  large  per- 
centage of  cases  of  insanity.  lie  did  not  limit  this  treatment 
to  any  particular  kind  of  insanity,  and,  indeed,  he  enumerated 
nearly  every  possible  form  of  uterine  disease  as  being  fit  subjects 
for  him  to  operate  upon  and  cure.  I  believe  he  got  permission 
from  the  commissioners  to  operate  on  a  considerable  number  of 
the  insane  in  BlackwelTs  Island  Asylum.  And,  like  all  special- 
ists who  start  out  with  a  preconceived  theory  which  may  have 
originated  in  some  coincidence,  he  collected  a  very  large  and 
plausible  amount  of  data  from  various  sources  and  from  his  own 
experience,  which,  viewed  superficially,  certainly  gave  a  great 
deal  of  color  to  his  statements.  He  succeeded  in  having  the 
matter  discussed  a  great  deal  by  his  fellow-gynecologists  in  the 
various  societies  of  i!^ew  York,  and  we  in  the  asylums,  had  we 
accepted  the  statements  made,  would  have  expected  our  vocations 
to  dwindle  and  fade  away,  as  far  as  the  women  were  concerned  ; 
but  it  only  lasted  a  few  months,  like  many  other  fads,  such  as 
the  eye-strain  cure  for  insanity  and  epilepsy,  and  we  heard  no 
more  of  it.  I  have  noticed  that  it  is  generally  in  diseases  a 
thorough  knowledge  of  which  can  only  be  obtained  by  people 
who  devote  years,  perhaps  all  their  lives,  to  them,  that  these 
specific  means  of  treatment  are  developed,  and  they  are  usually 
brought  forward  by  men  in  other  lines  of  practice.  That  is  the 
case  in  epilepsy  especially,  and  in  insanity.  Those  oculists  who 
believed  they  were  really  curing  cases  of  epilepsy  had  not 
studied  epilepsy  thoroughly  enough  to  understand  the  disease; 
they  had  only  studied  one  manifestation  of  it.  They  had  not 
gone  to  the  bottom  of  it ;  they  had  not  lived  with  epileptics  and 
studied  their  cases  for  years,  but  from  a  brief  observation,  when 
they  had  produced,  according  to  the  testimony  of  relatives,  some 
variation  in  the  symptoms  with  a  temporary  cessation  in  the 
minifestations,  they  felt  justified  in  claiming  that  they  had  dis- 
covered something  new.  But  I  do  not  think  those  of  us  who 
have  spent  years  in  close  relationship  to  epileptics  could  be 
blamed  for  feeling  sceptical,  and,  judging  from  the  results,  we 
had  a  right  to  be  sceptical.  But  the  cure  of  epilepsy  by  ope- 
rating upon  the  eyes  has  pretty  much  subsided.  So  it  was 
with  cases  where  the  uterus  and  appendages  were  operated  upon 
for  the  cure  of  insanity.    The  gentlemen  who  operated  were  not 

'  See  original  paper,  p.  491. 
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practical  alienists,  that  is,  they  had  not  spent  enough  time  at  it ; 
they  had  not  gone  to  the  bottom  of  tlie  subject,  so  as  to  appre- 
ciate intelligently  the  actual  value  of  the  influence  they  pro- 
duced upon  the  disease,  and  they  drew  their  inferences,  perhaps 
candidly,  but  hastily,  and  the  results  were  not  warranted  by  sub- 
sequent observation . 

In  regard  to  operating  upon  the  uterus  and  appendages  for 
hysteria,  I  was  very  much  interested  in  seme  of  the  caees  cited 
by  the  essayist,  and  I  recall  a  very  interesting  case  which  I 
have  had  in  the  clinic  for  the  last  two  years.  It  is  the  case  of 
a  young  woman  of  about  23,  married,  who  has  had  idiopathic 
epilepsy — I  could  get  no  family  history- — for  the  last  live  years. 
The  attacks  were  not  very  frequent,  not  oftener  than  once  a 
month,  and  sometimes  she  would  go  two  or  three  months.  The 
epilepsy  was  followed  by  a  high  degree  of  hysteria.  She  would 
have  a  genuine  attack  of  epilepsy,  with  tongue-biting;  some- 
times she  would  pass  urine  during  the  spasm  ;  and  before  she 
would  recover  from  the  epileptic  seizure  she  would  pass  into  a 
hysteria  with  contractures,  screaming,  and  the  various  peculiar 
stages  of  unconsciousness  would  occur,  lasting  for  several  hours. 
She  came  to  Chicago  for  the  purpose  of  having  her  ovaries  re- 
moved. She  had  been  in  the  main  a  healthy  woman.  1  do  not 
know  the  full  extent  of  the  operation,  whether  the  tubes  were 
entirely  removed  or  not,  but  I  do  know  that  she  has  menstru- 
ated regularly  since,  just  slightly  for  a  day  or  two.  I  suppose 
our  gynecologists  would  say  that  part  of  the  tubes  had  been 
left.  In  connection  with  Dr.  Church's  case  I  would  say  that 
this  Avoman  told  me  that,  although  she  had  one  child  soon  after 
her  marriage,  she  had  never  known  what  sexual  enjoyment  or 
desire  was  until  after  this  operation,  when  her  desires  became 
uncontrollable.  The  epileptic  seizures  stopped  for  several 
months  after  the  operation,  then  returned,  and  with  them  the 
most  intense  sexual  desires,  so  that  she  would  solicit  her  male 
acquaintances.  This  was  entirely  foreign  to  her  nature,  and  in 
her  calmer  moments  she  recognized  it  as  being  entirely  wrong. 
This  strikes  me  as  being  an  interesting  complementary  case  to 
that  of  Dr.  Church.  She  has  gone  on  from  bad  to  worse,  until 
her  husband  could  not  tolerate  it  any  longer  and  has  left  her. 
The  epilepsy  with  the  hysterical  manifestations  following  con- 
tinue about  the  same  as  before. 

Dr.  Franklin  H.  Martin. — As  a  member  of  this  Society  I 
wish  to  thank  these  eminent  specialists  for  meeting  with  us  this 
evening.  I  object,  rather,  to  Dr.  Church's  text,  the  reported 
cases  of  Dr.  Rohe.  Any  man  who  reports  eighteen  cases  of  ova- 
rectomy  with  the  idea  of  establishing  a  line  of  treatment,  or  as 
a  means  of  influencing  the  medical  profession  at  large  to  estab- 
lish or  disestablish  a  theory,  should  at  least  have  reported  these 
cases  with  a  little  more  detail  and  more  scientific  description.  A 
cystic  ovary  removed  with  adhesions  does  not  mean  anything  ; 
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a  convoluted  tube  does  not  mean  very  much ;  pain  in  the  side 
with  pain  at  menstruation  does  not  mean  very  much  without  a 
further  description  of  the  case  from  the  standpoint  of  the  gyne- 
cologist. He  did  not  state  the  pathological  conditions  which 
existed  in  these  cases,  but  simply  made  a  general  statement  that 
might  be  made  by  a  member  of  the  laity. 

1  have  taken  a  great  deal  of  pains  to  inquire  subsequently  of 
women,  where  the  appendages  have  been  removed,  in  reference 
to  sexual  desire,  and  I  find  that  almost  invariably  it  is  increased. 
I  do  not  believe  that  the  ovaries  have  anything  to  do  with  sex- 
ual desire.  I  think  neurologists  will  agree  that  the  point  of 
departure  is  in  the  nervous  system,  in  the  spine,  or  somewhere 
outside  of  these  organs.  At  first  I  thought  that  it  might  be 
because  the  women  upon  whom  I  operated  had  been  sick  and 
naturally  would  not  be  very  amorous,  but  when  restored  to 
health  the  natural  condition  of  affairs  returned.  But  I  have 
been  led  to  believe  from  a  large  number  of  inquiries  that  sex- 
ual desire  is  increased.  Therefore  removal  of  the  ovaries  could 
not  affect  nymphomania. 

In  regard  to  operating  upon  epileptics  and  insane  patients, 
whenever  an  insane  patient  is  brought  to  a  gynecologist  for  ope- 
ration he  should  insist  upon  a  consultation  with  a  nerve  spe- 
cialist. The  gynecologist  should  consider  whether  there  is  dis- 
ease in  the  pelvis ;  the  neurologist  should  consider  the  disease 
from  his  standpoint.  Our  methods  are  now,  fortunately,  so  ad- 
vanced that  an  almost  perfect  diagnosis  can  be  made.  If  there 
be  a  large  cystic  ovary,  a  tumor,  a  pyosalpinx  with  inflam- 
matory adhesions  and  peritonitis,  operate  for  the  pathological 
indications  found,  even  if  the  woman  is  insane  or  has  epilepsy. 
If  there  is  no  disease  of  the  pelvic  organs  we  should  then  depend 
upon  the  neurologist  to  settle  the  question  of  0])eration.  I 
have  operated  upon  a  case  of  epilepsy  associated  with  ovarian 
trouble  where  there  was  pelvic  reason  enough  for  operating,  but 
the  results  were  negative  so  far  as  the  epilepsy  was  concerned. 
Invariably  after  operation,  after  a  woman  has  screwed  her  cour- 
age up  to  the  point,  consulted  with  her  friends,  selected  a  phy- 
sician, and  gone  through  with  the  ordeal,  she  is  necessarily  in 
a  vei'v  low  state  of  nervous  tone  and  in  a  condition  to  become 
hypochondriacal  ;  she  is  in  a  weakened  state  physically  and 
mentally,  and  in  a  condition  where  insanity  or  melancholia  might 
develop.  I  do  not  believe,  however,  that  the  removal  of  the 
appendages  or  the  uterus  has  any  direct  influence  in  producing 
insanity,  and  I  have  never  seen  either  develop,  in  my  experi- 
ence, subsequent  to  an  operation. 

Dr.  tl.  P.  Newmax. — I  must  concur  in  the  general  expression 
of  opinion  in  regard  to  the  cases  reported  by  Dr.  Church,  that 
they  were  not  well-selected  cases  and  can  be  adversely  criticised 
from  various  standpoints.  How  long  subsequent  to  the  opera- 
tion were  these  cases  reported  ? 
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Dr.  Church. — I  think  all  the  operations  were  done  during  the 
last  three  years. 

Dk.  Newman. — That  admission  would  seem  to  be  the  strong- 
est ground  for  criticism  ;  it  is  now  so  well  established  that  simple 
neurosis  or  pelvic  pain,  however  severe,  is  not  an  indication  for 
removal  of  the  appendages.  There  must  be  actual  pathological 
conditions,  and  these  must  be  determined  prior  to  the  operation 
of  removal.  Even  Battey  himself,  the  originator  of  the  opera- 
tion, has  criticised  very  severely  many  of  those  who  have  since 
done  the  operation  for  insufficient  causes.  In  regard  to  the 
general  subject,  not  all  gynecological  cases  are  diseases  of  the 
tubes  and  ovaries.  There  are  otliers  which  I  would  have  been 
very  glad  to  have  had  Dr.  Church  take  up.  He  certainly  dealt 
in  a  very  thorough  manner  with  those  he  did  consider,  but  the 
relation  which  some  gynecological  diseases  bear  to  nervous  and 
mental  disorders  in  general,  and  vice  versa,  is  of  great  import- 
ance. Many  kinds  of  pelvic  trouble  undoubtedly  predispose  to, 
if  they  do  not  directly  produce,  nervous  and  mental  diseases,  not 
only  by  direct  and  reflex  irritation,  but  by  interference  with  the 
nutrition  and  constitutional  health  of  the  patient. 

Dr.  F.  Byron  Robinson. — The  cases  reported  by  Dr.  Church, 
as  regards  a  test,  it  seems  to  me  are  about  as  bad  a  number  of 
cases  as  could  be  selected ;  the  pathological  conditions  are  not  at 
all  what  we  could  attach  ourselves  to  to  tind  out  the  conditions. 
There  is  simply  this  about  women,  insane  or  not:  if  there  is  no 
pathological  condition  of  the  pelvic  organs,  laparatomy  is  unjus- 
tifiable ;  that  is  the  general  rule.  As  far  as  I  can  see,  the  gyne- 
cologist mistakes  a  central  disease  for  a  peripheral  disease — I 
have  seen  that  done  many  times.  He  is  not  familiar  with  the 
cerebrospinal  axis  and  the  sympathetic  system.  A  couple  of 
months  ago  I  saw  a  case  where  a  reputable  neurologist  had 
treated  a  woman  for  a  year  for  irritable  spine,  and  she  had  a 
pyosalpinx.  I  have  seen  epileptics  operated  upon  many  times 
a^  a  supposed  way  of  curing  them.  This  seems  to  me  nonsense  ; 
I  never  saw  an  epileptic  cured  by  taking  out  the  ovaries  and 
tubes.  Neurosis  from  genital  irritation  is  not  epilepsy.  One 
thing  gynecologists  must  learn  is  that  the  sexual  system  is  not 
located  in  the  generative  organs  ;  it  is  in  the  cerebrum.  A  steer 
that  has  been  castrated  for  ten  years  will  run  after  a  cow  with 
the  same  vigor  as  a  bull ;  the  genitals  are  mere  organs  of  grati- 
tication. 

Dr.  Church  mentioned  tortuous  tubes  as  not  being  pathologi- 
cal ;  I  cannot  agree  with  that.  In  the  embryo  the  tubes  are 
tortuous,  then  at  puberty  they  straighten  out.  They  become 
tortuous  in  two  ways :  either  they  revert  to  the  fetal  condition, 
or  the  woman  has  a  child  and  subinvolution  of  the  longitudinal 
muscles  of  the  tubes  makes  them  contract. 

Dr.  Archibald  Church,  in  closing  the  discussion,  said :  I  am 
very  much  gratified  with  the  discussion  that  has  been  elicited. 
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It  shows  very  conclusively  that  there  is  considerable  ground 
upon  which  we  are  agreed.  It  was  insisted  earlj^  in  mj  remarks 
that  operation  was  justified  in  neuroses  and  mental  diseases  if 
the  pathological  condition  in  tlie  organs  would  in  itself  indicat^ 
it  on  surgical  grounds.  It  was  attempted  to  confine  the  discu/- 
sion  to  those  cases  in  which  the  operation  upon  practically  nor- 
mal tubes  and  ovaries  was  to  be  done  for  the  supposed  relief  of 
neuroses.  In  many  of  the  cases  reported  by  Dr.  Kobe,  to  which 
I  called  your  attention,  a  normal  condition  was  practically 
present,  and  the  results  obtained  were  of  very  insignificant  value 
to  the  patient,  according  to  his  own  statement  and  the  record  he 
published  in  a  recent  issue  of  The  American  Journal  of  Ob- 
stetrics. 

In  regard  to  nymphomania,  I  may  be  pardoned  for  calling 
attention  to  the  fact  that  some  of  the  gentlemen  seem  to  have 
the  idea  that  nymphomania  consists  simply  in  a  heightened 
sexual  desire.  It  cannot,  I  think,  be  called  nymphomania  unless 
associated  with  mental  disturbance  resulting  in  loss  of  self-con- 
trol and  morbid  impulses.  There  may,  of  course,  be  halhicina- 
tions  and  delusions. 

Regarding  convoluted  tubes,  I  do  not  think  that  Dr.  Robinson 
can  guarantee  that  every  woman  at  the  age  of  puberty  is  bound 
to  straighten  out  her  oviducts.  There  is  no  reason  why  a  con- 
genital or  embryological  condition  may  not  persist  in  the  tube 
as  well  as  in  other  portions  of  the  body.  It  should  be  insisted 
that  operation  as  a  therapeutic  measure  in  neuroses  should  not 
be  undertaken  except  as  a  last  resort,  and  then  only  when  the 
manifestations  of  the  neurosis  are  so  closely  associated  with  the 
pelvic  viscera  and  their  functions  that  there  could  be  no  question 
of  their  interrelation.  For  my  own  guidance  I  have  erected  the 
rule  that  operation  upon  normal  organs  for  the  relief  of  neuroses 
is  not  justifiable,  but  that,  as  an  exception  to  that  rule,  it  might 
be  taken  into  consideration  as  a  last  resort  when  the  intimacy  of 
the  manifestations  of  the  disease  with  the  functional  disability 
of  the  sexual  apparatus  was  so  close  that  it  may  be  hoped,  by  the 
stopping  of  menstruation,  that  the  neurosis  might  be  wiped  out, 
having  lost  its  inciting  factor. 
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Ileeting  of  April  20th,  1893. 
The  President,  Wm.  H.  Taylor,  M.D.,  in  the  Chair. 
Dr.  Byron  Stanton  reported 

A    CASE    OF    INDUCTION    OF    LABOR    BY    THE    INTRA-UTERINE 
INJECTION    OF    GLYCERIN. 

The  subject  of  my  report  is  Mrs.  T.,  age  29,  height  four  feet 
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eleven  inches  ;  has  a  pelvis  contracted  at  the  superior  and  inferior 
straits,  the  conjugata  vera  measuring  three  inches,  the  outlet 
contracted  to  a  less  degree.  She  has  borne  seven  children,  the 
iirst  four  still-born ;  the  liftli  and  sixth  were  born  alive  by  spon- 
taneous labor  a  little  before  the  end  of  the  seventh  month.  The 
seventh  child  was  born  at  about  eight  months  by  induced  labor. 

From  the  patient  I  get  the  following  in  regard  to  the  iirst 
three  labors:  The  first  child  was  born  by  turning,  May  19th, 
1887,  at  about  the  end  of  the  seventh  month,  a  shoulder  present- 
ing. The  second  labor  was  May  28th,  1888,  also  a  shoulder 
presentation.  The  third,  August  6th,  1889,  at  term,  the  breech 
presenting;  the  child  was  alive  when  the  body  was  delivered, 
but  died  before  the  delivery  of  the  head  could  be  effected.  The 
fourth  child,  the  first  that  came  under  my  care,  was  delivered 
July  25th,  1890,  when  the  mother  was  at  about  the  end  of  the 
seventh  month,  the  left  shoulder  presenting,  the  left  hand  and 
a  portion  of  the  cord,  which  was  pulseless,  protruding  from  the 
vagina  when  I  first  saw  her,  which  was  after  she  had  been  in 
labor  eighteen  hours.  The  fifth  delivery  was  April  24th,  1891, 
at  about  six  and  a  half  months'  gestation,  the  right  shoulder 
presenting;  and,  by  version,  a  living  child  was  delivered,  but  it 
died  in  a  few  hours.  The  sixth  delivery  was  February  6th,  1892, 
also  a  right-shoulder  presentation,  the  child  being  born  alive  by 
version  at  a  little  less  than  seven  months,  but  it  died  the  next 
day.  The  seventh  was  born  March  31st,  1893,  at  the  end  of  "the 
thirty-sixth  week  of  pregnancy,  by  the  induction  of  labor  by 
the  intra-uterine  injection  of  glycerin. 

Mrs.  T.'s  last  menstruation  ended  July  22d,  1892.  For  the 
first  five  months  she  suffered  more  from  nausea  than  in  any  pre- 
ceding pregnancy.  About  the  10th  of  December  she  first  felt 
fetal  movements.  On  the  10th  of  February  she  had  some  uterine 
pain.  This  was  about  the  period  of  pregnancy  at  which  she 
usually  miscarried,  but  the  use  of  morphia  arrested  the  pains 
and  she  seemed  like  going  to  full  time.  Owing  to  the  amount 
of  pelvic  contraction  the  delivery  alive  of  a  full-sized  child  at 
term  was  an  impossibility.  In  my  opinion  this  was  just  such  a 
case  as  would  call  for  the  operation  of  symphysiotomy,  and  it 
was  my  intention  to  perform  that  operation  if  I  could  get  the 
consent  of  the  patient  and  her  husband.  For  a  time  the  patient 
seemed  willing  to  undergo  any  operation  for  the  sake  of  having 
a  living  chikl,  but  at  the  end  of  the  eighth  month  she  and  her 
husband  positively  refused  to  consent  to  the  operation,  and  no 
recourse  was  left  but  the  induction  of  labor,  which  was  done 
on  the  31st  of  March  by  the  injection  of  sterilized  glycerin — a 
method  that  has  given  very  satisfactory  results  in  the  hands  of 
Pelzer,  not  only  in  initiating  uterine  contractions,  but  also  in  in- 
creasing them  during  labor  when  uterine  atony  exists. 

In  my  patient  the  injection  was  made  at  9:45  a.m.,  about  six 
drachms  of  glycerin  being  thrown  in  by  means  of  a  uterine  syringe 
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and  a  braided  linen  catheter  (N^o.  13  American  scale),  the  point 
of  which  was  introduced  nine  inches  into  the  uterns  along  the 
posterior  wall. 

At  1.45  P.M.  labor  began,  pains  being  strong  from  the  first, 
and  at  3  o'clock  the  os  was  fully  dilated,  and,  as  the  fetus  pre- 
sented transversely,  the  patient  was  placed  in  position  for  ver- 
sion and  the  administration  of  an  anesthetic  commenced,  when 
the  membranes  ruptured  spontaneously,  a  large  amount  of  liquor 
aninii  being  expelled.  As  the  left  shoulder  engaged  in  the  dorso- 
anterior  position,  the  hand  was  introduced  far  enough  to  grasp 
the  left  foot,  which  was  brought  down,  counter-pressure  being 
made  by  the  left  hand  upon  the  head  through  the  abdominal 
walls.  It  was  an  easy  matter  to  turn  and  deliver  the  body  and 
arms,  but  the  head  engaged  in  the  superior  strait  with  difficulty. 
Pressure  was  made  with  the  hand  externally  applied  to  give 
the  head  proper  direction  and  cause  its  descent  into  the  pelvis, 
where  it  lodged  until  delivery  was  completed  by  the  application 
of  forceps,  the  instrument  being  required  because  of  the  con- 
traction at  the  inferior  strait.  The  child  was  asphyxiated  and 
was  with  some  difficulty  resuscitated.  Twelve  hours  after  birth 
it  had  a  convulsion,  and  six  hours  later  another,  in  which  it  died. 
The  child  weighed  five  and  a  quarter  pounds ;  its  length  was 
nineteen  inches;  the  biparietal  diameter,  three  and  one-eighth 
inches ;  circumference  of  the  head,  eleven  and  seven-eighths 
inches.  The  mother  had  retention  of  urine  the  second  and  third 
days  following  delivery,  probably  due  to  the  hard  labor,  but  at 
no  time  was  a  temperature  above  101°  recorded. 

Several  new  methods  of  inducing  labor  have  been  introduced 
in  the  last  few  years  that  are  more  certain  and  satisfactory  than 
the  older  methods.  This  case  is  reported  as  illustrative  of  the 
method  of  Pelzer.  So  far  as  its  safety  is  concerned,  it  has  no 
advantasre  over  the  bougie  of  Krause.  The  introduction  of  the 
catheter,  with  which  the  glycerin  is  to  be  carried  well  up  into 
the  uterus,  is  as  likely  to  rupture  the  membranes  as  the  intro- 
duction of  the  bougie  ;  but  this  is  an  accident  not  likely  to  hap- 
pen in  either  method  if  care  is  observed  to  have  the  os  slightly 
dilated,  or  at  least  soft  and  dilatable.  The  fixation  of  the  cervix 
by  means  of  a  tenaculum  forceps  makes  the  introduction  of  the 
catheter  or  bougie  easier  and  safer,  but  in  my  case  the  position 
of  the  OS  and  its  softness  rendered  this  unnecessary.  But  this 
method  has  a  great  advantage  over  that  of  Krause.  in  that  it 
much  more  promptly  excites  uterine  action.  Some  writers  have 
advised  the,  rejection  of  Krause's  method  because  the  labor 
which  it  determines  progresses  too  slowly.  Pajot '  reports  a 
case  showing  the  difficulty  of  inducing  labor  by  the  bongie, 
delivery  not  taking  place  until  eight  and  a  half  days  after  the 
first  efforts  to  excite  action,  and  then  only  by  supplementing 
the  bougies  by  sponge  tents,  vaginal  douches,  and  rubber  dila- 

"Annalesde  Gyn.,  1890. 
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tors ;  but  in  his  case  all  of  the  efforts  were  expended  upon  the 
lower  part  of  the  uterus,  not  one  of  the  bougies  entering  tbe 
organ  more  than  four  inches.  To  be  effective  the  bougie  should 
be  introduced  into  the  uterus  eight  or  ten  inches — the  higher 
the  better — excitation  of  uterine  contractions  being  much  more 
prompt  when  the  irritation  is  applied  to  the  body  of  the  uterus. 

AVith  the  method  of  Cliampetier  de  Ribes  I  have  had  no  ex- 
perience, but  tbe  liability  to  cause  separation  of  the  placenta  and 
to  change  a  head  into  a  shoulder  presentation  are  arguments 
against  that  method. 

The  method  of  Pelzer  is  one  easy  of  execution,  is  a  very  effi- 
cient one,  and  is  safe  if  properly  performed.  The  operation 
should  be  done  under  the  strictest  antiseptic  precautions.  The 
instruments  used  must  be  thoroughly  sterilized.  As  in  all  other 
methods,  the  vagina  and  vulva  must  be  carefully  disinfected. 
The  glycerin  must  be  chemically  pure  and  sterilized  by  boiling, 
and  kept  in  a  vial  that  has  been  thoroughly  cleansed  and  boiled, 
the  cork  with  which  it  is  stopped  being  also  boiled.  An  impor- 
tant point  is  to  see  that  no  air  is  introduced  into  the  uterus. 
To  prevent  this  accidentthe  syringe  and  catheter  should  befilled 
with  gh  cerin  before  introduction.  The  amount  of  glycerin  used 
by  Pelzer  was  from  one  to  four  ounces,  but  a  smaller  quantity 
has  acted  very  promptly.  Dr.  J.  Clifton  Edgar,  of  New  York, 
reports  two  cases  in  which  one-half  ounce  was  used  ;  in  one  case 
labor  beginning  in  two  and  a  half  hours,  in  the  other  begiiming 
in  half  an  hour,  but  a  second  injection  was  given  about  four 
hours  later  to  accelerate  labor. 

It  has  been  recommended  to  ])ut  the  patient  on  her  side  in 
the  Sims  position  or  in  the  knee-chest  position,  or  to  elevate  the 
hips,  but  if  the  injection  is  carried  well  up  into  the  uterus  there 
is  not  much  danger  of  it  escaping  when  the  catheter  is  with- 
drawn. 

Dr.  Palmer. — I  have  never  used  [intra-uterine  injections  of 
glycerin  or  anything  else  for  this  purpose.  I  have  obtained 
so  much  satisfaction  from  the  Krause  method  of  the  intro- 
duction of  the  gum-elastic  bougie  for  the  induction  of  labor, 
that  I  have  had  no  doubt  as  to  its  great  usefulness.  In  fact, 
I  think  that  this  method  is  so  excellent  that  I  have  had  no  oc- 
casion to  look  for  anything  else.  I  have  never  known  the  intra- 
uterine bougie  to  do  any  harm.  1  have  never  had  sepsis  follow- 
ing. I  have  never  used  a  catheter,  but  the  antiseptic  bougie. 
In  every  case  labor  has  come  on  naturally  by  uterine  contrac- 
tion, dilatation,  and  finally  a  rupture  of  the  membranes,  in  about 
twelve  hours,  and  in  all  cases  labor  has  been  completed  within 
thirty-six  hours.  But  lean  conceive  that  the  intra-uterine  in- 
jection of  glycerin  may  be  applicable  sometimes.  I  might  be 
called  upon  to  use  it  if  the  bougie  should  fail.  On  one  occasion 
I  found  it  needful  to  use  the  bougie  the  second  time,  and  I  then 
introduced  a  larger  one  on  the  other  side  of  the  uterus.     I  can 


OBSTETRICAL    SOCIETY    OF    CINCINNATI.  577 

conceive  of  some  advantages  this  method  of  glycerin  injections 
may  have — as  when  we  need  to  induce  labor  very  speedily.  I 
believe  this  method  brings  on  the  labor  more  speedily  than  the 
bougie  does.  So  far  as  experience  with  it  goes,  labor  has  been 
induced  sometimes  in  twenty  minutes,  and  generally  within  an 
hour.  My  experience  with  the  bougie  is  that  frequently  labor 
does  not  come  on  for  five  or  six  hoars.  If  it  is  necessary  to 
induce  labor  speedily  and  the  bougie  should  fail,  then  I  should 
say  to  use  the  sterilized  glycerin.  Tin's  might  be  necessary  in 
placenta  previa. 

Dr.  Wenning. — Although  this  is  the  latest  method  of  in- 
ducing labor,  yet  I  think  it  is  really  a  very  old  one  so  far  as 
injecting  fluid  for  the  purpose  of  producing  uterine  contractions ; 
but  I  do  not  see  any  advantages  in  this  method  over  the  injec- 
tion of  other  fluids — as  of  water,  for  instance.  Of  course,  if  we 
succeed  in  inducing  labor  more  readil}'  than  by  any  other 
method,  that  would  be  an  advantage.  In  the  paper  read  this 
evening  the  frequency  of  transverse  positions  impressed  me. 
It  shows  there  was  a  want  of  adaptability  of  the  head  to  the 
pelvis,  and  probably  would  offer  a  very  important  point  in  diag- 
nosing something  wrong  about  the  pelvis.  The  conjugate  of 
the  pelvis  was  about  three  inches  in  this  case.  I  have  had  no 
practical  experience  with  either  of  these  methods,  but  I  cannot 
understand  the  object  of  the  last  speaker  in  introducing  a  larger 
bougie  afterward,  for  we  only  introduce  the  bougie  for  the  pur- 
pose of  inducing  contractions,  and  a  small  one  would  act  as  well 
as  a  large  one.  It  is  simply  used  to  prompt  uterine  contractions, 
and  not  to  separate  the  membranes. 

Dr.  RuFcrs  B.  Hall. — It  occurs  to  me  that  this  new  method 
of  intra-uterine  injections  of  glycerin  would  be  a  very  desir- 
able one  in  some  cases — for  instance,  where  labor  would  need  to 
be  induced  rapidly.  I  differ  with  the  last  two  speakers  in  the 
fast  that  glycerin  would  act  somewhat  differently  from  water 
or  any  other  fluid.  It  is  a  well-recognized  fact  that  glycerin, 
when  injected  into  the  rectum,  adds  its  own  volume  by  the  ac- 
cumulation of  fluids,  and  I  do  not  see  why  it  would  not  do  the 
same  thing  when  it  is  injected  inside  the  uterus — and  I  believe  it 
does  do  so — and  thereby  induce  a  more  rapid  labor.  I  do  not 
know  how  soon  after  the  injection  of  an  ounce  of  water  into 
the  uterus  labor  would  be  induced,  compared  with  the  injection 
of  glycerin  in  the  same  case,  but  I  do  know  that  in  rectal  cases 
you  can  inject  one,  two,  or  three  ounces  of  water  and  the  pa- 
tient will  not  reject  it,  while  an  ounce  of  glycerin  is  soon  ex- 
pelled, with  perhaps  several  ounces  of  fluid  additional ;  and  this 
clinical  fact  brings  up  the  question  as  to  whether  water  would  in- 
duce labor  as  readily  as  glycerin.  I  do  not  believe  it  would  do  so. 
The  agent  which  extracts  water  from  any  tissue  acts  as  an  irri- 
tant, and  we  all  know  the  power  of  glycerin  to  extract  water 
from  the  tissues.  I  do  not  believe  the  quantity  of  glycerin 
37 
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likely  to  be  absorbed  would  have  any  detrimental  effect  upon 
the  mother.  I  can  recall  tliree  cases  in  wliicli  I  induced  labor 
by  the  introduction  of  a  bougie,  and  the  labors  were  prompt^ 
commencing  in  about  twelve  hours,  and  all  being  completed 
inside  of  thirty-six  hours  and  without  an  accident  to  any  of 
them.  I  have  not  tried  this  method,  as  I  am  not  now  doing  ob- 
stetrical work ;  but  it  occurs  to  me  that  this  method  adds  a  very 
valuable  adjunct  to  our  previous  methods  of  inducing  labor, 
and  one  which  I  think  would  be  just  as  harmless,  if  not  less  so^ 
as  a  bougie. 

Dr.  C.  a.  L.  Reed. — I  would  like  to  emphasize  the  impor- 
tance of  using  glycerin,  for  other  iiuids  will  not  answer  the  pur- 
pose as  well,  if  at  all.  Something  more  is  required  than  a  mere 
separation  of  the  sac  from  the  uterine  wall,  and  there  is  no  fluid 
with  which  I  am  acquainted  that  is  an  absolutely  unirritating 
fluid,  and  that  will  bring  a  response  from  the  peripheral  nerve 
filaments  with  Mdiich  it  comes  in  contact,  as  will  glycerin.  Gly- 
cerin has  not  obtained  the  dignity  it  should  occupy  in  obstetrical 
and  gynecological  experiments.  Its  true  position  has  not  yet 
been  so  well  defined  in  obstetrical  practice.  Of  course  the  es- 
sential feature  of  glycerin  is  its  exosmotic  property,  or  its  abil- 
ity to  extract  water  from  the  tissues  with  which  it  comes  in 
contact. 

Glycerin  is  not  absorbed,  although  it  might  be  taken  into  the 
circulation  by  some  venous  sinus.  This  is  an  important  fact. 
Not  being  absorbed,  but  giving  rise  to  an  outward  flow,  it  car- 
ries out  septic  particles.  So  thoroughly  do  I  accept  this  theory 
and  act  upon  it  that  I  do  not  pack  a  uterus,  after  curetting  it, 
without  saturating  the  parts  with  glycerin.  I  was  recently 
called  to  curette  a  case  following  a  miscarriage,  in  which  there 
had  obviously  been  some  retained  placenta  which  gave  rise  to 
an  offensive  discharge.  In  that  case,  which  was  one  of  only 
about  three  months'  gestation,  I  found  quite  a  tight  contraction, 
with  a  part  of  the  ])lacental  tissue  incarcerated  above.  By  a 
gentle  but  forcible  dilatation  I  was  able  to  dilate  the  uterus  and 
flush  the  cavit}^,  and  I  then  packed  it  with  gauze  saturated  with 
glycerin.  After  this  I  felt  comparatively  safe  :  first,  because  I 
had  an  antiseptic  with  reliable  strength,  and  also  because  I  had 
established  the  exosmotic  flow.  When  the  principle  of  exosmo- 
sis,  as  well  as  the  ability  of  glycerin  to  establish  it,  is  recog- 
nized, that  agent  will  assume  a  much  more  important  place  in 
gynecological  and  obstetrical  practice. 

Dr.  Jones. — I  had  a  patient  a  few  years  ago  who  attempted 
miscarriage.  She  took  an  ordinaiy  syringe  with  a  small  pipe, 
and  with  this  injected  a  lot  of  strong  soapsuds  into  the  uterus. 
The  pains  did  not  begin  until  about  an  hour  afterward,  and  then 
within  four  hours  she  M^as  delivered. 

Dr.  Stanton,  closing  the  discussion,  said :  The  explana- 
tion given  by  Drs.  Reed  and  Hall  will  account  for  the  greater  efli- 
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ciencj  of  glycerin,  its  aflSnity  for  water  causing  the  abstraction 
of  serum  from  the  blood  vessels  of  the  uterus,  thus  increasing 
the  amount  of  fluid  between  the  membranes  and  the  uterine 
walls.  The  induction  of  labor  by  the  intra-uterine  injection  of 
fluids  is  not  new.  The  injection  of  water,  known  as  Cohen's 
method,  was  tirst  recommended  over  fifty  years  ago,  but  its  ac- 
tion was  mustly  slow.  In  one  of  Dr.  Edgar's  cases  where  gly- 
cerin was  used  lal)or  began  in  half  an  hour.  "Whatever  fluid  is 
used,  it  should  be  about  the  temperature  of  tlie  body.  In  regard 
to  the  use  of  a  bougie  (Krause's  method),  I  would  say  that  I 
have  found  it  successful,  but  slower  in  exciting  uterine  contrac- 
tions than  the  intra-uterine  injections  of  glycerin.  In  one  of  my 
cases  forty-eight  hours  elapsed  before  labor  began,  and  then  a 
second  bougie  was  introduced,  the  first  having  been  deflected 
from  its  course  and  not  reaching  high  up  into  the  uterus. 

Dr.  G.  Zixke  presented 

A    CASE    OF    SUPPURATIVE    METROSALPINGITIS. 

About  a  month  ago  (March  ITth)  a  case  was  referred  to  me 
by  Dr.  Stewart,  which  he  declined  for  the  reason  that  he  had  a 
case  of  labor  in  progress,  being  apprehensive  that  he  might  be 
tiie  medium  of  contagion.  The  patient  was  a  woman  32  years 
of  age,  two  children  living  and  several  induced  miscarriages. 
She  had  herself  committed  an  abortion  upon  a  four  months' 
fetus  two  weeks  prior  to  my  first  visit.  Dr.  Stewart,  who  saw 
the  patient  only  a  few  hours  before,  found  her  with  a  temperature 
of  105°  and  pulse  130.  Two  hours  later  the  temperature  had  in- 
creased to  106'  and  the  pulse  to  150.  The  abdomen  was  dis- 
tended, tender  to  the  toucli,  and  tympanitic.  The  discharge  from 
the  vagina  was  so  offensive  that  the  whole  room  in  which  she  lay 
was  permeated  by  it.  The  midwife  who  had  delivered  the  fetus 
two  weeks  previously  stated  that  there  was  then  and  ever  since 
an  odor  of  decomposition.  The  patient  stoutly  denied  having 
meddled  with  herself,  but  husband  and  friends  admitted  her  in- 
discretion. On  examination  I  found  the  os  gaping,  readily  ad- 
mitting my  finger,  and  the  uterus  presented  an  open  and  distended 
cavity,  the  interior  of  which  appeared  to  me  to  correspond  to  a 
picture  which  we  find  in  Thomas  and  Munde's  book,  represent- 
ing the  uterine  cavity  after  partial  removal  of  a  large,  sessile 
fibroid.  The  removal  of  my  finger  was  followed  by  a  san- 
guineous, highly  offensive  discharge.  Diagnosis,  septicemia. 
Prognosis,  unfavorable.  Treatment  suggested  to  her  husband 
and  friends  was  curettement,  with  the  remark  that  she  would  in 
all  probability  die  notwithstanding.  But  there  was  a  slender 
thread  of  hope  in  this  operation,  for,  if  let  alone,  death  neces- 
sarily was  but  a  question  of  a  few  hours.  Consent  was  readily 
given.  The  temperature,  before  I  was  ready  to  proceed,  had 
risen  to  107^  and  the  pulse  to  180.     I  was  assisted  by  Drs.  Fauth 
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and  Cook.  After  adnnnistering  a  hypodermic  injection  of  mor- 
phine (one  sixth  of  a  grain),  she  was  anesthetized  with  the 
A.  C.  E.  mixture.  The  patient  having  been  placed  upon  the 
table  in  the  lithotomy  position,  the  perineum  retracted  and  the 
OS  fully  exposed,  I  introduced  a  sharp  curette  irrigator.  The 
curette  entered  the  uterine  cavity  easily  to  the  depth  of  perhaps 
two  inches.  No  force  except  gentle  pressure  was  employed 
wliile  1  curetted  and  irrigated,  when  suddenly  the  curette  passed 
its  full  length  into  what  1  believed  to  be  the  peritoneal  cavity, 
because  I  could  plainly  feel  its  distal  extremity  a  little  to  the 
right  above  the  symphysis  pubis.  This  unexpected  accident 
was  followed  immediately  by  the  escape  of  at  least  a  quart  of 
pus  of  the  most  disagreeable  odor.  After  the  pus  ceased  to 
flow,  the  cavity  before  me  (for  I  am  not  willing  even  now  to  say 
what  it  was)  was  thoroughly  irrigated  with  a  one-per-cent 
creolin  solution,  and  then  packed  with  three  strips  of  iodoform 
gauze,  each  one  yard  in  length,  when  the  patient  was  placed 
in  bed.  The  following  morning  the  temperature  was  100°  and 
pulse  120.  I  removed  the  gauze,  irrigated  the  cavity  with 
creolin  solution,  and  again  packed  it  with  iodofoi-m  gauze. 
The  same  evening  the  temperature  had  fallen  to  09°  and  pulse 
100.  The  irrigations  with  one-per-cent  solution  of  creolin  and 
packings  with  iodoform  gauze  were  continued  each  day,  using 
less  o;auze  each  time,  for  a  period  of  nearly  two  weeks,  wdien 
the  cavity  had  contracted  to  the  size,  shape,  and  character  of 
a  uterine  cavity.  Her  recovery  was  not  only  prompt,  but  a  sur- 
prise to  all.  The  twelfth  day  after  my  first  visit  she  left  her 
bed,  and  on  the  sixteenth  she  w^alked  into  my  office.  I  have 
not  seen  her  for  two  weeks.  She  paid  her  bill,  and  I  suppose 
she  is  perfectly  well. 

Dr.  Johnstone. — This  is  one  of  two  things — i.e.,  either  a  per- 
foration of  the  uterine  wall  or  a  case  similar  to  one  I  had  the 
other  day.  Over  in  the  left  angle  of  the  uterus,  where  I  usually 
begin  the  operation,  the  curette  suddenly  slipped  an  inch  and  a 
half  or  two  inches  further  in.  I  felt  I  had  punctured  the  uterus. 
I  very  cautiously  continued  around  the  uterus  and  returned  to 
the  same  spot,  when  the  same  thing  again  occurred.  Tn  scrap- 
ing with  the  curette  your  stroke  is  always  downward,  but  this 
occurred  on  the  up-stroke.  and  on  examination  I  found  that  one 
horn  of  the  uterus  was  more  developed  than  the  other.  I  think 
this  condition  may  have  existed  in  the  case  reported  this  even- 
ing, and  that  the  curette  simply  slip|)ed  into  a  double  or  bifur- 
cated uterus  which  had  been  temporarily  blocked.  Sometimes 
the  human  uterus  resembles  that  of  a  bitch,  and  sometimes  this 
condition  will  be  found  on  one  side  only.  So  I  think  the  re- 
porter has  not  necessarily  punctured  the  uterus,  unless  he  is  sure 
that  he  has  from  the  thinness  of  the  abdominal  wall  in  front  of 
his  curette. 

Dr.  Palmer. — Doubtless  everybody  present  has  a  solution 
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for  this  difHculty,  I  do  not  think  Dr.  Zinke's  curette  perforated 
the  uterine  wall,  1  think  his  curette  had  likely  gone  into  the 
opening  of  the  Fallopian  tube  on  one  side.  That  opening  must 
certainly  have  been  unduly  patulous,  for  some  pus  was  dis- 
charged before  and  the  curette  simply  made  the  opening  larger. 
In  corroboration  of  this  theory  I  have  but  this  to  mention:  Some 
seven  or  eight  years  ago,  when  attending  the  dispensary  of  the 
Ohio  Medical  College,  I  was  sounding  the  uterus  of  a  patient 
with  an  ordinary  sound.  My  instrument  was  passed  slowly,  grad- 
ually, and  carefully  ;  it  went  in  the  usual  length  of  the  uterus, 
and  then,  witiiout  any  pressure  at  all,  it  went  on  and  on,  and  I 
thought  it  would  never  stop.  It  went  in  until  the  handle  was 
at  the  OS  externum.  1  thought  1  could  feel  the  end  of  the  sound 
through  the  abdominal  wall.  The  patient  got  up,  and  I  asked 
Ler  if  she  had  any  pain.  She  replied  that  she  had  none,  and  I 
then  requested  her  to  sit  down  in  the  waiting  room  awhile. 
She  did  so  and  had  no  pain,  and  I  directed  her  to  go  home,  but 
to  send  for  me  if  she  had  any  trouble.  But  in  a  few  days  she 
returned  with  the  statement  that  she  had  had  no  pain.  1  think 
it  is  very  probable  that  in  this  case  the  curette  went  into  the 
Fallopian  tube. 

Dr.  Edwin  Hicketts. — If  this  was  a  pyosalpinx  it  certainly 
"was  very  large,  since  it  contained  so  much  pus.  That  of  itself,  I 
am  sure,  is  enough  to  show  it  was  rot  a  pyosalpinx.  Since  we 
can  have  a  pelvic  abscess  witiiout  disease  of  the  appendages,  I  am 
inclined  to  think  this  a  pelvic  abscess  without  involvement  of 
one  or  both  tubes,  especially  as  this  trouble  came  on  following 
an  abortion.  Certainly  there  must  have  been  a  healthy  ovary, 
or  pregnane}'  would  not  have  existed  in  such  a  short  time  from 
this  enormous  discharge  of  pus.  It  is  very  easy  to  explain  how 
a  probe  could  pass  into  the  abscess,  and  possibly  through  the 
uterine  wall,  to  the  extent  described  by  the  operator. 

Dr.  C.  a.  L,  Reed. — I  was  impressed  with  the  idea  that  this 
is  another  case  of  what  is  recognized  as  the  true  ])athology  of 
post  puerperal  ab.'^cess.  An  induced  abortion  is  likely  to  be  at- 
tended with  some  intracervieal  traumatism,  and  infection  re- 
ceived at  that  time  finds  lodgment  at  the  seat  of  this  trauma 
and  reaches  the  open  mouths  of  the  lymphatics  which  extend 
throughout  the  cellular  tissue  to  either  side  of  the  uterus.  The 
suppuration  extends  along  either  side  until  it  breaks  down  the 
cellular  tissue  and  invades  contiguous  structures.  A  pus  cavity 
of  this  sort  situated  in  the  right,  and  containing  a  quart  of  j)us, 
should  naturally  push  the  uterus  to  the  left  in  the  form  of  a  lat- 
eral version.  The  curette  passing  into  the  uterus,  necessarily 
enlarged,  would  come  in  contact  with  the  right  wall  of  that 
organ,  perhaps  at  the  very  site  of  trauma,  maybe  at  the  very 
point  where  suppuration  w^as  pushing  most  on  the  uterine 
tissue,  and  I  can  readily  understand  how  a  very  judicious  curet- 
ting might  perforate  the  pus  cavity  in  this  way.     I  have  seen 
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these  cavities  iu  precisely  the  form  which  would  account  for 
the  second  gush  of  pus,  where  the  broad  ligament  would  be 
obliterated,  splitting  the  pelvic  diaphragm  and  extending  clear 
around  to  the  other  side.  Tliese  secondary  pockets  would  give 
rise  to  the  second  burst  of  pus,  and  tiiis  seems  to  me  the  most 
reasonable  explanation  of  tlie  case.  The  case  is  exceedingly  im- 
portant, for  it  shows  the  extent  to  which  injury  can  be  done  to 
the  uterus  without  serious  damage  to  the  patient.  It  recalls  a 
case  recently  related  to  me.  A  physician  made  the  usual  median 
incision,  and  found  a  cavity  of  this  kind  with  involved  appen- 
dages plastered  down  and  adherent  but  not  containing  pus. 
After  reaching  the  abdomen  from  the  inside  of  the  cavity,  he 
endeavored  to  evacuate  it  from  above  and  enucleate  the  appen- 
dages, but  in  the  act  of  enucleation  he  found  himself  confronted 
by  hemorrhage,  the  landmarks  completely  obliterated,  and  a  mass 
of  tissue  becoming  loose.  On  examining  the  tissue  in  his  hands 
he  discovered  it  was  the  corpus  uteri.  With  a  state  of  tissues 
which  would  not  permit  a  ligature,  and  a  hemorrhage  controlled 
by  clamps  on  the  inside,  he  simply  flushed  out  the  cavity,  packed 
the  pelvic  cavity  with  gauze,  and  put  the  patient  to  bed  without 
an  abdominal  suture.  She  recovered !  This  shows  how  the 
uterus  may  become  softened,  and  also  how  great  injury  may  be 
done  to  this  organ  and  yet  the  patient  recover. 

DIFFICULT     REMOVAL     OF     A     PLACENTA     WHICH     HAD     FORMED     AN 
ORGANIC    UNION    WITH    THE    UTERUS. 

Dr.  Johnstone. — About  eleven  months  ago  a  lady  came  to 
me  with  a  chronic  metritis  of  at  least  live  years'  standing.  She 
did  not  become  pregnant  until  last  jS^ovember.  Six  weeks  after- 
ward she  thought  she  had  aborted,  which  proved  to  be  not  the 
case,  although  there  was  a  very  decided  and  heavy  flow  of 
blood.  She  went  on  to  the  tifth  month,  when  she  miscarried. 
The  physicians  could  not  remove  the  placenta,  and  I  was  called. 
I  found  it  flxed  absolutely  firm,  and  in  fact  never  found  more 
difiiculty  in  peeling  away  an  old  pyosalpinx  than  I  had  in  re- 
moving this.  The  child  had  been  delivered  some  twenty-four 
or  twenty-six  hours  before  I  saw  the  case,  and  the  placenta  was 
united  by  a  true  organic  union  with  the  uterus.  Since  I  re- 
moved the  ]ilacenta  the  patient  has  made  an  uninterrupted  re- 
covery. The  point  I  want  to  bring  out  is,  how  much  did  this 
hemorrhage  at  six  weeks  have  to  do  with  the  placentitis  which 
lasted  throughout  the  rest  of  the  pregnancy  and  was  undoubt- 
edly the  cause  of  the  miscarriage  ?  AVas  the  blood  clot  which 
formed  between  the  chorion  and  decidua  organized  into  con- 
nective tissue?  And  was  this  the  cause,  not  only  of  the  ulti- 
mate starving  out  of  the  child,  but  also  the  fixation  of  the 
placenta  to  the  uterine  wall? 

Dr.  Wennixg. — It  is  my  firm  conviction  that  as  long  as  the 
placenta  is  intact  after  an  abortion  there  is  very  little  danger, 
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but  the  moment  a  portion  is  torn  away  you  have  the  danger  of 
hemorrhage.  After  the  embryo  comes  away,  if  the  placenta  re- 
mains and  the  uterus  contracts,  as  it  should  do,  I  do  not  think 
there  is  much  danger  in  waiting;  but  the  moment  you  attempt 
to  remove  the  placenta,  then  is  there  danger  of  hemorrhage. 
All  cases  of  postpartum  hemorrhage  w^hicli  I  have  seen  have 
been  due  to  the  remaining  of  ^portion  of  the  placenta.  I  do 
not  think  it  is  safe  or  best  to  deliver  the  placenta  when  it  is  in- 
tact. However,  if  you  cannot  stay  with  your  case  it  may  be 
better  to  remove  it. 

Dr.  E.  W.  Mitchell. — In  the  removal  of  the  placenta  it  is 
important  to  consider  the  period  of  gestation.  When  the  woman 
has  been  pregnant  four,  five,  or  six  months  the  placenta  is 
much  more  developed  than  at  two  or  three  months  and  there 
is  more  danger  of  hemorrhage.  Also,  if  a  fetus  has  been  ex- 
pelled at  the  end  of  five  or  six  months,  of  course  the  cervix  is 
much  dilated  and  we  can  reach  it  better.  jMv  practice  has  been 
to  be  guided  by  the  condition  of  the  patient,  the  period  of  preg- 
nancy, and  the  fact  whether  all  or  only  a  part  of  the  placenta 
remains.  I  think  the  last  speaker  is  correct  as  to  thorough  re- 
moval of  all,  if  any  of  the  placenta  is  removed.  Where  the 
cervix  had  not  been  well  dilated,  and  when  I  was  within  easy 
call  of  the  patient,  I  have  often  thought  it  better  to  wait  for 
the  placenta  to  be  loosened,  at  least,  if  not  expelled,  and  the  cer- 
vix somewhat  dilated  by  natural  process.  I  have  not  yet  had 
occasion  to  regret  this  delay. 


Meetiiifj  of  May  ISih,  1893. 
The  President,  Wm.  H.  Taylor,  M.D.,  in  the  Chair. 
Dr.  G.  S.  Mitchell  reported 

THE    SECOND    SUCCESSFCJL    CESAREAN    SECTION    PERFORMED    IN 
CINCINNATI.' 

Dr.  C.  a.  L.  Reed. — While  it  is  true  that  the  sutures  were 
passed  in  the  wound,  which  is  somewhat  a  modification  of  a 
more  or  less  recognized  principle,  the  suture  here  was  made  a 
continuous  one,  much  to  the  economy  of  time  and,  I  think,  of 
etiiciency.  But  that  did  not  impress  me  as  being  the  leading 
feature  of  this  case.  There  were  several  important  points.  In 
the  tirst  place,  this  case  came  under  the  observation  of  Dr.  Mitch- 
ell at  the  inception  of  labor.  It  followed,  therefore,  that 
this  case  was  not  subject  to  bruising  and  traumata  from  an  at- 
tempt to  deliver  by  the  forceps.  Indeed,  the  condition  pre- 
sented barred  the  use  of  the  forceps  on  the  start,  and  hence  the 
doctor,  unlike  my  friend  Dr.  Zinke  in  his  tirst  Cesarean  section, 

'  See  original  paper,  p.  520. 
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li'ad  to  deal  with  a  patient  in  whom  the  nterns  was  not  bruised. 
In  the  next  place,  the  interesting  fact  that  conduced  to  her  re- 
covery was  that  the  after-treatment  was  limited  to  those  things 
absolutely  necessary.  There  was  no  super-condition.  The  pa- 
tient was  not  subjected  to  a  nephrectomy,  an  ovariotomy,  a 
myomectomy,  or  anj^thing  but  a  simple  Cesarean  section.  The 
next  feature,  which  perhaps  should  really  come  before  the  last 
one,  was  that  the  operation  was  begun  in  time.  It  was  a  com- 
paratively early  operation,  but  not  too  early.  Sufficient  time 
had  elapsed  to  secure  dilatation  of  the  cervix  and  drainage,  but 
it  was  sufficiently  early  to  be  done  before  she  had  exhausted 
her  strength.  An  important  feature  of  the  operation,  and  one 
that  facilitated  matters  very  considerably,  was  one  that  is  not 
new  in  this  particular  instance,  and  that  is  the  use  of  elastic 
pressure  as  a  preliminary  hemostatic.  It  was  very  interesting 
to  observe,  however,  on  loosening  the  elastic  ligature  at  Aie 
base  of  the  uterus,  that  there  was  no  gush  of  hemorrhage  from 
the  interior.  Contraction  was  so  prompt  and  firm  that  liemo- 
stasis  had  become  established.  The  exposed  parts  were  carefully 
washed,  flushed,  and  the  incision  was  closed.  The  tumor  wa& 
a  hard  mass  occupying  the  cul-de-sac,  and  it  is  there  yet. 

I  believe  that  Cesarean  section  was  strictly  the  proper  pro- 
cedure under  the  circumstances,  and  as  performed  here  I  be- 
lieve it  is  tlie  easiest  operation  for  delivery  of  the  infant  by 
section.  It  is  an  easier  operation  than  the  Porro,  although  the 
Porro  is  not  a  difficult  operation.  Now,  I  may  be  charged  with 
inconsistency,  for  I  have  advised  the  Porro  operation  over  all 
others  on  the  floor  of  this  Society,  and  I  may  state  that  I  am 
satisfied  the  Porro  operation  is  generally  the  one  to  be  adopted, 
except  in  cases  such  as  this  one.  It  should  be  used  to  prevent  a 
return  of  the  complication.  But  in  this  instance  we  had  another 
state  of  affairs  to  deal  with.  There  is  manifest  indication  of  a 
second  abdominal  section  in  this  case,  which  perhaps  should 
lead  to  the.  ablation  of  l)oth  ovaries,  but  I  do  not  think  there  is 
anytiiing  to  interfere  with  the  delivery  of  a  child.  There  were, 
therefore,  two  reasons  why  this  operation  rather  than  the  Porro 
should  have  been  done  in  this  case — viz.  :  (a)  the  presence  of 
a  solid  tumor,  which  gave  rise  to  the  necessity  for  a  second  ab- 
dominal section,  and  (b)  a  fair  prospect  of  conception  by  the 
remaining  side  and  delivery  via  natiij'ali. 

A   CASE    OF   CESAREAN   SECTION. 

Dr.  Sigmar  Stark. — I  would  like  to  refer  to  a  case  of  Cesa- 
rean section  I  met  with  last  September.  The  patient  was  a 
German  woman,  about  42  years  of  age,  who  had  given  birth  to 
two  children,  the  last  one  about  fifteen  years  ago.  Five  years 
ago  she  remarried,  and  two  years  later  conceived.  She  was 
delivered,  by  means  of  the  forceps,  of  a  mutilated  child.  She 
then  conceived  again,  and  I  was  called  in  to  see  her  at  the  time 
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of  lier  last  labor.  Labor  set  in  about  S  p.m.  December  2d,  and 
she  summoned  a  midwife.  The  midwife  remained  witli  her  all 
night,  but  no  progress  took  place,  and  about  8  o'clock  in  tlie 
morning  Dr.  Krouse  was  sent  for.  He  found  the  os  dilated  and 
abo\re  the  brim  of  the  pelvis,  as  was  also  the  child.  I  was  then 
telephoned  for,  and  on  my  arrival  I  found  the  membranes  pre- 
senting at  the  vulva,  forming  a  large  bag  of  waters.  During  my 
lirst  examination  a  contraction  set  in,  the  membranes  were  rup- 
tured, and  at  once  there  was  a  prolapsus  of  the  cord.  I  theu 
discovered  that  there  was  an  obstruction  at  the  brim  of  the  pel- 
vis in  the  nature  of  an  osseous  tumor  springing  from  tlie  sacrum. 
It  was  a  globular  tumor  and  almost  completely  obstructed  the 
brim.  There  was  only  sufficient  space  for  the  introduction  of 
two  fingers  and  then  slight  separation.  In  stating  mj  opinion 
of  the  case  to  the  familv,  I  told  them  I  did  not  think  the  woman 
could  be  delivered  of  even  a  mutilated  child,  and  that  symphy- 
siotomy was  out  of  the  question,  and  suggested  Cesarean  section, 
to  which  they  at  first  strongly  objected,  but  to  which  they  finally 
gave  their  consent.  I  advised  taking  her  to  the  hospital,  but 
this  they  would  not  consent  to.  They  were  a  poor  family,  oc- 
cupying but  two  rooms,  and  the  hygienic  surroundings  were 
anything  but  desirable.  I  then  sent  for  Dr.  Zinke  and  Dr.  Jos. 
Marcus,  and  the  operation  was  performed. 

The  incision  into  the  uterus  was  made  without  eventration  of 
the  organ.  There  was  hardlv  anv  hemorrhage  at  the  time,  and 
no  necessity  for  applying  a  rubber  band  about  the  neck  of 
the  uterus.  The  placenta  and  child  were  easily  extracted. 
Labor  had  existed  so  long  that  we  thought  we  would  find  a  very 
thin  uterine  wall,  but  it  was  quite  thick.  Subsequently  I  sewed 
up  the  uterus  with  a  continuous  silk  suture,  and  then  its  perito- 
neal covering  was  sewed  with  a  Lembert  suture,  and  the  abdo- 
minal cavity  was  closed  by  means  of  the  interrupted  silk  suture. 
Prior  to  the  operation  her  temperature  was  101°  and  the  pulse 
rapid.  In  the  evening  of  the  day  of  the  operation  her  tem- 
perature had  gone  down  to  normal,  although  the  pulse  was 
rather  rapid,  and  on  the  following  day  the  temperature  re- 
mained normal  and  the  pulse  decreased  in  frequency.  On  the 
third  day,  however,  there  was  a  rising  temperature..  Immedi- 
ately after  the  operation  there  was  marked  tympanites,  which 
"worried  Dr.  Krouse  and  myself  for  a  number  of  days,  until  she 
finaEy  told  us  she  paid  no  attention  to  the  size  of  her  abdomen, 
for  it  was  always  that  way.  It  therefore  appeared  that  I  had 
heen  worrying  about  the  distention  of  her  intestines  without 
cause.  The  temperature  remained  high  on  the  third  and  fourth 
days,  and  on  the  fifth  day  we  secured  a  very  copious  movement 
of  the  bowels — although  attempts  had  been  made  to  secure  this 
before — and  the  temperature  then  became  normal  and  the  pulse 
104-.  She  was  in  a  good  condition  on  the  fifth  and  sixth  days, 
and  on  the  eighth  day  she  sat  up  in  bed  and  held  herself.     I 
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saw  lier  at  4  o'clock  on  the  evening  of  the  eighth  day,  and 
the  temperature  then  was  99.4°.  1  was  invited  out  to  dinner 
that  evening,  and  while  at  the  table  received  a  telephone  mes- 
sage stating  she  had  suddenly  gone  into  a  collapse,  and  the  fol- 
lowing day  she  died.  Her  temperature  that  evening  went  down 
to  97^,  and  the  next  morning  it  was  96°.     The  child  did  nicely. 

A  few  points  as  to  Cesarean  section  in  general.  It  seems  to 
me,  as  the  essayist  of  the  evening  has  stated,  that  the  suture  of 
the  uterus  is  superfluous,  for  the  contraction  of  the  uterus  itself 
is  so  thorough  and  complete  that  the  edges  of  the  uterine  wound 
are  approximated,  and  there  is  no  need  of  taking  up  the  time  or 
increasing  the  possibilities  of  infecting  the  peritoneum  by  intro- 
ducing a  suture.  T  say  the  possibilities  of  infecting  the  perito- 
neum, for  the  reason  that  you  establish  a  drainage  toward  the 
peritoneum  by  means  of  the  suture,  and  it  certainly  is  best  not 
introduced.  The  peritoneal  suture  should  be  introduced  be- 
cause it  closes  off  the  uterine  wound  from  the  peritoneal  cavity. 
The  question  of  puncturing  the  membranes  prior  to  the  removal 
of  the  child  is  also  one  that  ought  to  be  considered.  I  think  it 
is  a  good  plan,  and  it  would  be  wise  to  puncture  them  per  va- 
ginam  prior  to  the  uterine  incision,  and  let  the  water  pass  off  in 
this  way,  for  bj'  this  means  you  would  do  away  with  needless 
possible  contamination  of  the  peritoneal  cavity.  The  best  posi- 
tion for  tlie  patient  to  occupj^  during  Cesarean  section  is  one  of 
interest.  At  present  most  abdominal  surgeons  perform  lapa- 
ratomy  with  the  patient  in  the  Trendelenburg  posture,  but  to 
my  knowledge  this  position  has  not  been  adopted  in  the  opera- 
tion of  Cesarean  section  ;  and  I  think  in  this  operation  in  partic- 
ular it  is  a  good  position  to  assume,  for  the  reason  that  you  so 
conveniently  expose  the  uterus,  and  the  blood  from  the  wound 
does  not  enter  the  abdominal  cavity,  but  gravitates  out  of  your 
way  and  allows  you  more  readily  to  finish  the  operation. 

Dr.  Gustav  Zinke. — Dr.  Mitchell  is  certainly  to  be  congratu- 
lated, and  we  can  only  express  regret  at  the  loss  of  Dr.  Stark's 
patient,  for  which  he  is  in  no  way  to  blame.  Heretofore  recov- 
ery after  Cesarean  section  was  a  mere  accident,  while  now  we 
save  the  patient  by  strictly  scientific  principles ;  if  the  patient 
presents  herself  at  an  early  date,  if  the  operator  is  thoroughly 
familiar  with  the  technique  of  the  operation  and  possesses  other- 
wise ordinary  skill,  and  is  able  to  secure  asepsis,  it  is  difficult  to 
understand  why  the  patient  should  not  recover.  I  was  much  im- 
pressed with  the  ease  with  which  the  uterine  sutures  have  been 
discarded  by  the  essayist  of  the  evening,  as  well  as  by  the  last 
speaker.  Sanger,  in  formulating  the  modern  Cesarean  section, 
has  taken  into  consideration  all  the  different  ways  in  which  the 
uterine  wound  has  been  treated  in  the  past  and  present.  We  all 
know  that  women  have  recovered  when  the  uterus  was  not  su- 
tured, as  in  cases  where  the  uterus  has  been  ripped  open  by  acci- 
dent.   This  is  amply  illustrated  by  the  cases  reported  by  Harris. 
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I,  for  my  part,  seriously  apprehend  the  abandonment  of  the  ute- 
rine suture.  I  think  the  fear  of  contaminating  the  deep  sutures, 
as  expressed  by  the  latter  speaker,  is  not  well  grounded.  Look 
at  the  results  obtained  by  Leopold,  who  operates  according  to 
the  rules  laid  down  by  Sanger.  I  will  not  deny  that  the  deep 
sutures  may  be  abandoned,  but  doubt  very  seriously  whether  we 
are  justified  in  doing  so  in  the  light  of  the  present  results,  which 
can  scarcely  be  improved.  It  is  a  grave  question  with  me 
whether  we  should  subject  our  patients  to  such  risk,  and,  for 
my  part,  I  would  be  loath  to  give  up  the  deep  suture  and  con- 
tent myself  with  the  peritoneal  suture  alone. 

As  to  the  three  cases  of  Cesarean  section  which  1  have  seen. 
The  first  case  was  in  a  tenement  house  on  Buckeye  street,  in  a 
dark,  dirty,  dreary  room  with  very  low  ceiling,  only  one  window, 
and  containing  the  bed,  a  cooking  stove,  wash  tubs,  indeed 
everything  necessary  to  "  keej)  house."  The  out-houses,  venti- 
lating shafts,  reached  np  to  and  were  immediately  in  front  of 
the  window,  and  the  hygienic  surroundings  were  indeed  bad. 
The  patient  had  been  in  labor  forty-eight  hours,  and  when  first 
called  I  found  the  soft  parts  already  in  a  gangrenous  state. 
The  operation  was  performed  under  the  most  unfavorable  con- 
ditions ;  the  child  was  born  alive,  but  the  mother  died  ten  days 
later  of  sepsis. 

The  second  case  was  the  one  reported  by  Dr.  Stark,  and  in 
which  I  had  the  pleasure  to  assist. 

The  third  case  was  nnder  my  control  for  two  mouths  previous 
to  the  operation ;  it  was  successful.  In  this  case  the  Sanger 
method  was  faithfully  carried  out.  The  uterus  contained  eight 
deep  and  twelve  superficial  sutures.  But  for  the  presence  of  in- 
cipient phthisis  in  the  individual  we  probably  would  not  have 
had  a  rise  in  temperature,  and  also  a  diarrhea,  which,  to  some 
extent,  menaced  the  otherwise  favorable  progress  of  the  case. 

In  my  opinion  the  indications  for  the  Forro  operation  have 
ceased  to  exist.  If,  as  stated  by  one  of  the  speakers,  it  is  per- 
formed simply  and  solely  to  prevent  future  pregnancies,  this  can 
be  more  readily  obtained  by  tying  off  the  Fallopian  tubes,  by  re- 
moval of  the  ovaries,  or  both.  This  certainly  does  not  prolong 
or  increase  the  I'isk  of  the  operation.  I  think  the  point  is  well 
taken  in  reference  to  the  rupture  of  the  membranes  ju-ior  to  the 
operation,  although  in  none  of  the  cases  which  I  have  attended 
have  we  experienced  any  difficulty  with  the  amniotic  fluid.  It 
does  not  seem  to  me  worth  while  to  place  the  patient  in  the 
Trendelenburg  position,  for  it  would  cause  the  amniotic  fluid  to 
enter  the  abdominal  cavity.  With  the  patient  in  the  ordinary 
jiosition  there  is  little  or  no  danger  of  this  accident.  If  the  am- 
niotic fluid  is  out  of  the  way  and  the  os  sufficiently  dilated  to 
give  ready  exit  to  the  lochial  discharges,  the  ordinary  recumbent 
position  is  the  most  convenient  and  safest.  The  hemorrhage 
from  the  uterine  wound  is  not  as  alarming  as  one  might  suppose. 
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In  none  of  the  cases  have  I  seen  threatening  hemorrhage  from 
the  uterine  incision,  and  the  amount  of  bleeding  in  the  case  re- 
ported bj  Dr.  Stark  was  very  little  ;  indeed,  I  think  he  exag- 
gerates when  he  says  half  an  ounce,  for  we  did  not  have  to  do 
any  sponging  whatever.  The  placenta  was  implanted  anteriorly. 
The  incision  was  carefully  made  through  the  uterine  structure 
alone,  and  as  the  organ  contracted  the  placenta  was  crowded  into 
and  out  of  the  wound,  and  expelled  without  the  loss  of  blood. 
After  the  placenta  had  thus  been  expelled,  the  child  was  deliv- 
ered with  equal  promptness  and  facility  by  the  breech.  The 
operation  is  formidable  in  appearance,  but  if  one  is  fully  ac- 
quainted with  the  procedure  and  operates  under  favorable  cir- 
cumstances there  is  little  danger  of  losing  the  mother  or  the 
child. 

A    SYMPHYSIOTOMY. 

Dr.  Gcstav  Zinke. — A  week  ago  last  Monday  I  was  sum- 
moned to  see  a  patient  in  the  care  of  Dr.  Rooer,  who  informed 
me  that  the  case  had  been  in  the  hands  of  a  midwife  since  the 
Saturday  preceding.  He  was  called  in  in  the  morning,  when 
he  found  the  woman  suffering  intensely,  and  upon  examination 
discovered  that  the  membranes  had  ruptured,  that  there  was  a 
fetid  discharge  from  the  vagina,  the  os  partly  dilated  but  very 
thick,  and  the  head  high  above  the  brim.  The  pains  were 
very  weak,  and  he  gave  live  grains  of  quinine  and  one-eighth  of 
a  grain  of  morjDhia  to  encourage  the  pains  and  lessen  the  suf- 
fering. He  telephoned  me  about  2  o'clock.  Upon  my  arrival 
I  found  the  conditions  as  he  stated,  only  that  the  soft  j)arts 
were  highly  edematous,  swollen,  hot,  dry,  and  livid.  I  could 
only  with  difficulty  reach  the  head,  it  being  still  high  above  the 
brim,  and  I  found  the  cervix  in  a  sloughing  condition.  History  : 
Sixth  pregnancy.  The  first  two  children  were  born  with  aid  of 
instruments  at  term,  but  dead;  the  third  and  fourth  were  born 
prematurely  and  dead  ;  the  fifth,  a  small  child,  still  living.  The 
mother's  pulse  was  rapid,  but  good  ;  the  temperature  at  the  time 
was  not  taken.  Measurements  of  pelvis  all  normal  with  excep- 
tion of  the  external  conjugate,  which  measured  sixteen  and  a 
half  centimetres.  The  child  living,  I  determined  to  perform  a 
symphysiotomy  By  4  o'clock  everything  was  ready,  the  instru- 
ments sterilized,  the  patient  and  table  wasbed,  hot  and  cold 
boile.l  water  ready  for  irrigation.  The  vagina  was  first  irrigated 
with  a  bichloride  solution  1  :4000.  The  abdomen  was  then 
washed,  scrubbed,  and  the  symphysis  pubis,  mons  veneris,  and 
vulva  shaved.  I  commenced  the  incision  about  one  inch  above 
the  symphysis  pubis,  and  continued  it  down  to  the  clitoris.  I 
was  surprised  with  what  ease  I  could  separate  the  tissues  from 
the  inner  surface  of  the  symphysis  pubis;  I  had  no  difficulty  in 
forcing  my  finger  down  to  the  arch  of  the  pubis.  Contrary  to 
the  advice  given  in  Harris'  paper  (to  divide  the  symphysis  from 
below  with  the  Galbiati  knife),  I  divided  it  from  above.     The 
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knife  readily  went  through  the  cartilage,  the  pelvis  fell  apart 
with  a  loud  cracking  noise,  separating  the  joints  about  two 
inches  at  once.  I  then  applied  the  axis-traction  foi'ceps,  first  to 
the  sides  of  the  pelvis,  but  was  unable  to  bring  the  child  down; 
then  to  the  sides  of  head.  The  head,  occiput  to  the  left,  pre- 
senting in  the  transverse  diameter,  I  25laced  the  left  blade  of 
the  forceps  betw^een  the  left  side  of  the  child's  head  and  the 
promontory,  and  the  right  blade  between  the  right  side  of  the 
child's  head  and  the  symphysis.  She  was  safely  delivered,  and 
without  damage  to  the  perineum.  The  child  was  born  asphyx- 
iated,  but  through  the  efforts  of  Dr.  Evans  it  revived  and  is  now 
doing  well.  This  being  the  eleventh  day  after  the  operation,  I 
may  say  that  the  patient  is  perfectly  safe.  She  has  had  no 
elevation  of  temperature  for  three  days,  her  bowels  have  acted, 
appetite  good,  pulse  normal,  and  the  child  in  excellent  condi- 
tion. Union  over  the  symphysis  took  place  by  first  intention. 
After  the  child  was  delivered  we  had  to  make  pressure  over 
the  trochanters  to  bring  the  symphysis  together.  Five  sutures 
were  introduced.  As  a  precautionary  measure,  and  for  fear  of 
contaminating  the  wound  above,  I  put  a  strip  of  iodoform 
gauze  below  the  symphysis  pubis,  bringing  it  out  from  below  at 
the  lower  angle  of  the  wound.  The  gauze,  remaining  perfectly 
dry  and  clean,  was  removed  after  forty-eight  hours. 
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YiNAY,  Ch.  :  Sudden  Death  during  Labor  {Arch,  de  Toe. 
et  de  Gyn.,  January  and  February,  1893). — The  causes  of  rapid 
or  sudden  death  during  labor  are  the  following : 

1.  Einbolistn  of  the  right  heart  and  pulmonary  artery. 

2.  Entrance  of  air  into  the  veins. 

3.  Syncope  and  shock. 

4.  Various  lesions : 

a.  Cardiac  lesions  and  rupture  of  aneurismal  sacs. 
h.  Cerebral  arrd  meningeal  hemorrhages. 

c.  Overwhelming  hemoptysis  and  hematemesis. 

d.  Pleuritic  effusions. 

e.  Rupture  of  hepatic  abscess,  etc. 

1.  Einholism  of  the  P idmonary  Artery. — This  is  the  most 
frequent  cause  of  sudden  death  during  labor.  "We  know  that 
two  conditions  are  essential  to  the  formation  of  an  embolus — 
coagulation  of  the  blood  within  some  vein,  and  migration  of  the 
thrombus.  In  the  cases  under  consideration  the  coagulation 
occurs  in  the  vicinity  of  the  uterus,  usually  in  the  pampiniform 
plexus  or  in  one  of  the  large  veins  of  the  pelvis  or  thigh.  Sep- 
ticemia plays  an  important  role  in  the  i^roduction  of  emboli, 
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yet  perhaps  not  an  exclusive  one,  since  death  from  this  cause 
sometimes  occurs  some  time  after  a  normal  labor,  wlien  the 
patient  seems  to  be  almost  convalescent.  It  is  especially  liable 
to  occur  in  women  rendered  anemic  by  pregnancy  or  by 
hemorrhage.  Multiparas  are  quite  as  liable  to  this  accident  as 
are  primiparse. 

The  symptoms  rarely  appear  before  the  tenth  day,  the  dan- 
gerous period  extending  from  the  fourteenth  to  the  twenty- 
fourth  day.  The  sudden  obliteration  of  the  pulmonary  artery 
occurs  when  the  patient  is  convalescent ;  w^hen  slie  sits  up  or 
begins  to  walk  ;  sometimes  during  the  simple  effort  of  eating, 
of  changing  tlie  clothes,  of  going  to  stool,  or  of  laughing  or  ex- 
tending the  hand.  Absolutely  sudden  death  is  rare.  As  a  rule 
the  struggle  lasts  for  several  minutes,  the  only  symptoms  being- 
sudden  weakness,  with  pallor  of  the  face,  a  sensation  of  suffoca- 
tion, some  froth  upon  the  lips,  a  few  convulsive  movements  of 
the  face  and  muscles,  and  dilatation  of  the  pupils.  Sometimes 
the  agony  lasts  three-quarters  of  an  hour,  several  hours,  even 
several  days,  some  of  the  symptoms  resembling  those  of  syn- 
cope, others  those  of  asphyxia.  Occasionally  there  are  premoni- 
tory symptoms. 

At  the  autopsy  a  free  coagulum  is  found  either  in  the  right 
heart  or  in  the  pulmonary  artery.  Paget  and  Meigs,  Playfair 
and  Young,  admit  the  possibility  of  the  formation  of  sponta- 
neous coagula  in  these  situations  in  parturient  women  who  suffer 
from  anemia.  Yinay,  however,  believes  that  the  formation  of 
thrombi  in  the  puerperal  state  is  always  dependent  upon  a  local 
lesion,  which  is  rarely  found  in  the  vicinity  of  the  heart ; 
phlebitis  of  the  veins  of  the  pelvis  is.  however,  of  frequent  oc- 
currence in  puerperal  infection,  and  therefore  the  neighborhood 
of  the  uterus  is  probably  the  habitual  source  of  coagula  found 
in  the  pulmonary  artery.  Upon  the  size  of  the  embolus  depends 
the  gravity  of  the  result. 

If  the  formation  of  coagula  were  always  dependent  upoii 
septicemia,  strict  antisepsis  would  avert  the  calamity.  As  it  is, 
it  probably  saves  many  patients.  Absolute  repose  must  be  en- 
forced upon  the  manifestation  of  dyspnea,  syncope,  or  sudden 
and  violent  pain  in  the  side.  When  the  attack  is  at  all  pro- 
longed, excitants  of  the  peripheric  nervous  system  may  be  re- 
sorted to — cutaneous  revulsives,  dry  cups  upon  the  chest,  arti- 
ficial respiration,  subcutaneous  injections  of  ether,  caffeine,  or 
camphor  dissolved  in  oil  or  liquid  vaseline.  Ewald  claims  to  have 
resuscitated  a  patient  presenting  all  the  symptoms  of  embolus  of 
the  pulmonary  artery  by  the  subcutaneous  injection  every  five 
minutes  of  one-third  of  a  grain  of  camphor  until  forty  grains 
had  been  given.  With  five  and  a  half  drachms  of  liquid  vase- 
line and  one  drachm  of  camphor,  each  Pravaz  syringe  would 
contain  one-third  grain  of  camphor.  Absolute  rest  of  body  and 
mind  is  essential.     The  patient  should  be  wrapped  in  hot  cloths 
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and  placed  in  a  darkened  and  quiet  room  to  wliich  tlie  air  is 
freelj  admitted. 

II.  Entrance  of  Air  into  the  Veins. — When  air  penetrates  into 
the  uterine  veins,  the  necessary  conditions  are  that,  lirst,  the 
air  enters  the  uterus,  and,  second,  the  veins  are  open  to  receive 
it.  The  iirst  condition  is  caused  by  repeated  examinations, 
maneuvres  for  ru2)tiiriu<»;  the  membranes,  sometimes  even  by 
tlie  use  of  tlie  douche  to  induce  labor,  by  intra-uterine  catheters 
from  which  the  air  has  not  been  exhausted,  and  chiefly  by  the 
introduction  of  the  hand  for  performing  version  or  artificial  de- 
livery, especially  in  cases  of  placenta  previa.  In  the  majority 
of  cases  the  air  is  expelled  through  the  cervix  ;  but  should  a 
specially  energetic  contraction  or  a  coagulum  close  this  orifice, 
the  imprisoned  air  may  be  absorbed  by  the  veins.  If  the  intro- 
duction of  air  into  the  uterus  is  ever  spontaneous — /.e.,  inde- 
pendent of  any  of  the  methods  of  intervention  enumerated — it 
is  certainly  extremely  rare.  Lateral  decubitus,  the  genupectoral 
position,  facilitate  the  entrance  of  air  into  the  vagina  ;  simulta- 
neous efforts  at  inspiration  may  cause  entrance  of  the  air  from 
the  vaginainto  the  uterus.  Cordwent  believes  that  this  accident 
may  be  due  to  relaxation  of  the  uterine  muscle  following  pre- 
cipitate labor.  Winckel  publishes  the  account  of  a  case  of  sud- 
den death  in  a  parturient  woman  suffering  from  cancer  of  the 
cervix  and  vagina.  The  hydrocephalic  fetal  head  in  the  rigid 
cervical  canal  was  subjected  to  movements  of  ascent  and  descent 
which  permitted  the  entrance  of  air  into  the  veins  of  the  vicin- 
ity. At  the  autopsy  the  atmospheric  air  was  traced  even  in  the 
vessels  of  the  cerebrum. 

The  uterine  veins,  by  their  large  calibre,  absence  of  valves, 
and  large  openings  upon  the  internal  uterine  surface,  seem  to 
favor  the  entrance  of  air.  Tf  a  small  amount  only  of  air  be  ab- 
sorbed, there  may  be  merely  symptoms  of  malaise,  oppression, 
and  perhaps  syncope,  followed  by  recovery.  In  fatal  cases  the 
symptoms  are  analogous  to  those  of  embolism.  Death  is  due  to 
arrest  of  the  heart's  action ;  the  right  auricle  is  distended  and 
cannot  contract  upon  the  elastic  foreign  body  within  it. 

At  the  autopsy  the  uterine  sinuses  and  the  vena  cava  are 
found  to  be  filled  with  air  bubbles;  the  right  ventricle  and  au- 
ricle are  greatly  distended  and  yield  a  clear,  tympanitic  sound 
upon  percussion.  When  a  section  is  made  in  water,  air  un- 
mixed with  blood  escapes. 

Diagnosis  is  established  by  the  history  of  the  case.  Death 
from  air  in  the  veins  occurs  during  or  shortly  after  labor,  thus 
differing  from  embolus.  Treatment  should  be  directed  to  stim- 
ulating cardiac  energy  and  combating  rapid  asphyxia. 

///.  Syncope^  ShocTt. — Syncope  is  always  preceded  by  seri- 
ous accidents,  sucli  as  hemorrhage  from  uterine  inertia  or  ab- 
normally placed  placenta,  or  by  excessive  labor  pains.  Cases  of 
ruptured  uterus  usually  terminate  in  syncope.     It  may  even  be 
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caused  by  rapid  evacnation  of  tlie  uterus  in  twin  preo;nancy,  or 
liydrainnios,  or  after  prolonged  mechanical  intervention.  The 
nervous  exhaustion  following;  such  traumatism  is  usually  pre- 
ceded by  hemorrhage,  and  death  is  a  result  of  shock  rather  than 
of  syncope.  The  temperature  is  lowered,  the  extremities  are 
cold,  the  eyes  glassy,  and  the  voice  extinguished,  just  as  incases 
of  surgical  sliock. 

Some  cases  of  mild  shock  result  fi-om  accidental  compression 
of  the  ovary  in  the  application  of  the  Crede  method  of  deliv- 
ery. At  the  momeiit  of  com])ression  of  the  uterus  the  patient 
utters  a  cry  and  becomes  motionless  and  insensible,  the  respira- 
tion is  short,  and  the  pulse  imperceptible.  Recovery  follows 
within  a  few  hours. 

1  V.  Varied  Lesions. — Under  this  heading  are  included  causes 
of  death  which  have  only  an  accidental  or  remote  connection 
with  labor  and  delivery.  The  lesions  antedate  labor,  but  are 
made  manifest  at  that  time. 

(a)  Lesions  of  the  heart  deserve  the  first  mention.  Yinay  be- 
lieves that  valvular  lesions,  when  compensated,  are  rarely  at- 
tended with  danger  during  pregnancy  and  labor.  Xot  so  when 
the  myocardium  is  degenerated  and  when  functional  disturb- 
ances indicating  insutiiciency  existed  before  gestation.  The 
mechanical  disturbances  incident  to  i)regnancy,  and  the  excess  of 
arterial  pressure  determined  by  labor,  must  have  an  unfavorable 
inlluence  upon  an  asthenic  heart.  Death  may  occur  before  or 
during  labor  or  a  few  hours  after.  The  extra  work  endured  by 
the  heart  daring  the  period  of  expulsion,  the  persistence  of  ar- 
terial hypertension,  the  amount  of  blood  flowing  back  from  the 
abdomen  to  the  pulmonary  circulation,  cause  extreme  anxiety, 
an  agonizing  desire  for  air,  which  persists  after  expulsion  of  the 
child.  This  is  the  critical  moment  for  cardiopaths  in  an  asysto- 
lic  condition.  Aneurism  of  the  aorta  may  cause  similar  accidents. 
(Jj)  Cerebral  hemorrhage  rarely  causes  absolutely  sudden  death. 
The  essential  conditions,  alteration  of  the  vascular  walls  and 
tension  of  the  fluid  circulating  in  them,  are  found  in  the  exist- 
ence of  albuminuria.  The  vascular  tension  is  still  further  in- 
creased by  labor  and  by  convulsions.  Cerebral  hemorrhage  may 
occur  independently  of  convulsions,  as  a  result  of  miliary  aneu- 
risms, sclerosis,  or  varicose  veins.  Albuminuria  is  usually  pre- 
sent. The  patient  becomes  comatose ;  respiration  is  sighing, 
sometimes  irregular  and  of  the  Cheyne-Stokes  type.  Uncon- 
sciousness is  absolute,  irritation  of  the  skin  and  mucous  membrane 
causing  no  reflex  action.  The  pupils  do  not  react  to  light,  the 
pulse  gradually  weakens,  and  death  occurs  during  this  collapse, 
(c)  The  other  causes  enumerated  of  sudden  death  are  merely 
accidental  and  quite  exceptional.  a.  r.  s. 
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It  is  not  proposed  to  discuss  in  this  paper  the  etiology  of  the 
various  conditions  for  which  this  operation  is  performed,  nor 
shall  the  symptomatology  and  diagnosis  occupy  more  space  than 
is  incidentally  necessary  to  the  consideration  of  the  indications 
for  the  procedure  ;  these  points  are  too  thoroughly  settled  to  ad- 
mit of  fm'ther  debate.  The  points  which  are  still  in  dispute  are 
amongst  those  which  will  arise  during  the  study  of  this  subject. 
It  is  not  always  safe,  in  forming  conclusions,  to  draw  one's  in- 
spiration from  a  promiscuous  collection  of  statistics,  for  the  rea- 
son that  it  is  well  known  how  loosely  many  of  these  are  reported, 

'  Read  before  the  Section  on  Gynecology  and  Abdominal  Surgery,  Pan- 
American  Medical  Congress,  Washington,  September  6th,  1893. 
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and  how  thoroughly  unreliable  some  of  them  are  on  account  of 
the  desire  of  the  reporter  to  make  as  good  a  showing  as  his 
neighbor,  in  consequence  of  which  many  essential  facts  and 
truths  are  omitted.  General  statistics  will  therefore  be  ignored, 
and  whatever  deductions  are  drawn  will  be  entirely  from  the 
author's  personal  experience,  which  has  now  reached  the  num- 
ber of  seventy-seven  hysterectomies.  The  indications,  as  taught 
by  this  experience,  are  absolute  and  relative.     They  are  : 

1.  Malignant  degenerations  of  the  uterus. 

2.  Fibroid  tumors  of  the  uterus. 

3.  Pelvic  inflammations, 

4.  Prolapse  of  the  uterus. 

5.  Inversion  of  the  uterus. 

Malignant  Degenerations  of  the  Vterus. — The  indications  here 
are  absolute,  both  as  to  the  advisability  of  the  operation  and  as 
to  the  complete  removal  of  the  organ,  it  matters  little  how  high 
the  death  rate  or  how  high  the  percentage  of  recurrence.  The 
disease  is  incurable  and  the  end  certain  under  any  other  line  of 
treatment.  However  small  the  number  of  cases  cured  may  be, 
yet  it  is  an  undisputed  fact  that  a  certain  proportion  regain  per- 
manent good  health.  Should  this  number  of  fortunate  ones  be 
limited  even  to  one  or  two  in  the  hundred  operated  upon,  it 
would  be  suflicient  justification.  "When  one  considers  the  great 
relief  which  follows  a  simple  curettement  of  a  cancerous  uterus, 
it  can  well  be  imagined  how  much  more  thorough  and  prolonged 
this  relief  is  when  the  whole  organ  is  removed.  The  number  of 
permanent  cures  will  be  in  direct  ratio  to  the  period  at  which 
surgery  is  employed  :  the  earlier  in  the  disease  the  uterus  is  re- 
moved the  more  chance  of  obtaining  a  satisfactory  result.  For 
this  reason,  when,  from  a  careful  study  of  the  symptoms  and  his- 
tory of  a  given  patient,  a  reasonably  strong  suspicion  of  malig- 
nant disease  exists,  other  conditions  being  rigorously  excluded, 
the  uterus  should  be  removed.  The  justification  for  acting  upon 
such  advice  will  rest  largely  upon  the  mortality  attendant  upon 
the  operation,  as  undoubtedly,  under  these  circumstances,  an  oc- 
casional non-malignant  uterus  will  be  removed.  This  will  mat- 
ter little  in  comparison  with  the  number  of  patients  saved  a  miser- 
able death  ;  and  even  though  the  organ  prove  not  to  be  cancerous, 
it  will  be  a  diseased  one,  giving  rise  to  alarming  symptoms,  from 
which  speedy  and  permanent  relief  will  be  obtained. 

Twenty-five  operations  have  been  performed  for  primary  can- 
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cer  or  sarcoma  of  the  uterus  ;  tliis  number  does  not  include  those 
cases  of  malignant  changes  in  uterine  neoplasms,  all  of  which 
are  considered  with  the  fibroid  tumors.  Of  this  number  three 
hare  died  from  the  operation.  The  three  deaths  were  all  pre- 
ventable, and  would  not  be  likely  to  occur  in  another  series  of 
the  same  number.  Two  of  them  were  the  first  two  operations  for 
vaginal  hysterectomy  ever  performed  by  the  writer.  Single 
clamps  on  each  side  of  the  uterus  were  used  for  securing  the 
broad  ligaments ;  in  both  cases  the  clamps  worked  in  a  faulty 
manner,  and  one  of  the  ovarian  arteries  retracted,  after  being  cut, 
from  the  grasp  of  the  clamp.  In  one  case  it  was  necessary  to 
open  the  abdomen  in  order  to  secure  the  bleeding  vessel. 

The  third  death  resulted  on  the  fifth  day  after  the  removal  of 
the  uterus  by  means  of  catgut  ligatures.  The  patient  was  ex- 
ceedingly restless,  the  usefulness  of  the  catgut  being  destroyed 
by  its  absorption,  the  light  adhesions  gave  way  and  the  stumps, 
which  had  been  stitched  into  the  vaginal  opening  and  which  at 
this  time  were  sloughing,  retracted  into  the  pelvic  cavity,  set- 
ting up  a  septic  peritonitis  which  proved  fatal  in  twenty-four 
hours. 

Experience  and  a  more  perfect  technique  would  guard  against 
the  repetition  of  a  death  similar  to  the  first  two  ;  heavier  catgut 
and  more  thorough  suturing,  together  with  a  judicious  restraint 
of  a  restless  patient  with  drugs,  would  guard  against  a  rejDeti- 
tion  of  the  last-mentioned  accident. 

Fibroid  Growths. — The  indications  for  surgical  treatment  of 
these  conditions  are  relative.  If  the  tumor  be  small,  is  of  slow 
growth,  and  gives  rise  to  no  untoward  symptoms,  it  should  be 
allowed  to  remain  unmolested,  provided  the  patient  may  be  in 
such  a  state  of  life  that  she  is  not  necessarily  exposed  to  condi- 
tions which  predispose  to  inflammatory  complications,  and  that 
she  be  not  liable  to  change  her  place  of  residence  to  such  quar- 
ters that  she  will  be  unable  to  obtain  competent  surgical  aid 
should  there  be  a  future  demand  for  it — a  demand  which  will  al- 
most always  be  made  sooner  or  later.  Should  the  patient  have 
advanced  to  within  a  few  years  of  the  menopause,  it  may  be  ad- 
visable to  adopt,  for  the  time  being,  the  expectant  plan  of  treat- 
ment. Under  all  other  conditions  a  fibroid  tumor  of  the  ute- 
rus, however  small,  should  be  subjected  to  surgical  treatment. 
Surgical  treatment  having  been  once  decided  upon,  hysterectomy 
is  the  proper  procedure  to  adopt.     Myomectomy  may  in  rare 
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cases  be  the  more  desirable  procedure,  but  can  only  be  consid- 
ered where  the  patient  is  of  such  an  age  as  to  make  it  desirable 
and  jDossible  for  her  to  bear  children,  and  where  the  uterine  ap- 
pendages are  healthy  and  capable  of  performing  their  function, 
the  reverse  of  which  is  true  in  the  case  of  the  majority  of  fibroid 
tumors.  Under  all  other  circumstances  liysterectomy  is  the 
operation  of  choice.  The  withdrawal  of  ovariotomy  from  the 
category  of  operations  applicable  to  the  treatment  of  fibroid 
tumors  is  based  on  the  fact  that  it,  equally  with  hysterectomy, 
renders  it  impossible  for  the  woman  to  conceive  ;  it  not  only  al- 
lows the  tumor  to  remain  m  situ  for  Nature  to  absorb,  with  the 
■chance,  however  slight,  of  this  not  occurring,  but  it  usually  leaves 
Ijehind  a  diseased  and  useless  uterine  cavity  and  uterine  walls, 
all  of  which  maybe  gotten  rid  of  surely  and  permanently  atone 
stroke  by  the  hysterectomy.  Ovariotomy  is  often  more  difficult 
than  hysterectomy,  and  is  not  infrequently  impossible. 

Hysterectomy  as  the  operation  of  choice  will,  as  in  the  case 
of  malignancy,  depend  upon  the  mortality.  The  writer  has  re- 
moved forty-one  fibroid  uteri  by  means  of  this  operation.  Of 
this  number  four  patients  died — three  after  the  supravaginal 
amputation  of  the  stump,  and  one  after  complete  extirpation. 
In  the  one  case  death  was  inevitable  from  the  previous  septic 
condition  of  the  woman,  due  to  electro-puncture.  Two  of  the 
deaths  were  due  to  pulmonary  complications  ;  acute  congestion 
of  both  lungs,  in  the  case  of  one,  ending  in  death  within  the  first 
twenty-four  hours,  and  a  double  pneumonia  of  the  second  re- 
sulting in  rapid  filling  of  both  lungs  and  death  within  several 
days.  These  two  deaths  occurred  in  hospital  practice  within  a 
few  days  of  each  other,  and  at  a  time  when  there  was  an  epi- 
demic of  pulmonary  complications  following  all  kinds  of  opera- 
tions in  the  house.  At  the  time  of  the  deaths  there  were  in  the 
house  six  or  eight  cases  with  lung  troubles,  some  of  whom  were 
sick  enough  to  cause  considerable  anxiety,  and  on  some  of  whom 
only  plastic  operations  had  been  performed.  The  epidemic 
abated  as  abruptly  as  it  commenced.  The  fourth  death  was 
due  to  septic  peritonitis  in  a  case  of  complete  extirpation,  and 
was  undoubtedly  due  to  faulty  technique,  a  cause  which  is 
entirely  preventable. 

Pelvic  Inflammations. — The  indications  in  pelvic  inflamma- 
tions are  relative.  All  operators  are  having  patients,  whose 
uterine  appendages  they  have  removed  for  this  disease,  return 
only  slightly  or  not  at  all  better.     The  women  suffer  with  their 
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old  pains,  leucorrlieal  discharges,  and  hemorrhages.  In  two 
such  cases  the  writer  has  subsequently  removed  the  uteri  with 
complete  relief  of  all  the  symptoms.  In  two  other  cases  the 
uterus,  together  with  its  appendages,  has  been  removed  at  the 
first  operation,  with  a  perfectly  satisfactory  result.  In  no  case 
was  there  a  death. 

In  pelvic  inflammatory  disease  in  women  the  infection  has  first 
invaded  the  uterine  cavity.  In  very  many  cases  the  endome- 
trium remains  permanently  diseased  and  the  uterine  walls  have 
become  invaded  by  inflammatory  products,  even  with  pus.  In 
many  cases  of  pyosalpinx  the  tissue  is  so  diseased  that  the  liga- 
ture cuts  through  like  a  knife,  even  when  it  is  placed  well  up  on 
the  uterus.  It  is  no  more  to  be  expected  that  uterine  walls  dis- 
eased to  such  a  degree  will  regain  their  normal  condition  than 
to  expect  the  same  of  the  tubal  walls  under  like  circumstances. 
The  mortality  of  hysterectomy  under  these  circumstances  should 
be  no  greater  than  after  the  removal  of  the  appendages  alone. 
This  procedure  should  therefore  be  the  operation  of  choice  in 
all  cases  where  the  uterine  walls  are  infiltrated  with  pus  and 
the  uterus  materially  enlarged. 

Prolapsus  Uteri. — The  indications  are  relative.  All  cases  in 
which  the  usual  surgical  means  have  been  tried  and  failed 
sliould  be  subjected  to  hysterectomy  as  a  sure  means  of  cure. 
Women  who  are  suffering  from  old  complete  prolapse,  near,  at, 
or  past  the  time  of  change  of  life,  are  proper  subjects  for  this 
procedure.  Future  child-bearing  need  not  here  be  taken  into 
consideration.  The  only  questions  to  be  considered  are,  first, 
whether  or  not  the  usual  plastic  operations  give  promise  of  a 
cure ;  second,  the  mortality  of  the  operation.  As  to  the  first,  it 
is  well  known  to  all  operators  that  plastic  operations,  even  when 
accompanied  by  a  ventro-fixation,  at  times  fail.  As  to  the  mor- 
tality, the  uterus  has  been  removed  six  times  by  the  writer  by 
vaginal  hysterectomy  without  a  death,  and  with  complete  suc- 
cess in  each  instance.  Cases  which  are  particularly  applicable 
for  this  treatment  are  those  with  greatl}"  enlarged  and  hyper- 
trophied  uteri,  measuring  five  and  six  inches  in  depth,  accom- 
panied by  profuse  uterine  discharges  and  hemorrhages.  These 
uteri  are  not  infrequently  found  to  be  cancerous,  such  being  so 
in  the  case  of  two  of  the  six  reported.  The  operation  should 
always  be  followed  by  plastic  operations  on  the  anterior  and 
posterior  vaginal  walls  for  a  repair  of  the  relaxation  of  the 
vagina. 
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Inversio  Uteri. — The  operation  is  only  applicable  to  old,  chronic 
cases,  and  only  then  when  judicious  attempts  at  replacement 
by  taxis  and  elastic  pressure  have  failed.  Taxis  should  not  be 
tried  longer  than  half  an  hour,  with  the  patient  under  ether. 
If  at  the  end  of  this  time  there  is  no  sign  of  beginning  return, 
elastic  pressure  should  be  resorted  to  either  by  the  eolpeurynter 
or  Aveling's  repositor.  Should  these  fail  after  several  days' 
trial,  vaginal  hysterectomy  is  a  proper  and  safe  procedure.  One 
case  has  been  successfully  treated  in  this  manner  by  the  writer. 


Fig.  1.— Vagioal  hysterectomy  with  the  ligature.    First  step:  ligation  of  uterine  arteries. 

The  methods  of  performing  hysterectomy  are  abdominal,  va- 
ginal, and  the  combined  methods. 

Abdominal  hysterectomy  is  performed  by — 

1.  Supravaginal  amputation. 

{a)  Treatment    of   the    stump   by   tbe    extraperitoneal 

method. 
(Ij)  Dropping  the  stump. 

2.  Extirpation. 

Yaginal  hysterectomy  is  performed  by — 
1.  Clamp,  operation. 

{a)  Single  clamp. 

ih)  Multiple  clamps. 

3.  Ligature  operation. 
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A.11  cases  of  prolapse  a^nd  inversion  of  the  uterus,  all  malig- 
nant uteri  sufficiently  small,  and  very  small  fibroid  tumors  of 
the  uterus  are  proper  subjects  for  the  vaginal  operation. 

Fibroid  tumors,  excepting  the  very  small  ones,  large  malignant 
uteri,  and  all  cases  of  inflammatory  uteri  should  be  subjected  to 
the  abdominal  operation. 

The  combined  method  is  superfluous  and  more  dangerous 
than  either  of  the  other  two  alone. 

In  the  hands  of  the  writer  vaginal  hysterectomy  by  means  of 


Fig.  2.— Vaginal  hysterectomy  :;\-ith  the  Ugature.    Second  step. 

the  catgut  ligature  has  proven  the  safest  and  most  satisfactory 
of  the  vaginal  operations.  "With  the  clamps  there  were  four 
operations  with  two  deaths,  with  the  catgut  ligature  there  were 
twenty-seven  operations  with  one  death.  Where  the  operation 
is  performed  for  prolapse,  the  ligature  operation,  and  stitching 
the  stumps  in  the  opening  in  the  vaginal  fornix,  is  absolutely 
necessary  to  success.  The  broad  ligaments  are  thus  made  to 
act  as  guy  ropes  from  above  and  give  infinitely  better  support, 
with  less  chance  of  stretching,  than  would  be  the  case  if  ventro- 
fixation or  Alexander's  operation  had  been  relied  upon. 

When  the  abdominal  operation  is  performed  in  the  presence 
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of  malignant  disease  complete  extirpation  is  necessary.  In  all 
other  cases  the  supravaginal  amputation  is  preferable.  Extirpa- 
tion is  a  longer  and  somewhat  more  tedious  operation,  and  in 
addition  the  subsequent  condition  of  the  vagina  is  that  of  a  con- 
siderable shortening ;  the  advantages  of  this  procedure  over 
the  amputation  do  not  compensate  for  these  disadvantages.  The 
uterus  was  removed  by  complete  extirpation  five  times  with  one 
death. 


Fig.  3. — Vaginal  hysterectomy  with  the  ligature.    Third  step  :  the  fundus  inverted  into 
the  vagina,  and  the  final  ligatures  in  place. 

As  between  the  two  methods  of  treating  the  stump,  dropping 
it  back  into  the  pelvic  cavity  is  preferable  to  treating  it  by  the 
extraperitoneal  method.  The  mortality  is  much  the  same,  but 
other  considerations  all  turn  the  balance  in  favor  of  the  intra- 
pelvic  method.  The  extraperitoneal  method  is  not  applicable 
to  intraligamentary  growths.  Twenty-eight  operations  were 
performed  and  the  stump  treated  extraperitoneally  ;    of  these 
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two  died.  Thirteen  cases  were  operated  npon  and  the  stump 
allowed  to  retract  back  into  the  pelvis  ;  of  these  patients  one  died. 

The  supravaginal  amputation  accomplishes  all  that  extir23a- 
tiondoes;  is  applicable,  with  the  exception  of  malignant  uteri, 
to  all  conditions  and  diseases ;  is  less  difficult  and  tedious  of  per- 
formance ;  has  less  danger  of  septic  infection,  due  to  the  smaller 
opening  of  the  cervical  canal  than  of  the  vagina  ;  and,  finally 
has  less  mortality.  After  the  ovarian  and  uterine  arteries  are 
ligated  and  the  uterus  amputated,  the  cervical  canal  should  be 
cauterized  by  means  of  the  Faquelin  cautery,  closed  by  catgut 
or  tine  silk  sutures,  and  the  edges  of  the  cut  peritoneum  closed 
over  the  stump. 

Hysterectomy  is  a  difficult   operation,  however  performed, 


Fig.   4.— Vaginal   hysterectomy  with  the  ligature.    Final  step  :   uterus  removed  and 
stumps  drawn  down  into  the  vagina;  sutures  in  place  ready  for  closing  the  vaginal  opening. 

and  should  never  be  undertaken  by  an  incompetent  operator. 
The  mortality  following  the  operation  when  properly  per- 
formed should  to-day  be  much  less  than  is  indicated  by  seven 
deaths  in  seventy-seven  operations.  It  must  be  borne  in  mind 
that  this  mortalitv  includes  the  accidents  incident  to  o^ainine: 
the  requisite  experience  in  manipulation,  as  well  as  those  neces- 
sary to  perfecting  the  technique. 

The  convalescence  following  hysterectomy  is,  in  the  majority 
of  cases,  as  easy  and  uninterrupted  as  that  following  ovariotomy. 
A  few  more  years  will  see  the  field  of  applicability  of  this  operation 
greatly  widened,  the  more  so  as  the  mortality  decreases.  The 
uterus  is  a  useless  organ  in  all  cases  where  the  ovaries  or  Fallo- 
pian tubes  have  been  removed,  and  is  only  too  frequently  a  source 
of  discomfort,  invalidism,  and  death. 
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The  technique  of  vaginal  and  tlie  two  varieties  of  abdominal 
livsterectomy — complete  extirpation,  and  the  intrapelvic  treat- 
ment of  the  stump  after  supravaginal  amputation — have  many 
points  in  common.  In  each  operation  the  important  point  is  to 
secure  in  separate  ligatures  the  two  ovarian  and  two  uterine 
arteries ;  evervthing  else  is  subordinate  to  this.  Rigid  anti- 
sepsis is  absolutely  necessary. 

Vaginal  Hysterectomy. — The  patient  being  placed  in  the  dor- 
sal position,  the  perineum  is  well  retracted  with  a  Sims  specu- 
lum. The  cervix  uteri  is  grasped  with  a  pair  of  tenaculum  forceps 
and  drawn  down.  The  vagina  about  the  posterior  portion  of 
the  cervix,  from  broad  ligament  to  broad  ligament,  is  cut  loose 


Fig.  5.— Supravaginal  amputation  of  the  uterus.     First  step  :  ovarian  arteries  ligated. 

with  a  few  strokes  of  a  knife,  and  its  peritoneal  and  mucous 
coats  quickly  whipped  together  by  a  continuous  suture,  to  pre- 
vent bleeding.  The  vaginal  mucous  membrane  is  now  incised 
OQ  the  anterior  aspect  of  the  cervix,  from  broad  ligament  to 
broad  ligament,  well  below  the  attachment  of  the  bladder.  The 
connective-tissue  attachments  of  the  bladder  to  the  cervix  are 
loosened  by  forcing  the  finger  between  them  and  the  uterus  un- 
til the  peritoneum  is  reached.  This  membrane  is  quickly  jjene- 
trated  by  forcing  a  pair  of  blunt  hemostatic  forceps  through  it 
into  the  peritoneah  cavity,  and  withdrawing  them  after  havmg 
fii'st  widely  separated  the  blades.  Where  it  is  possible  the 
mucosa  and  serosa  are  stitched  together,  as  was  done  posteriorly. 
The  uterus  is  now  entirely  free  from  all  its  attachments  except- 
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ing  the  broad  ligaments.  A  succession  of  ligatures  are  placed 
upon  these  on  each  side,  beginning  from  below  and  cutting  the 
uterus  free  from  the  ligaments  as  each  successive  ligature  is 
placed  and  tied.  Three  ligatures  usually  suffice  for  each  broad 
ligament.  The  first  one  secures  the  uterine  artery  ;  the  second 
includes  the  balance  of  the  ligament  up  to  the  ovarian  artery, 
which,  after  being  tied  and  cut  away,  frees  the  womb  sufficiently 
to  allow  of  inverting  the  fundus  into  the  vagina ;  it  is  thus  a 
simple  matter  to  place  the  final  ligature,  which,  on  each  side,  in- 
cludes the  ovarian  artery.  The  ligature  should  be  placed  on  the 
outer  side  of  ovary  and  Fallopian  tube,  so  as  to  allow  of  cutting 


Fig.  6.— Supravaginal  amputation  of  the  uterus.    Second  step  :  ovarian  and  uterine  arte- 
ries ligated  and  uterus  amputated. 

between  them  and  the  pelvic  wall;  in  this  manner  both  tubes 
and  ovaries  are  removed  with  the  womb.  The  uterus  being 
removed,  the  three  stumps  on  both  sides  should  be  drawn  well 
down  into  the  vagina  and  the  vaginal  opening  closed  about 
them,  the  sutures  being  so  placed  as  to  pass  through  the  stumps, 
thus  fixing  them  in  their  drawn-down  position.  When  the  ope- 
ration is  finished,  nothing  is  seen  in  the  vagina  but  the  protrud- 
ing stumps.  The  vaginal  canal  is  douched  witli  mercurial  solu- 
tion, well  dried,  and  lightly  packed  with  iodoform  gauze,  which 
is  to  be  removed  in  the  course  of  a  few  days.  Catgut  ligatures 
are  used  throughout. 
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Supravaginal  Amputation,  loith  Intrapelvic  Treatment  of  the 
Stump. — The  abdomen  is  opened  in  the  median  line,  the  patient 
being  in  Trendelenburg's  position,  with  the  intestines  well  back 
in  the  abdomen  and  the  pelvis  empty.  A  ligature  is  placed  on 
each  side  of  the  uterus,  close  to  the  pelvic  wall,  including  as 
much  of  the  broad  ligament  as  possible;  a  ligature  to  tempo- 
rarily prevent  bleeding  from  the  uterus  is  placed  close  to  that 
organ.  After  cutting  between  these  ligatures  and  drawing  the 
womb  up,  a  second  ligature  is  placed,  if  necessary,  on  each 
side,  so  as  to  include  any  remaining  broad-ligament  tissue,  to 


Fig.  7.— Supravaginal  amputation  of  the  uterus, 
sutures. 


Closure  of  the  cervical  canal  with 


the  level  of  the  pelvic  floor.  These  attachments  are  also 
severed.  The  uterus  being  well  drawn  up,  the  uterine  artery 
on  either  side  is  located  by  the  linger  and  a  ligature  placed 
under  it  close  to  the  uterus.  After  securing  this  vessel  on  both 
sides  the  uterus  is  removed  as  low  down  on  the  neck  as  possible, 
the  amputation  being  made  wedge-shaped.  As  soon  as  this  is 
accomplished  the  cervical  canal  is  cleaned  with  the  knife  or  a 
Paquelin  cautery,  and  the  cut  surfaces  of  the  neck  are  brought 
together  by  several  sutures.  The  peritoneal  edges  are  now 
whipped  together  by  a  running  suture  from  side  to  side  of  the 
pelvis,  burying  under  it  the  cervix  and  all  the  stumps  but  the 
ones  including  the  ovarian  arteries.     Even  these  may  be  cov- 
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ered  by  doubling  the  loose  peritODeum  over  them  from  side  to 
side  by  the  aid  of  a  few  sutures,  thus  completely  covering  up 
all  raw  surfaces. 

Complete  Extirpation. — The  steps  of  this  operation  are  the 
same  as  the  preceding  up  to  the  point  of  amputation  of  the  ute- 
rus. Instead  of  this  procedure  the  attachments  about  the  cer- 
vix are  freed  and  the  uterus  removed  entire.  The  peritoneal 
reflection  between  the  uterus  and  bladder  is  incised  from  side 
to  side,  and  the  bladder  connective-tissue  attachments  gently 
sundered  with  the  fino-er  or  the  handle  of  the  knife.  The  va- 
ginal  sheath,  being  reached,  is  opened,  and  with  a  finger  in  the 


Fig.  8.— Supravaginal  amputation  of  the^uterus.    Suture  of  the  peritoneum  over  the 
cervix  and  stumps. 

vagina  it  is  no  very  difficult  matter  to  free  the  attachments 
from  the  complete  circumference  of  the  cervix.  This  being  ac- 
complished, the  edges  of  the  vagina  are  brought  together  by  a 
continuous  suture.  Thus  any  danger  of  infection  getting  into 
the  raw  surfaces  from  tliat  canal  is  obviated.  The  peritoneal 
edges  are  sutured  in  a  similar  manner  as  in  the  preceding  ope- 
ration, all  the  stumps  but  the  topmost  ones  being  turned  into  the 
space  between  the  vagina  and  peritoneum.  Silk  is  used  for  the 
ligatures  on  the  arteries,  catgut  for  all  suturing. 

Drainage  in  any  of  these  three  operations  is  superfluous. 
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THE  TECHNIQUE  OF  TOTAL  EXTIRPATION  OF  THE 
FIBROMATOUS  UTERUS." 


GEORGE  M.  EDEBOHLS,  A.M.,  3I.D., 

Professor  of  Diseases  of  Womeu  at  the  New  York  Post-Graduate  School  and  Hospital; 

Gynecologist  to  St.  Francis'  Hospital,  New  York. 


The  minority  of  all  cases  of  fibroma  or  myoma  of  the  uterus 
calls  for  any  treatment,  either  medical  or  surgical. 

"When  treatment  is  called  for  the  author  believes  surgery  is 
invariably  to  be  preferred  to  any  and  every  other  method  of 
therapensis.  This  statement,  of  course,  is  based  on  the  assump- 
tion that  whatever  method  of  treatment,  medical  or  surgical,  be 
decided  upon  will  be  carried  out  by  those  most  competent  in 
that  special  method. 

Small  submucous  fibromata  that  can  be  safely  removed 
through  the  cervix  and  vagina  are  best  dealt  with  in  that  way, 
provided  that  the  entire  disease  can  be  thus  eradicated.  This 
latter  proviso  will  obtain,  however,  in  only  very  exceptional  in- 
stances as  compared  with  the  total  number  of  fibromata  demand- 
ing operative  interference. 

Salpingo-oophorectomy,  celio-myomectomy,  and  celio-hyste- 
rectomy  are  the  other  surgical  resources,  in  the  rising  scale,  at 
our  command.  Each  has  its  proper  indications  and  place.  To 
enter  upon  a  discussion  of  these  indications  is  not  the  purpose 
of  this  paper.  In  relation  to  the  two  former — removal  of  the 
ovaries  and  tubes,  and  enucleation  of  the  tumor  or  tumors  with 
added  salpingo-oophorectomy — the  author  merely  wishes  to  state 
that  his  results  obtained  from  these  methods  have  been  sufli- 
ciently  satisfactory  to  warrant  him  in  the  continuance  of  their 
employment  in  properly  selected  cases  of  fibroma  and  myoma  of 
the  uterus. 

"When  hysterectomy  is  the  only  alternative  left,  total  extirpa- 
tion of  the  uterus  has  always  appealed  with  stronger  force  to 
the  writer's  ideas  of  surgery  than  amputation  through  the  cer- 

"  '  Read  before  the  Section  on  Gynecology  and  Abdominal  Surgery,  Pan- 
American  Medical  Congress,  Washington,  September  7th,  1893. 
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vix,  no  matter  which  of  the  many  methods  now  in  vogue  of 
disposal  of  the  resultant  stump,  either  extra-  or  intraperitoneal, 
be  resorted  to.  So  strongly  has  this  conviction  swayed  the 
author's  practice  that  he  has  absolutely  no  experience  with  the 
treatment  of  the  stump  in  abdominal  hysterectomy,  all  of  his 
cases  of  hysterectomy  having  ended  in  total  extirpation  of  the 
uterus. 

Just  here  I  may  be  permitted  to  allude  to  the  misuse  of  the 
term  hysterectomy — an  abuse  sanctioned  by  long  usage. 

Hysterectomy  means  literally  cutting  out  the  uterus,  and 
there  is  nothing  in  the  term  which  would  justify  a  rational  ap- 
plication of  it  to  supravaginal  amputation.  The  term  hysterec- 
tomy having  been  thus  (mis)appropriated  to  denote  supra- 
vaginal amputation,  I  have  been  in  the  habit,  for  some  years 
past,  of  using  the  tautological  term  "  panhysterectomy  "  when 
speaking  of  total  extirpation  of  the  uterus.  While  this  expedi- 
ent was  perhaps  excusable  in  view  of  the  circumstances  and  in 
the  transition  period  of  the  development  of  the  subject,  the 
time  has  now  arrived  when,  in  the  interests  of  clearness  and  a 
correct  nomenclature,  the  term  hysterectomy  should  be  reserved 
to  apply  to  total  extirpation  of  the  uterus  ;  celio-hysterectomy 
and  colpohysterectomy  to  denote  respectively  extirpation  via 
the  abdomen  or  via  the  vagina. 

The  author  is  convinced  that  the  adherents  of  hysterectomy, 
as  compared  with  supravaginal  amputation,  would  increase  in 
number  were  it  not  that  total  extirpation  is  generally  regarded 
as  the  more  dangerous  operation.  That  it  is  not  more  danger- 
ous, and  quite  possibly  even  less  dangerous,  in  competent  hands, 
larger  statistics  may,  from  present  indications,  soon  be  expected 
to  show.  That  total  extirpation  is  a  more  difficult  operation 
the  writer  also  believes  to  be  an  opinion  based  upon  prejudice 
and  want  of  familiarity  with  the  procedure.  The  main  object 
of  this  communication  is  to  detail  a  technique  of  total  extirpa- 
tion of  the  fibromatous  uterus  which,  albeit  in  a  limited  experi- 
ence, has  proven  entirely  satisfactory  to  the  writer,  and  without 
further  delay  I  will  address  myself  to  my  subject. 

The  patient  is  placed  in  the  lithotomy  position  and  the  vagina 
thoroughly  disinfected  in  the  usual  way.  The  cavity  of  the 
uterus  is  disinfected,  as  far  as  possible  in  each  individual  case, 
by  means  of  superficial  curettage  and  irrigation  with  1  :  2000 
sublimate  solution.     The  uterine  cavity  is  packed  moderately 
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with  antiseptic  ganze,  usually  1 :  1000  sublimate.  The  vagina 
is  next  packed  tightly  with  1 :  1000  sublimate  gauze  and  the 
patient  changed  to  the  Trendelenburg  posture.  The  abdomen 
is  opened  above  the  pubis  by  an  incision  just  large  enough  to 
permit  the  delivery  of  the  entire  tumor. 

If  the  ovaries  and  tubes  are  found  healthy,  or  at  least  not 
containing  pathological  secretions  the  escape  of  which  would 
threaten  infection  of  the  peritoneum,  and  the  uterine  tumor  not 
too  large,  extending  but  little,  if  any,  above  the  umbilicus,  and 
not  weighing  above  four  kilogrammes,  the  entire  uterus,  with 
the  tumor  or  tumors,  tubes  and  ovaries,  is  removed  in  one  piece 
after  the  following  method  : 

The  tumor  is  delivered  through  the  abdominal  incision  and 
pulled  as  far  as  possible  out  of  the  pelvis.  A  transverse  inci- 
sion is  made  through  the  peritoneum  covering  the  anterior  sur- 
face of  the  uterus  from  one  broad  ligament  across  to  the  other. 
This  incision  runs  about  three  centimetres  above  and  parallel  to 
the  reflection  of  the  peritoneum  from  the  uterus  on  to  the  blad- 
der. The  point  of  reflection  is  plainly  indicated  by  a  white, 
fibrous-looking  transverse  line.  A  similar  transverse  incision  is 
carried  through  the  peritoneum  on  the  posterior  surface  of  the 
uterus.  The  two  peritoneal  flaps  thus  marked  out  should  be 
large  enough  to  easily  cover  the  defect  in  the  pelvic  floor  left 
after  removal  of  the  uterus. 

The  peritoneal  flaps  are  next  stripped  from  the  surface  of  the 
uterus.  In  doing  this  the  bladder  and  ureters  are  carried  for- 
ward with  the  anterior  flap  well  out  of  the  way  of  harm  during 
the  further  steps  of  the  operation. 

The  next  step  is  the  ligation  of  the  uterine  artery  on  either 
side.  The  arteries  are  secured  by  a  subperitoneal  mass  ligature 
of  stout  catgut,  carried  well  down  to,  but  not  into,  the  vagina. 
The  distention  of  the  vagina  by  the  gauze  packing  makes  this 
an  easy  matter,  a  point  for  counter-pressure  being  afforded  by 
the  gauze.  In  passing  the  ligatures  in  this,  as  well  as  in  all 
other  operations  upon  the  broad  ligaments,  I  prefer  the  excel- 
lent and  most  convenient  ligature  carrier  devised  by  Dr. 
Clement  Cleveland  to  all  other  instruments. 

The  broad  ligaments  are  tied  off  by  two  further  catgut  liga- 
tures on  either  side,  one  embracing  the  round  ligament  and  the 
other  the  infundibulo-pelvic  ligament  and  spermatic  artery. 
The  cutting-out  of  the  uterus,  tumor,  and  appendages  in  one 
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piece  between  the  ligatures  is  now  an  easj  and  bloodless  pro- 
cedure. If  the  mass  ligature  of  the  uterine  arteries  has  been 
correctly  applied  no  bleeding  will  result,  even  from  the  divided 
vaginal  arteries.  The  six  ligatures  are  cut  short  and  the  knots 
turned  downward  toward  the  vagina  in  the  next  step  of  the 
operation — the  closing  of  the  gap  in  the  pelvic  floor. 

This  is  effected  by  uniting  the  anterior  and  posterior  peri- 
toneal flaps  by  a  transverse,  running  Lembert  suture  of  catgut 
extending  from  the  stump  of  one  inf undibnlo-pelvic  ligament 
across  to  that  of  the  other,  securely  shutting  off  the  peritoneal 
cavity  from  the  vagina. 

The  peritoneum  is  dry-cleansed  with  sterilized  gauze,  tlie  ab- 
dominal wound  closed  without  drainage,  and  the  patient  re- 
turned to  the  lithotomy  position.  The  gauze  packing  is  re- 
moved from  the  vagina  and  replaced  by  a  loose  dressing  of 
gauze  applied  in  such  a  manner  as  to  drain  the  supravaginal 
subperitoneal  space.     The  patient  is  now  ready  for  bed. 

Modifications  of  the  above  plan  are  called  for  by  certain  con- 
ditions. Thus,  if  the  ovaries  or  tubes  present  evidences  or  sus- 
picion of  containing  infectious  material,  they  should  be  tied  off 
and  removed  the  first  thing  after  opening  the  abdomen.  If  the 
tumor  extend  above  the  umbilicus,  weighing  more  than  about 
four  kilogrammes,  pass  a  rubber  ligature  around  the  cervical 
part,  after  stripping  back  the  peritoneal  flaps,  amputate  the 
bulk  of  the  tumor,  cauterize  the  cervical  canal  with  the  Paque- 
lin  or  a  tablet  of  corrosive  sublimate,  and  remove  the  cervix  in 
the  manner  described  above.  If  multiple  or  intraligamentous 
fibromata  fill  the  pelvis,  make  room  by  enucleating  the  fibroma 
or  fibromata  most  in  the  way,  and  proceed  as  above. 

The  technique  of  total  extirpation  of  the  uterus  above  advo- 
cated is  believed  to  possess  the  following  advantages  : 

1.  The  danger  of  infection  from  the  uterus  or  vagina  is  en- 
tirely avoided,  or  at  least  minimized.  The  cleansing  of  the  va- 
gina and  uterus,  and  packing  the  latter  with  gauze,  is  a  measure 
of  precaution  against  infection  which  I  take  previous  to  all 
celiotomies,  for  whatever  cause,  in  which  there  is  a  possibility 
that  the  uterine  cavity  may  be  opened  from  the  abdominal  side 
during  the  operation.  In  operating  for  the  removal  of  fibro- 
mata the  uterine  cavity  may  be  opened  in  the  enucleation  of  a 
tumor  or  in  amputation  of  the  bulk  of  the  tumor,  and  it  may 
39 
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make  the  difference  between  life  and  death  to  find  it  in  an 
aseptic  condition. 

2.  The  uterine  arteries  are  secured  with  ease  and  certainty. 
The  distention  of  the  vagina  by  the  gauze  packing  enables  us  to 
carry  the  mass  ligature  well  down  to  the  vagina  and  to  include 
the  suj^ply  to  the  upper  end  of  the  vagina  as  well,  so  that  there 
will  be  no  bleeding  of  the  vaginal  arteries  after  cnttinof  out  the 
uterus. 

3.  The  operation  is  practically  bloodless.  "With  the  exception 
of  the  incision  through  the  peritoneum  fore  and  aft,  no  part  is 
divided  until  its  blood  supply  has  been  secured. 

4.  The  danger  of  wounding  the  bladder  or  ureters  is  reduced 
to  a  minimum.  These  organs  are  lifted  with  the  anterior  peri- 
toneal flap  well  out  of  the  field  of  operation. 

5.  The  closure  of  the  paritoneum  is  as  perfect  as  it  can  be 
made,  its  status  quo  ante  is  restored,  and  no  foreign  body  is  left 
in  its  cavity. 

C.  The  after-treatment  required  is  practically  nil.  My  pa- 
tients have  generally  left  bed  at  the  end  of  two,  and  hospital  at 
the  end  of  three,  weeks. 

Tlie  author  has  perforined  total  extirpation  of  the  uterus  for 
fibromata  but  six  times,  the  last  four  cases  being  operated  upon 
after  the  above-described  method.  All  of  the  six  patients  re- 
covered from  the  operation,  though  one  died  a  sudden  death 
some  time  afterward  as  a  result  of  degenerative  changes  of  the 
muscles  of  the  heart  antedating  operation.  The  time  required 
for  the  first  of,  the  four  operations  performed  as  described 
in  this  paper  was  one  and  a  half  hours.  The  last  three  were 
performed  in  or  within  an  hour,  the  time  being  reckoned  from 
the  beginning  of  disinfection  of  the  vaginal  tract  until  the  pa- 
tient was  ready  for  bed,  and  including  the  curettage  of  the  ute- 
rus, the  cleansing  of  the  abdominal  walls,  and  two  changes  of 
position,  from  the  lithotomy  to  the  Trendelenburg  and  back. 
None  of  the  tumors,  however,  was  exceptionally  large.  They 
varied  from  fifteen  to  twenty-four  centimetres  in  average  dia- 
meter, and  between  three  and  a  half  and  five  and  a  quarter 
pounds  in  weight.  The  smallest  reached  to  within  three  centi- 
metres of  the  umbilicus,  and  the  largest  extended  to  some  five 
centimetres  above  the  navel. 

It  is  with  extreme  difiidence  I  present  this  paper,  based,  as  it 
is,  upon  such  a  limited  experience,  before  such  a  body  of  repre- 
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sentative  men,  many  of  whom  number  operations  of  this  cliar- 
acter  by  the  score.     It  is  in  the  hope  of  eliciting  a  discussion, 
from  which  we  may  all  derive  benefit,  that  it  is  hazarded. 
198  Second  avenue,  New  York. 
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The  removal  of  the  uterus  through  the  vagina  for  malignant 
disease  was  the  subject  of  earnest  discussion  in  the  International 
Congress  held  in  this  city  in  1887.  It  had  its  earnest  advocates 
and  its  equally  determined  opponents.  Its  probably  large  mor- 
tality was  condemned,  its  efficacy  questioned.  To-day  it  is  one 
of  the  accepted  operations  of  surgery.  Without  question  there 
are  now  but  few  who  would  prefer,  in  any  case,  to  temporize  by 
partial  measures,  such  as  amputation  of  the  cervix,  high  or  low, 
when  we  can  remove  the  entire  organ  in  which  the  disease  has 
had  its  nidus,  with  as  slight  a  mortality  as  attends  the  excision 
of  the  uterus. 

Arguments  in  advocacy  of  the  greater  safety  by  the  removal 
of  a  portion  of  the  organ  avail  nothing  if  it  can  be  shown  that 
the  entire  organ  can  be  excised  with  a  very  small  mortality.  It 
must  be  apparent  to  the  most  prejudiced  mind  that  there  is  more 
hope  for  the  future  escape  of  the  patient  through  extirpation 
than  in  the  removal  of  the  cervix. 

In  some  of  my  own  cases  there  was  disease  of  both  body  and 
cervix,  apparently  independent  of  each  other.  The  amputation 
of  the  cervix  could  have  been  made  in  healthy  tissue,  and  still 
have  left  more  marked  disease  in  the  cavity  of  the  uterus,  which 
would  have  been  accepted  as  a  relapse  had  the  latter  procedure 
been  chosen. 

Indications. — In  selecting    suitable  cases  for  this  operation 

'  Read  before  the  Section  on  Gynecology  and  Abdominal  Surgery  of  the 
Pan-American  Medical  Congress. 
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there  should  be  no  question  as  to  its  advisabihty  whenever  the 
disease  is  limited  to  the  uterus,  whether  cervix,  canal,  or  body 
be  the  seat  of  its  development.  As  has  been  frequently  recog- 
nized, the  disease  progresses  to  a  greater  degree  in  the  mucous 
membrane  in  w^hich  it  originates,  and  it  is  difficult,  from  micro- 
scopical appearances,  to  determine  when  it  has  passed  beyond 
the  line  at  which  the  amputation  can  be  conveniently  made. 

That  the  disease  is  confined  to  the  uterus  is  determined  by  the 
mobility  of  the  organ  upon  vaginal  and  rectal  examination,  the 
absence  of  any  extension  of  the  disease  upon  the  anterior  or  pos- 
terior walls  of  the  vagina,  and  failure  to  discover  by  rectal  touch 
the  presence  of  infiltrate  or  nodular  projections  in  the  posterior 
surfaces  of  the  broad  ligaments. 

Not  every  case  of  fixation  of  the  uterus  or  apparent  peritoneal 
infiltration  should  be  considered  a  contra-indication  to  operation, 
as  it  may  have  been  caused  by  previous  inflammation  rather 
than  by  malignant  disease.  The  history  will  often  afl:'ord  us 
light  as  to  its  true  character,  for  in  malignant  infiltration  the 
smooth  surface  is  absent  and  supplanted  by  nodules  or  tubercles  ; 
the  mucous  surfaces  of  vagina  and  rectum  over  the  infected 
parts  are  fixed,  immovable,  and  indurated.  In  inflammatory  at- 
tacks the  mucous  membrane  may  be  displaced  and  stretched, 
but  is  never  infiltrated.  The  excision  of  the  uterus  need  not  be 
confined  to  malignant  disease.  It  has  been  in  late  years  prac- 
tised and  warmly  advocated  by  manj'  French  operators  in  in- 
flammatory diseases  of  the  pelvis,  to  supplement  the  removal  of 
the  appendages.  The  wisdom  of  such  a  procedure  is  still  suh 
judice.  It  may  well  be  advocated  in  some  forms  of  small  fibroid 
where  free  and  persistent  hemorrhage  is  the  rule  ;  also  in  pro- 
lapse of  the  uterus  of  marked  degree,  with  ulceration  of  the 
neck,  where  amputation  must  result  in  cicatricial  contraction 
and  in  acquired  stenosis  of  the  cervix,  or  where  the  greater  part 
of  the  canal  has  become  occluded  through  injuries  of  parturi- 
tion. The  operation  is  contra-indicated  wherever  the  disease  has 
extended  beyond  the  limits  of  the  uterus,  involving  structures 
that  cannot  be  safely  or  effectually  removed,  whether  upon  the 
vagina,  through  the  broad  ligaments,  or  into  the  lymphatic 
glands  of  the  pelvis. 

It  is  sometimes  exceedingly  difficult  to  determine  when  the 
line  has  been  reached  beyond  which  it  is  unwise  to  operate.  A 
patient  came  under  my  observation  in  September,  1892,  whose 
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cervix  was  destroyed  flusli  with,  or  even  above,  tlie  level  of  the 
vagina,  and  in  removing  the  organ  an  apparently  diseased  lym- 
phatic as  large  as  a  hickorynut  was  enucleated  from  one  side  of 
the  uterus.  But  little  hope  was  entertained  of  immunity  from 
a  relapse,  but  she  is  now,  nine  months  later,  in  better  health 
than  she  has  had  for  many  years,  with  apparently  no  indication 
of  a  return  of  the  disease. 

TThen  the  uterus  is  movable,  and  the  broad  ligaments  are  not 
infiltrated  to  such  a  degree  as  to  render  them  incapable  of  with- 
standing the  pressure  of  a  ligature  or  a  clamp,  it  would  seem 
wise  to  select  the  operation  of  extirpation.  The  specialist,  un- 
fortunately, finds  the  progress  of  the  disease  so  marked  when 
the  patient  first  comes  under  observation  that  the  period  for  a 
hopeful  operation  has  passed,  and  he  is  confronted  with  a  condi- 
tion for  which  but  little  more  than  palliation  can  be  expected. 
This  delay  is  often  occasioned  by  disinclination  upon  the  part  of 
the  patient  to  submit  to  physical  examination  ;  she  acts  upon 
the  counsel  of  her  elder  female  acquaintances,  who  assure  her 
that  her  symptoms  are  premonitory  to  the  coming  change  of 
life,  and  the  woman  patiently  bears  her  loss  from  blood  and 
watery  discharge  until  it  becomes  painfully  evident  that  the 
promised  change  will  be  a  translation  to  another  sphere.  Less 
frequently  than  formerly,  yet  too  often,  her  medical  adviser, 
without  even  the  semblance  of  an  examination,  prescriljes  ergot 
or  an  astringent  and  assures  her  that  the  menopause  will  make 
all  right. 

It  should  be  remembered  that  while  the  period  of  the  climac- 
teric and  later  years  predispose  to  the  development  of  malignant 
disease,  it  is  by  no  means  limited  to  it,  but  has  been  found  in 
women  as  young  as  20. 

In  the  twenty-one  cases  upon  which  this  paper  is  based,  five, 
all  with  undoubted  epithelioma  of  the  cervix,  were  under  40 
years  of  age.  The  symptoms  which  should  lead  the  physician 
to  snspect  serious  disease,  and  which  should  lead  him  to  demand 
a  physical  examination  as  the  price  of  his  continued  attendance, 
are  hemorrhage,  pain,  and  a  thin,  watery  discharge — hemor- 
rhage in  the  form  of  an  increased  flow  at  the  menstrual  periods 
or  excited  in  the  intervals  by  exercise,  straining,  or  coition.  In 
women  in  whom  the  menopause  has  occurred  it  may  be  in  the 
form  of  a  slight  flow  occurring  occasionally,  which  leads  her  to 
believe  that  the  menses  are  returning: ;  or  there  mav  be  a  smart 
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hemoiTliage,  and  nothing  more  occurs  for  sev^eral  months,  when 
another  takes  place.  Hemorrhage  or  irregular  bleeding  is  gene- 
rally the  first  symptom,  though  it  may  be  preceded  by  either 
pain  or  leucorrhea,  more  frequently  the  latter.  This  discharge 
is  thin,  having  the  consistence  of  water,  and  emits  an  exceed- 
ingly offensive  odor  similar  to  that  of  decaying  or  putrid  flesh. 
It  may  be  quite  free  or  slight  in  character ;  while  generally  a 
turbid  or  milky  fluid,  it  may  frequently  be  stained  with  blood. 

Pain  is  intermittent,  more  frequently  occurring  in  the  after- 
part  of  the  day  and  at  night.  It  may  radiate  from  the  uterus 
into  the  sacrum  and  down  the  limbs,  or  be  recognized  as  an 
intense  grinding  pain  in  the  uterus  or  the  sacrum.  As  the  dis- 
ease progresses  the  pain  becomes  more  intense  and  persistent, 
until  it  is  absolutely  "unendurable  unless  modified  by  anodynes. 
"While  pain  is  the  symptom  most  dreaded,  it  is  the  one  most 
frequently  absent.  Patients  not  infrequently  go  to  the  last 
stages  of  the  disease  without  any  suffering,  and  it  is  sometimes 
diflicult  to  convince  physician  and  patient  of  the  gravity  of  the 
condition,  on  account  of  its  absence. 

The  existence  of  any  of  these  symptoms  should  awaken  the 
physician  to  the  importance  of  a  careful  examination.  No  pa- 
tient should  be  permitted  to  go  unadvised  of  the  possible 
gravity  of  her  state  when  she  declines  an  examination.  The 
disease  will  usually  be  found  affecting  one  or  other  lip  of  the 
cervical  canal.  Where  extensive  it  results  in  marked  infiltra- 
tion, cauliflower  growths,  or  ulceration.  There  should  be  no  dif- 
ficulty in  arriving  at  a  diagnosis.  If  in  doubt  a  section  may  be 
removed  and  subjected  to  microscopic  investigation.  If  the 
cervix  presents  no  indication  of  disease,  and  careful  examination 
of  the  pelvis  fails  to  reveal  any  cause  for  the  symptoms,  the 
uterine  canal  should  be  dilated  and  the  cavity  explored  with 
the  curette  or  finger. 

In  malignant  disease  there  will  generally  be  found  a  mass  of 
broken-down  tissue  situated  upon  a  more  or  less  indurated  base. 
The  examination,  unless  carefully  done,  will  be  provocative  of 
severe  hemorrhage. 

Preparation. — When  the  operation  has  been  decided  upon  it 
is  advisable  to  delay  it  as  short  a  time  as  is  consistent  with  a 
proper  preparation.  The  suspected  character  of  the  disease  and 
the  dread  of  the  operation  are  urgent  reasons  against  unneces- 
sary delay.     The  patient  should  be  put  to  bed,  be  given  a  free 
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purgative,  subjected  to  antiseptic  vaginal  douches,  and,  several 
davs  before  the  operation,  the  vagina  should  be  carefully  cleansed 
with  a  solution  of  creolin  and  tincture  of  green  soap,  then  the 
diseased  tissue  carefully  cut  away  with  sharp  curette  and  scis- 
sors, the  cavity  and  vagina  irrigated  with  a  hot  sublimate 
douche  1 :  2000,  dried,  and  packed  with  iodoform  gauze.  Later 
this  packing  should  be  removed,  the  vagina  cleansed  and  re- 
packed. The  latter  packing  may  remain  until  the  time  of  ope- 
ration, when  it  should  be  removed  and  the  cavity  and  external 
surfaces  carefully  cleansed  with  the  creolin  and  soap  solution 
and  finally  irrigated  with  hot  sterilized  water.  The  external 
surfaces  should  have  been  previously  shaved. 

Operation. — Tlie  patient  is  anesthetized,  placed  in  the  lith- 
otomy position  upon  a  suitable  taljle,  and  the  uterus  exposed  by 
an  Edebohls  speculum  or  laterally  l)y  retractors.  It  is  seized 
preferably  with  a  three-  or  four-pronged  volsella,  as  the  latter 
will  afford  opportunity  to  catch  more  tissue  and  give  a  more 
secure  grasp  than  can  be  exercised  with  the  more  common  two- 
pronged  instrument.  The  uterus  is  drawn  down,  and  with  the 
knife  the  vaginal  mucous  membrane  is  cut  through,  encircling 
the  cervix  as  far  away  from  the  affected  tissues  as  is  consistent 
with  the  safety  of  the  ureters  and  the  bladder.  The  tissues  are 
pushed  off  from  the  anterior  surface  until  the  vesico-uterine 
fold  of  the  peritoneum  is  reached,  and  posteriorly,  also,  to  the 
peritoneum.  Laterally  the  tissues  are  pushed  back.  The  more 
thoroughly  this  is  done  the  less  likely  will  the  ureters  be  injured 
or  compressed.  The  surfaces  are  irrigated  with  hot  water,  dried, 
and  the  peritoneum  opened  in  the  retro-uterine  pouch.  A  sponge 
with  a  tape  or  string  attached  is  passed  into  the  cavity  to  keep 
the  intestines  back  and  prevent  their  being  soiled.  The  antericr 
peritoneal  fold  is  opened  ;  the  finger  introduced  behind  the 
uterus  and  carried  over  the  left  broad  ligament  as  a  guide  ;  tlie 
female  blade  of  the  modified  Greig  Smith  clamp  is  carried 
upward,  and,  by  depressing  the  external  end,  the  upper  is  made 
to  appear  above  the  ligament.  The  other  blade  is  projected 
into  this  from  in  front  of  the  ligament,  and  the  clamp  locked 
and  firmly  screwed  down.  The  ligament  is  divided  between  the 
clamp  and  the  uterus.  If  the  uterus  is  large  and  a  little  diffi- 
cult to  get  around,  it  may  be  delivered  and  the  other  clamp  ap- 
plied externally,  exercising  the  precaution  to  make  sure  before 
locking  it  that  its  upper  extremity  can  be  returned  to  the  pelvis 
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without  impinging  against  the  bladder.  After  it  is  firmly 
secured  the  uterus  is  cut  away  and  the  sponge  withdrawn.  The 
clamps  are  held  to  either  side  and  the  cavity  irrigated.  Any 
spurting  vessels  may  be  secured  with  hemostats,  though  this  is 
generally  unnecessary.  By  drawing  first  upon  one  clamp  and 
then  upon  the  other,  some  iodoform  gauze  is  carried  above  the 
end  of  each  and  the  vagina  between  them  lightly  packed. 

This  packing  is  made  with  one  strip  of  gauze.  The  gauze 
thus  applied,  while  serving  as  an  excellent  means  of  drainage, 
prevents  the  contact  of  loops  of  intestine  with  the  ends  of  the 
clamps  and  prevents  the  former  from  making  unfortunate  adhe- 
sions. The  patient  is  placed  in  bed  and  the  usual  means  exer- 
cised to  prevent  or  overcome  shock.  The  shock  is  sometimes 
profound,  even  when  the  operation  is  of  short  duration,  proba- 
bly due  to  the  crushing  of  the  nerves  of  the  broad  ligament  by 
the  clamp. 

The  great  advantages  of  the  clamp  over  the  ligature  are  : 
(1)  its  ease  of  application,  enabling  the  operator  to  economize 
valuable  time  ;  (2)  the  greater  security  against  hemorrhage — the 
ligature,  though  apparently  securely  tied,  may  slip  from  the 
stump  when  the  latter  shrinks  after  removal  of  the  uterus ; 
(3)  we  have  no  infected  ligature  to  complicate  or  delay  the  sub- 
sequent convalescence  ;  (4)  by  the  traction  upon  the  clamps  we 
are  enabled  to  carry  the  gauze  above  the  lacerated  surfaces  and 
pen  the  intestines  within  the  peritoneal-lined  cavity,  thus  af- 
fordino:  readv  exit  for  anv  slouo-hino-  tissue  devitalized  bv  the 
pressure  of  the  instruments. 

The  clamps  are  removed  at  the  end  of  twenty-four  hours, 
while  the  gauze  tampon  is  permitted  to  remain  for  three  or  four 
days  longer,  unless  some  indications  present  for  its  earlier 
removal.  After  the  withdrawal  of  the  gauze  a  douche  of  sul- 
phurous acid  1 :  20  is  used  two  or  three  times  in  the  twenty-four 
hours.  The  catheter  is  used  while  the  gauze  remains ;  after- 
ward the  patient  may  be  permitted  to  void  her  urine. 

She  may  be  permitted  to  have  an  extra  pillow  at  the  end  of 
a  week,  a  bed  rest  in  ten  days,  and  allowed  to  sit  up  in  two 
weeks.  The  convalescence  is  generally  uninterrupted,  and 
much  less  likely  to  be  influenced  by  septic  processes  than  in  ab- 
dominal operations. 

Accidents. — The  most  likely  complications  of  the  operation 
are   injuries  of  the  bladder   or  the    ureters,  and   hemorrhage. 
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Where  the  disease  has  extended  up  on  the  vagma,  or  the  cervix 
is  completely  destroyed,  it  is  exceedingly  difficult,  in  onr  efforts 
to  keep  well  outside  the  limits  of  the  disease,  to  avoid  opening 
the  bladder  or  cutting  a  ureter. 

In  my  second  operation  I  introduced  a  nterine  sound  into 
the  bladder  to  determine  its  lower  margin,  and  placed  it  in  the 
hands  of  an  assistant.  As  I  proceeded  with  the  dissection  I 
was  much  alarmed  and  disgusted  to  see  the  point  projecting 
into  the  vagina.  When  attention  was  directed  to  it  the  assistant 
withdrew  it  and  the  opening  could  not  be  discovered.  The  ac- 
cident had  no  influence  upon  the  result,  as  the  patient  recovered 
without  an  unfavorable  symptom.  In  my  twentieth  patient 
the  cervix  was  entirely  destroyed.  In  encircling  the  diseased 
surface  I  felt  very  fearful  that  I  would  open  the  bladder,  so  was 
not  surprised  to  lind  that  later  urine  was  passing  by  the  vagina. 
Three  weeks  after  the  operation  a  careful  examination  was 
made,  but  the  point  from  which  tiie  urine  escaped  could  not  be 
recognized  ;  the  bladder  was  injected  with  milk,  but  none  of  it 
escaped  into  the  vagina,  rendering  it  evident  that  the  bladder 
was  uninjured.  The  quantity  of  urine  escaping  through  the 
vagina  steadily  diminished,  while  there  was  no  change  in  the 
quantity  voided  through  the  urethra.  I  presume  this  patient 
had  received  an  injury  of  one  side  of  a  ureter,  forming  a  uretero- 
vaginal  fistula,  and  this  opening  contracted,  causing  the  entire 
urine  to  pass  into  the  bladder. 

Hemorrhage  may  occur  from  the  cutting  of  anomalous  arte- 
ries, or  the  ligature  or  clamp  may  slip  from  the  lateral  liga- 
ment. 

In  one  patient,  as  the  operation  was  completed,  some  move- 
ment was  made  with  one  clamp  which  had  not  been  accurately 
adjusted,  and  it  slipped  off,  permitting  free  bleeding.  The 
bleeding  vessels  wei'e  secured  by  clamps  by  drawing  down  one 
portion  after  another  of  the  ligament  until  the  entire  cut  surface 
was  secured.  The  accident  seemed  to  have  no  influence  upon 
the  result. 

Results. — The  value  of  any  procedure  must  be  decided  upon 
its  merits.  In  the  consideration  of  this  operation  we  have  two 
important  questions  to  decide  :  1.  Is  the  operation  one  especially 
dangerous  to  life  %  2.  Does  it  afford  sufficient  hope  of  cure  to 
justify  the  physician  in  recommending  it,  and  the  patient  in 
submittino-  to  the  discomfort  and  danger?     In  the  discussion  of 
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these  questions  I  do  not  propose  to  do  more  than  to  analyze 
the  twentj-one  cases  upon  which  this  paper  is  based.  I  am 
quite  well  aware  that  in  doing  so  I  am  subjecting  myself  to 
criticism  upon  the  small  number  of  cases  ;  but  a  procedure  that 
will  permit  of  twenty  recoveries  out  of  twenty-one  operations 
certainly  cannot  be  considered  a  very  dangerous  one. 

The  fatal  case  was  the  third  operation,  and  took  place  upon 
the  fourteenth  day  from  tetanus. 

A  mortality  of  less  tlian  five  per  cent  compares  very  favor- 
ably with  the  work  in  the  abdomen  and  pelvis  often  done  for 
conditions  of  much  less  gravity. 

As  to  the  second  question,  the  patient  is  suffering  from  a  con- 
dition for  which,  so  far,  medical  skill  has  provided  no  adequate 
remedy  other  than  the  knife.  Eeturning  to  our  notes,  we  find 
that  in  sixteen  of  the  twenty-one  cases  some  form  of  cancer  was 
absolutely  demonstrated  b}^  the  macroscopical  and  microscopical 
appearances  of  the  affected  tissues  of  these  cases.  Eleven  are 
still  living,  two  are  suffering,  one  of  whom  underwent  opera- 
tion seven  months  since,  the  other  four  months. 

]^ine  patients  are  in  good  health,  one  of  whom  has  survived 
within  one  month  of  five  years,  one  nearly  four  years,  one  over 
three,  and  the  remainder  for  periods  varying  from  four  months 
to  nearly  two  years. 

The  patients  who  have  died  generally  showed  symptoms  of 
relapse  within  two  months  after  the  operation,  and  death  took 
place  in  from  three  to  twelve  months. 

We  feel  that  these  statements  are  sufiicient  to  demonstrate 
the  expediency  of  the  procedure.  The  remaining  five  cases  were 
operated  upon  for  fibroid  growths  which  were  causing  profuse 
hemorrhage  and  a  lowered  vitality.  One  of  this  series  has  since 
been  reported  to  have  died  of  cancer  of  the  mammary  gland. 
The  other  four  are  in  good  health. 


price:  extrapeeito>'1::al  treatment  of  tbe  stemp.     61^ 


THE  EXTRAPERITONEAL  TREATMENT  OF  THE  STUMP  IN 
SUPRAVAGINAL  HYSTERECTOMY.' 


JOSEPH  PRICE,  M.D., 
The  Preston  Retreat,  Philadelphia,  Pa. 


Ix  approaching  this  much-mooted  question  of  surgery  I  am 
constrained  to  beg  in  advance  the  patient  hearing  of  those  who 
agree  with  me,  and  the  careful  consideration  of  those  who  are 
inclined  to  follow  after  the  strange  gods  of  innovation.  In 
surgerv,  as  in  all  else,  there  comes  a  time  when  it  seems  as  if 
the  old  had  outlasted  the  period  of  its  usefulness,  .sinking  into 
what  might  be  called  persistent  but  devitalized  animation,  fall- 
ing short  but  never  yielding,  necessitating  the  vigorous  pu.sh  of 
innovation  to  make  it  quit  its  persistent  but  senseless  grasp. 
Such  is  the  logic  of  those  who,  in  the  operation  of  supravagi- 
nal hysterectomy,  would  have  us  abandon  the  old  for  the  later 
methods  of  treating  the  pedicle.  The  logic  of  their  position, 
while  not  always  clear,  never  lacks  in  assertion,  and,  while  some- 
times scanty  of  facts,  atones  for  failure  in  this  respect  by  a 
wealth  of  imagination. 

"Sir,"  said  a  celebrated  member  of  Parliament,  "the  gentle- 
man relies  upon  his  memory  for  his  wit  and  upon  his  imagina- 
tion for  his  facts,"  and  in  the  same  category  must  be  placed 
some,  many,  of  the  statements  concerning  the  assertions  both 
against  the  extraperitoneal  treatment  of  the  pedicle  and  for  the 
sub-,  intra-,  or,  what  you  will,  revised,  eliminated,  and  im- 
proved procedure.  As  an  illustration  of  the  mare's  nest  the 
opponents  of  the  older  method  find  in  which  to  hatch  out  the 
calamities  of  the  procedure,  evidence  the  following.  In  a  re- 
cent paper  on  the  subject  a  prominent  operator  says :  "  The  or- 
dinary ojjeration,  which  is  the  final  resort  in  such  cases,  offers 
few  attractions  to  the  surgeon.  Most  of  the  surgeons  who  per- 
form it  in  the  Unite<l  Kingdom  have,  at  some  time  or  other  in 
the  course  of  their  experience,  expressed  dislike  or  even  '  de- 

'  Read  before  the  Section  on  Gynecology  and  Abdominal  Surgery,  Pan- 
American  Medical  Congress. 
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testation  of  it.'  The  proceedings  involve  abdominal  section,  a 
large  incision  being  necessary,  the  dragging  forward  of  the 
uterus  with  its  mass  of  tumor,  strangulation  of  the  broad  liga- 
ment and  tumor  bv  a  piano  wire,  or  its  equivalent  appliance, 
passed  around  some  portion  which  shows  nearest  approach  to  a 
neck,  if  such  exists,  and  cutting  off  of  the  tumor  mass.  What- 
ever may  be  the  details  of  the  method  which  may  be  adopted 
for  securing  the  stump  and  protecting  the  peritoneal  cavity,  two 
objectionable  results  are  inherent  in  the  operation  :  first,  the 
sloughing,  with  more  or  less  fetor  and  pus  formation,  of  the 
strangulated  portion  ;  and,  second,  the  existence  of  a  band  of 
tissue  from  the  uterus  to  the  lower  angle  of  the  wound — a  sort 
of  potential  bowel  trap  for  the  rest  of  the  patient's  life.  Some 
operators  also  refer  to  the  tension  of  the  uterus  under  the  stran- 
gulating wire,  and  the  occasional  dragging  upon  the  bowel  with 
sometimes  fatal  consequences,  either  immediate  or  remote.  My 
experience  of  this  operation  leads  me  thoroughly  to  sympathize 
with  the  aversion  expressed  by  some  surgeons.  .  .  ." 

With  Hamlet  we  are  ready  to  exclaim,  "Angels  and  ministers 
of  grace,  defend  us  !"  but  gratitude  shall  take  the  place  of  impre- 
cation, and  we  are  truly  grateful  to  our  foreign  confrere,  esti- 
mable gentleman  as  he  is,  for  thus  exposing  his  faulty  under- 
standing of  the  operation  he  so  freely  criticises  to  its  detri- 
ment. And  now,  to  state  the  case  clearly  in  order  to  have  a 
clean,  basis  for  argument,  what  are  we  asked  to  do  in  this  mat- 
ter ?  I  submit  a  reply  as  follows :  Lay  aside  experience ;  ac- 
cept theory  and  the  dictum  of  those  who  for  the  most  part  have 
had  no  experience,  but  who  seek  to  establish  their  assertions  by 
a  few  cases,  none  of  which  are  crucial,  and  avoid  the  issue  in 
those  in  which  they  are  forced  to  confess  their  improvement 
not  only  does  not  improve,  but  will  not  apply  at  all.  And  un- 
fortunately, also,  we  are  asked  to  condemn  the  old  operation, 
from  the  understanding  of  those  who,  as  the  quoted  condemna- 
tion amply  proves,  do  not  understand  it  at  all.  This  matter  has 
come  down  to  what  in  theology  is  called  "  polemics,"  and  I  sub- 
mit that  it  is  not  theory  but  surgery  that  we  want ;  not  ink,  but 
ideas ;  not  the  disgust  of  failures,  but  a  faith,  a  belief,  and  a 
zeal  according  to  knowledge.  Let  us  see.  The  above  descrip- 
tion is  as  vague  as  a  somnambulistic  wandering.  The  neud, 
according  to  him,  is  passed  around  some  portion  of  the  tumor 
which  shows  the  nearest  approach  to  a  neck,  if  such  exists.    He 
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does  not  tell  us  where  it  is  put  if  no  neck  is  found.  ^ly  own 
suggestion  on  this  line  is  that  it  be  put  around  the  neck  of  the 
surgeon  who  operates  in  this  fashion.  Here  let  me  boldly  as- 
sert that,  whether  a  neck  is  or  is  not  present  on  the  tumor,  a  sur- 
gical pedicle  can  always  be  made  in  all  cases  in  which  the  tumor 
is  at  all  removable.  This  has  been  my  experience  in  one  hundred 
atid  eleven  cases  involving  growths  of  all  kinds,  adhesions  of  all 
kinds — bowel,  pelvic,  and  omental,  and  of  the  bladder.  The 
abandonment  of  any  operation  on  account  of  inability  to  make  a 
stump,  or  preferably  pedicle,  has  not  occurred  at  all  in  my  own 
experience,  and  therein  lies  one  great  superiority  of  the  method 
— to  wit,  that  it  is  applicable  to  all  cases  in  which  any  stump  can 
be  made,  and  need  not  be  abandoned  for  some  other  method  in 
bad  cases.  This  is  no  mere  assertion.  Witnesses  for  the  reality 
of  these  claims  are  at  hand  on  all  sides.  So  far  as  "detestation  ''of 
the  operation  is  concerned,  there  is  a  magnitude  and  uncertainty 
of  the  extent  of  implication  and  complication  of  every  hysterec- 
tomy that  must  make  every  surgeon  of  experience  dread  them  ; 
but,  so  far  as  dreading  the  clamp  or  neud,  I  for  one,  when  I 
have  the  pedicle  secured  in  the  never-failing  hold  of  a  well- 
placed  delta  wii-e,  must  confess  to  a  feeling  of  victory  won  and 
a  sense  of  security  that  has  no  doubt  of  safety  for  my  patient. 
As  to  the  assertion  of  the  inevitable  slouo-hino;  that  occurs  in 
the  pedicle,  and  the  accompanying  fetor,  I  yield  the  palm  of  cen- 
sure to  those  who  have  it  and  make  it  and  confess  to  it.  There 
is  no  use  of  apology  or  explanation.  They  are  right  in  aban- 
doning the  method.  That  such  calamity  must  occur  according 
to  the  method  previously  referred  to  and  quoted  is  patent  to 
all ;  but  that,  I  submit,  is  not  the  surgery  of  the  operation,  no 
more  than  strangulation  on  the  gallows  is  death  by  the  guillo- 
tine, and  the  opponents  of  the  operation  are  exactly  right,  from 
their  own  understanding  and  practice,  in  attaching  to  it  all  the 
opprobria  they  feel  they  merit.  As  a  matter  of  fact,  suppu- 
ration and  fetor  do  not  follow  the  use  of  the  serre-neud,  for 
the  simple  reason  that  the  tumor  is  not  strangulated  e7i  masse, 
and  the  process  of  its  elimination  is  one  of  continual  constriction 
and  desiccation,  without  odor  or  even  oozing  ;  and  so  far  as  the 
stump  is  concerned,  the  use  of  the  drainage  tube  is  not  indicated. 
When  this  is  used  there  is  reason  found  in  complications  en- 
tirely apart  from  the  formation  of  the  pedicle.  As  to  the  ••po- 
tential" bowel  trap  by  reason  of  the  band  of  adhesions  in  the 
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lower  angle  of  the  wound,  I  confess  to  an  admiration  for  tlie 
term  applied.  GrammatiealJy  it  is  correct,  surgically  it  is  mis- 
leading. The  potential  mood  is  one  of  possibilities,  but  here 
we  do  not  care  to  imagine  what  may,  can,  might,  could,  or 
Avoiild  happen,  but  what  is.  It  would  have  been  more  to  the 
point  to  have  cited  the  real,  proven  danger  of  this  factor,  and  not 
to  have  used  it  as  an  argument  to  conjure  with. 

What,  then,  have  we  been  asked  to  do  in  this  matter  ?  I  re- 
ply, to  take  and  act  upon  the  criticism  of  operators  absolutely 
at  sea  in  their  understanding  of  the  pedicle  operation  and  of  its 
behavior.  Their  condemnation  of  it,  for  the  most  part,  with 
few  exceptions,  lies  in  the  fact  that  they  have  failed  in  it  and 
therefore  they  seek  something  new  ;  and  in  order  to  establish 
this  new  order  of  things  wholesale  assertion  takes  the  place  of 
experience,  and  misconception  is  judge  and  jury  in  the  case. 
Let  us  consider  their  argument  from  their  standpoint.  First  the 
uterine  arteries  are  tied.  This  is  a  desideratum  and  a  shie  qua 
non.  But  this  does  not  answer,  and  to  control  hemorrhage 
bleeding  points  in  the  tumor  must  be  tied  off.  Here,  it  is  well 
to  remember,  we  are  met  with  the  anatomical  fact  that  in  the 
uterus  there  are  sinuses  rather  than  vessels,  and  this  fact  will 
explain  the  great  ooze  found  in  about  all  of  Sinclair's  cases, 
necessitating  the  drainage  tube.  This  is  not  present  where  the 
neud  is  used.  It  becomes  at  once  patent  that  here  is  a  condi- 
tion in  which  ligaturing  does  not  ligature. 

While  it  is  thus  evident  that  simple  tying  of  bleeding  points 
does  not  control  hemorrhage,  there  is  still  further  proof  that 
the  structures  met  in  the  pedicle  or  stump  do  not  yield  at  once 
to  ligaturing  or  even  strong  compression.  When  the  neud  is 
applied  and  firmly  tightened  until  every  particle  of  oozing  dis- 
appears, as  tlie  dressing  of  the  wound  goes  on,  or  even  while  the 
stitches  are  being  put  in  the  abdominal  incision,  only  a  few 
minutes  elapse  until  bleeding  is  again  renewed  and  it  is  neces- 
sary again  to  tighten  up  the  neud.  This  does  not  happen  once 
but  many  times  during  the  first  few  hours  subsequent  to  opera- 
tion. It  at  once  becomes  apparent,  therefore,  that  the  stump  is 
shrinking,  condensing  on  itself,  separating  itself  from  its  serous 
constituents — the  very  process  by  which  its  dryness  and  freedom 
from  all  slough  and  gangrene  is  guaranteed.  This  is  a  step  and 
a  peculiarit}'  concerning  which  the  critics  of  the  operation  are 
apparently  ignorant  in  toto.     To  say,  therefore,  that  there  is  no 


THE    STUMP    IN    SUPRAVAGINAL    HYSTERECTOMY.  623 

essential  difference  between  tlie  ovarian  and  nterine  stnmp  is 
simply  the  grossest  misrepresentation.  The  uterine  tissue,  dis- 
organized by  fibrous  growth,  does  not  receive  ligatures  kindly, 
neither  is  there  present  in  its  structures  the  resistant  force  found 
in  the  ligamentous  structures  of  the  ovarian  pedicle.  In  using 
the  neiid  to  control  the  bleeding  pedicle  the  entire  mass  is 
brought  outside  the  peritoneum  with  not  a  single  ligature 
within  it.  Tiie  contrast  in  the  intraperitoneal  method  is  wide 
when  we  consider  tlie  number  of  ligatures  required,  and  the  real 
uncertainty,  in  placing  any  one  of  these,  as  to  whether  it  is  going 
to  hold.  All  operators  of  experience  dread  the  placing  of  a  mul- 
titude of  ligatures  in  the  abdominal  cavity,  and  the  bigger  they 
are  the  more  danger  of  after  ill-effects  from  them.  In  addition 
to  this  objection  comes  in  the  important  element  of  time  re- 
quired to  place  them.  It  is  all  well  enough  to  argue  about  time 
and  taking  care  to  reduce  the  dangers  of  long  operations  from 
ether  and  shock,  but  it  is  the  business  of  the  surgeon  to  avoid  a 
long  operation  when  a  short  one  will  do,  and  in  addition  have 
all  care  taken  of  the  patient.  If  the  truth  were  known,  it  is  the 
time  element  that  causes  most  deaths  from  heart  failure,  col- 
lapse, and  the  like.  The  removal  of  a  fibroid  uterus,  when  the 
adhesions  are  universal,  is  bound  to  be  a  comparatively  lengthy 
operation  outside  the  mere  technique  of  its  removal,  and  this, 
therefore,  should  be  the  simplest  and  safest  possible.  Under 
this  head  I  may  again  notice,  I  trust  for  the  last  time,  the  criti- 
cisms of  the  scientific  side  of  the  operation.  The  advocates  of 
the  intraperitoneal  method  have  all  at  once  become  sticklers  for 
science.  And  herein  is  a  vast  contrast  witli  their  knowledge. 
The  poet  says  : 

"Knowledge  is  proud  that  she  has  learned  so  much; 
Wisdom  is  humble  that  she  knows  no  more." 

It  would  be  a  distinct  gain  to  our  scientific  knowledge  of  this 
subject  had  its  critics  the  wisdom  to  learn  all  about  it  before 
they  discuss  it. 

The  strangulation  of  the  stump  is  crude,  barbarous,  unscien- 
tific, yet  these  same  men  do  not  hesitate  to  plunge  a  needle  boldly 
down  into  the  uterine  structures,  on  either  side,  to  control  the 
uterine  arteries.  And  the  tissue  comprised  in  these  ligatures  of 
itself  would  make  a  fair-sized  stump.  Constriction  by  ligature 
is  only  different  in  degree,  not  in  essentials,  from  snaring  by  the 
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neud.  "  Scientific,"  so  far  as  surgery  is  concerned,  should  mean 
successful,  safe,  and  able  to  show  results.  I  take  it  that  the 
general  understanding  of  the  word  as  applying  to  real  knowl- 
edge should  also  be  here  considered. 

The  trouble  with  many  of  the  critics  of  the  method  under 
consideration  is  that  they  have  neither  the  knowledge  of  the 
method  nor  the  art  to  apply  it. 

A  great  deal  has  been  said  about  the  statistics  of  the  opera- 
tion, about  Fritsch's  having  abandoned  it,  although  his  mor- 
tality was  brought  down  to  seven  per  cent  by  its  application. 
This  in  reality  amounts  to  nothing.  Mr.  Keith  abandoned  sur- 
gery of  these  tumors  for  electricity,  so  we  are  made  to  think, 
yet  Mr.  Sinclair  does  not  hesitate  to  tell  us  how  it  was  neces- 
sary in  several  of  his  cases  to  resort  to  surgery  after  the  trial  of 
Apostoli's  faith  cure.  On  the  other  hand,  Martin  unhesitat- 
ingly abandons  the  intraperitoneal  method  and  is  seeking  for  a 
more  excellent  way.  I  wish  he  were  here  to  speak  for  himself ; 
and  certainly,  when  we  consider  his  wonderful  dexterity,  which 
seemingly  is  never  lost  for  an  expedient  nor  stumbles  on  itself, 
his  dictum  must  count  for  a  great  deal.  That  I  or  any  one 
should  be  anxious  to  better  our  methods  is  a  natural  desire  of 
saving  life  and  lessening  mortality,  no  matter  by  how  small  a 
degree ;  but  I  cannot  abandon  the  certain  for  the  uncertain. 
The  great  misfortune  is  that  in  the  desired  substitution  of  this 
new  for  the  old  operation  a  dozen  or  two  of  cases  are  put  along- 
side of  twenty  years'  experience,  and  the  essential  difference 
of  nature  and  numbers  is  not  taken  into  consideration  at  all. 
Bantock's  argument  is  at  once  pungent  and  to  the  point.  I 
quote  it  in  extenso :  "  As  I  have  already  pointed  out,  the 
author's  cases  were  all  favorable  for  the  application  of  this 
method,  but  when  he  shall  have  bad  a  long  series  of  cases  I 
feel  confident  that  he  will  find  the  exceptions  more  numerous 
than  he  at  present  dreams,  unless  he  makes  a  careful  selection — 
a  proceeding  that  would  at  once  vitiate  his  position.  It  is  only 
proper  here  to  remark  that  the  great  shrinkage  of  the  flaps  in 
the  intraperitoneal  method  has  also  been  observed,  and  that 
therefore  this  matter,  in  the  hands  of  operators  advocating 
the  latter  procedure,  has  at  once  become  a  denial  and  a  con- 
fession. 

"  The  treatment  of  the  cervical  canal  in  the  intraperitoneal 
management  of  the  stump  is  a  rock  upon  which  its  exponents 
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split.  In  tlie  paper  so  often  referred  to  the  author  saj&: 
'From  these  and  other  considerations  I  resolved  that  if  oppor- 
tunity offered  I  would  amputate  the  uterine  mass  and  dis- 
regard the  uterine  canal.  If  with  a  clean  vagina  it  maintained 
a  free  communication  with  any  cavity  or  collection  of  fluid 
which  might  form  in  the  stump,  then  it  would  act  as  a  drain.' 
Per  contra,  let  us  look  at  Leopold's  statistics.  The  pedicle  was 
left  intraperitoneal  in  twenty-two  cases  with  five  deaths,  and 
these  deaths  were  all  due  to  septic  peritonitis  through  the  cer- 
vical canal. 

"  Leopold's  conclusions  of  the  whole  matter  are  worthy  of  con- 
sideration by  all  tliose  with  ultra  opinions  on  the  absolute  safety 
of  the  intraperitoneal  method.  He  says  :  '  When  only  a  small 
opening  has  been  made  into  the  uterine  cavity,  the  uterine 
artery  should  be  ligated  on  both  sides,  the  exposed  mucosa  cut 
out  in  funnel  shape,  the  opening  closed  by  sutures  according  to 
Schroder's  method,  and  the  peritoneum  sutured  together  so  as 
to  cover  the  wound.  Then  the  stump  may  be  safely  dropped 
into  the  peritoneal  cavity.' 

"  This  suggestion  covers  the  enucleation  of  fibroids  from  the 
uterine  wall.  If,  however,  the  uterine  cavity  is  widely  opened, 
or  the  tissue  of  the  stump  soft  and  friable,  brittle  or  cavernous, 
or  if  the  condition  of  the  patient  is  so  poor  that  we  do  not  care 
to  tax  the  absorptive  power  of  the  peritoneum,  it  is  far  safer, 
and  even  necessary,  to  leave  the  pedicle  extraperitoneal." 

What  a  remarkable  commentary  is  the  verdict  of  this  remark- 
ably successful  surgeon  of  wide  experience  upon  the  dictum  of 
a  class  of  operators  far  inferior  to  him  from  an  operative  and 
analytical  standpoint  ! 

He  freely  points  out  the  danger  in  a  class  of  cases  which,  to 
listen  to  and  judge  by  their  discussion,  only  exists  in  the  minds 
of  those  who  do  not  wish  to  abandon  the  old  for  the  new 
method. 

From  all  these  points,  as  I  shall  endeavor  to  show  by  a  dia- 
grammatic demonstration  of  the  method  of  forming  a  pedicle,  it 
must  remain  unquestionable,  in  the  light  of  my  own  experience 
and  results,  that  the  extraperitoneal  method  is  at  once  the 
safer  and  simpler  and  most  general  in  its  application,  and  there- 
fore the  one  to  be  preferred.  As  to  the  accidents  that  are 
commonly  classed  under  a  head  peculiar  to  it,  these,  I  trust,  will 
be  mentioned  in  the  discussion.  Suffice  here  to  say  that  the 
40 
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iieud  should  never  slip,  that  the  bowel  should  never  be  in- 
cluded in  it,  and  that  bj  care  the  bladder  and  ureters  ought 
never  to  be  involved. 

These  calamities  have  each  occurred  to  me  once,  and  I  am 
free  to  condemn  myself  as  responsible  for  them,  and  do  not  lay 
it  to  the  method. 

Finally,  I  am  convinced  that  if  it  is  concluded  for  any  reason 
that  the  neud  cannot  be  complete,  extirpation  is  likely  to  be  the 
safest  resort  and  therefore  the  one  to  be  selected.  This,  how- 
ever, opens  up  a  field  of  discussion  too  wide  for  a  single  paper, 
and  I  leave  the  matter  with  the  mere  suggestion. 

Results  and  statistics  are  wholly  in  favor  of  the  extra-  and 
;supraperitoneal  and  clean  extirpation.     The  latter  procedure  I 
•do  not  oppose.     I  have  practised  it  successfully,  but  the  risks 
iire  greater  than  in  the  old  and  established  procedure. 
500  North  20Tn  Street. 


SYMPHYSIOTOMY. 


HENRY  J.  GARRIGUES,  A  M.,  M.D., 
New  York. 


The  distinguished  honor  which  the  President  of  the  Obstet- 
rical Section  of  the  Pan-American  Medical  Congress  has  con- 
ferred upon  me  by  choosing  me  to  address  you  on  the  point  that, 
at  the  present  moment,  more  than  any  other  occupies  the  minds 
of  the  greatest  obstetricians  all  over  the  world,  cannot  be  due  to 
my  personal  experience  with  the  operation  of  symphysiotomy, 
since  I  have  only  performed  it  once,^  but  must  be  attributed 
to  an  indulgent  appreciation  of  my  studies,  experiments,  and 
writings  on  the  subject. 

I  shall  not  lose  any  of  the  brief  time  allotted  to  each  paper  by 
entering  into  the  history  of  the  operation,  further  than  to  remind 

'  Read  before  the  Section  on  Obstetrics  of  the  Pan-American  Congress  held 
in  Washington,  D.  C,  September,  1893. 

'  A  report  of  this  case,  with  a  study  of  the  operation  in  general,  is  found  in 
the  American  Journal  of  Medical  Sciences,  March  and  April,  1893. 
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you  that  it  was  proposed  in  176S,  and  performed  for  the  first 
time  in  1777  by  the  Frenchman  Jean  Rene  Sigault;  kept  alive 
in  Italy,  especially  through  the  efforts  of  Prof.  Morisani,  of 
iSTaples ;  and  spread  over  the  whole  world  by  being  adopted  by 
Prof.  Pinard,  of  Paris,  in  1892.  Since  then  it  has  been  per- 
formed so  many  times  that  it  is  not  possible  any  longer  to  keep 
track  of  all  the  operations,  their  nnmber  probably  being  not  far 
from  two  hundred.  Of  these,  as  far  as  known,  26  have  been 
performed  in  the  United  States ;  4  women  have  died  (15.39  per 
cent),  4  children  were  still-born,  4  died  within  3  days  (30.77  per 
cent).' 

Space  Gained. — If  the  symphysis  pubis  is  cut  on  the  cadaver 
lying  with  outstretched  legs,  the  ends  of  the  pubic  bones  sepa- 
rate only  about  half  an  inch  (1  centimetre);  but  if  we  bend  the 
lower  extremities  at  the  hip  and  the  knee,  this  distance  is  in- 
creased to  \\  or  \\  inches  (3  to  4  centimetres),  and  by  pulling 
on  the  iliac  bones  it  can  easily  be  extended  to  2f  inches  (7  centi- 
metres) without  injury  to  the  sacro-iliac  joints,  which,  like  the 
symphysis  pubis  itself,  become  larger  and  more  mobile  during 
pregnancy.  If  the  separation  is  carried  still  further  a  cracking 
sound  is  heard,  and  rupture  takes  place  in  one  or  both  sacro-iliac 
joints,  the  right  giving  w^ay  before  the  left.'^  This  ought  to  be 
avoided ;  but  if  it  happens,  and  no  infection  has  taken  place,  the 
joints  will  heal. 

By  the  separation  of  the  pubic  bones  considerable  space  is 
gained  in  all  directions.  A  gap  is  formed  in  front  into  which 
the  presenting  part  enters.  If  the  head  presents,  the  eminence 
of  the  anterior  parietal  bone  enters  so  much  into  this  gap  that 
it  has  the  same  effect  as  if  the  true  conjugate  became  4  to  f 
inch  (6  to  8  millimetres)  longer.  The  distance  from  the  end 
of  the  pubic  bone  to  the  middle  of  the  promontory  increases,  at 
the  maximum  safe  distance  between  the  pubic  bones  of  2|  inches 
(7  centimetres),  more  than  \  inch  (14  millimetres).  The  trans- 
verse and  oblique  diameters,  and  every  line  drawn  from  the 
promontory  to  a  point  on  the  ilio-pectineal  line  in  front  of  the 
transverse  diameter,  increase  from  one-quarter  to  one-half  of 
the  distance  between  the  ends  of  the  pubic  bones,  which,  at  the 
safe  distance  of  2f  inches  (7  centimetres),  makes  about  from  f 
to  \\  inches  (17  to  35  millimetres). 

»  Letter  from  Dr.  Robert  P.  Harris,  of  Philadelphia,  September  2d,  1893. 
2  Doderlein,  Centralbl.  f.  Gynak.,  1893,  vol.  xvii.,  No.  22,  p.  499. 
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This  great  gain  in  space  from  side  to  side  makes  the  operation 
particularly  valuable  in  places  where,  as  in  New  York  and  Bos- 
ton, the  most  common  form  of  narrow  pelvis  is  the  generally 
contracted,  while  the  flat  pelvis  is  of  rare  occurrence. 

Besides  the  gain  in  space  obtained  on  the  same  level,  the  ends 
of  the  broken  ring  can  be  moved  up  and  down  perpendicularly, 
which  may  offer  an  additional  help  during  the  deKvery  of  the 
child. 

Limits  and  IndiGations. — If  we  have  to  deal  with  a  child  of 
normal  dimensions  we  can  easily  calculate  what  degree  of  nar- 
rowness can  be  overcome  by  means  of  symphysiotomy.  The 
biparietal  diameter  of  the  head  being  3f  inches  (95  millimetres), 
J  inch  (6  to  8  millimetres)  entering  in  the  gap  between  the  pubic 
bones,  and  the  distance  from  the  end  of  the  pubic  bones  to  the 
promontory  being  increased  |-  inch  (14  millimetres),  f  inch  (20 
to  22  millimetres)  is  gained  in  the  length  of  the  true  conjugate. 
Taking,  furthermore,  into  consideration  the  compressibility  of 
the  head,  which  is  estimated  at  J  inch  (6  to  7  millimetres),  we 
find  that  at  a  conjugate  of  at  least  3  inches  (75  millimetres)  we 
may  expect  an  easy  and  safe  delivery,  and  that  the  operation 
may  be  performed,  although  with  difficulty,  with  a  true  conju- 
gate measuring  only  2|-  inches  (7  centimetres).  If  the  child  is 
small  we  may  even  venture  below  this  limit,  Leopold  having 
operated  successfully  with  a  conjugate  of  6  centimetres  (2f 
inches).' 

As  to  the  upper  limit  for  symphysiotomy,  it  ought,  in  a  flat 
pelvis,  to  be  placed  at  a  true  conjugate  of  2>^  inches  (9  centi- 
metres), above  which  forceps  or  version  offers  the  proper  means 
of  delivery.  If  the  pelvis  is  generally  contracted  I  think  the 
limit  must  be  extended  to  4  inches  (10  centimetres). 

Before  symphysiotomy  can  intelligently  be  resorted  to  it  must 
be  preceded  by  accurate  pelvimetry  ;  and  by  flexing  the  lower 
extremities  in  hip  and  knee  joint,  and  abducting  the  thighs,  the 
accoucheur  must  satisfy  himself  that  the  mobility  of  the  sacro- 
iliac joints  is  unimpaired.  Furthej'raore,  the  cervix  must  be 
dilated  or  dilatable. 

Symphysiotomy  may  render  good  service  under  other  circum- 
stances than  a  narrow  pelvis.  It  has  been  used  in  impacted 
occipito-posterior  position,'  in  a  case  of  pelvic  tumor,'  and  to 

'  Leopold,  Centralbl.  f.  Gynak.,  1893,  No.  23,  p.  547. 
-  R.  A.  Murray.  ^  Lepage. 
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deliver  a  torn-off  head  in  a  case  of  tetanus  uteri.'  It  has  also 
been  used  after  the  death  of  the  child  instead  of  embryotomy  in 
a  case  of  great  contraction/  and  in  a  case  in  which  extraction 
proved  impossible  after  craniotomy.^  It  has  been  recommended 
for  mento-posterior  face  presentations  in  which  the  chin  can- 
not be  rotated  forward. 

Modus  Operandi. — A  point  of  great  practical  importance  is 
to  decide  on  the  best  way  of  operating.  At  present  two  methods 
are  used. 

Morisani  makes  an  incision  in  the  median  line  \.\  inches  (3 
centimetres)  long  and  ending  -I  to  ^  inch  (1  to  2  centimetres) 
above  the  symphysis.  Next  he  makes  small  transverse  incisions 
into  the  pyramidalis  muscles  on  both  sides,  so  as  to  gain  room  for 
the  introduction  of  the  left  index  finger  behind  the  symphysis, 
down  to  the  lower  end  of  it.  Upon  the  finger  he  slides  a  strong 
sickle-shaped  knife  (G^lbiati's  falcetta),  and  cuts  the  subpubic 
ligament  and  the  symphysis  from  below  upward  and  from  be- 
hind forward. 

The  open  method  was  the  original  one  of  Sigault,  has  been  re- 
instated by  Pinard,  and  has  been  used  by  myself  and  most  mod- 
ern operators.  A  longitudinal  incision  is  made  in  front  of  the 
symphysis,  and  extended  sufficiently  above  to  have  easy  access  to 
the  latter,  and  below  to  the  root  of  the  clitoris,  or  deviating  to 
the  left,  while  the  urethra  is  carried  with  a  metal  catheter  over 
to  the  right  into  the  vulva,  between  the  labium  majus  and 
minus.  My  own  incision  was  of  the  latter  kind  and  measured 
four  inches  in  length,  the  patient  being  a  stout  woman  with  a 
thick  layer  of  adipose  tissue  on  the  mons  Yeneris. 

Each  of  these  methods  has  its  advantages  and  drawbacks. 
The  subcutaneous  method  recommends  itself  by  its  great  sim- 
plicity, it  gives,  in  most  cases,  rise  to  much  less  hemorrhage,  and 
the  wound  can  be  kept  perfectly  aseptic.  On  the  other  hand,  if 
there  is  hemorrhage  at  the  bottom  of  this  deep  wound,  it  can 
only  be  treated  with  tamponade,  which,  although  rarely,  occa- 
sionally has  proved  insufficient.  The  open  method  allows  the 
operator  to  cut  in  the  way  he  finds  it  most  easy,  and  the  sym- 
physis being  much  broader  in  front  than  behind,  and  having  a 
well-marked  notch  at  the  upper  end,  it  is  often  preferable  to  cut 

'  Friedrich  Scliwarz,  Centralbl.  f.  Gyniik.,  1893,  vol.  xvii.,  No.  5,  p.  84. 
"  Queirel,  Centralbl.  f.  Gyniik.,  1893,  No.  24,  p.  576. 
^  Beugnies,  ibid. 
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from  the  front  backward  and  from  above  downward.  As  hem- 
orrhage is  especially  likely  to  occur  at  the  lower  end,  it  is  even 
an  advantage  to  cut  this  part  last.  I  cut  from  above  and  behind 
downward  and  forward  with  a  common  concave  bistoury.  The 
open  method  has,  furthermore,  the  advantage  that  the  operator 
can  see  where  the  blood  comes  from  and  can  carry  ligatures  with 
curved  needles  around  vessels  or  oozing  tissues.  But,  on  the 
other  hand,  it  has  the  drawback,  if  the  incision  is  long,  that 
lochia]  discharge  bathes  the  lower  end  of  the  wound  and  causes 
fever.  Thus  Zweifel,  operating  in  a  hospital,  with  strictegt  anti- 
sepsis, had  only  3  cases  in  14  that  were  free  from  fever,  and 
often  the  temperature  ran  very  high  up,'  as  it  did  in  mine.  If 
the  soft  parts  are  injured  the  open  method  may  become  neces- 
sary in  order  to  repair  them.  If  the  symphysis  is  ossified  and 
must  be  severed  with  a  chain  saw,  as  has  happened  several 
times,  I  think  the  open  method  also  becomes  necessary  in  order 
to  work  the  saw  and  remove  the  bone  dust.  Taking  the  pros 
and  the  C07is  into  due  consideration,  I  think  that  the  next  time  I 
have  the  opportunity  of  performing  the  operation  I  shall  trj'  the 
Italian  method  first,  and  only  have  recourse  to  the  French  if 
there  is  uncontrollable  hemorrhage,  if  the  repairs  of  injuries 
demand  it,  or  the  symphysis  cannot  be  cut. 

Even  if  we  cut  from  above,  the  subpubic  ligament  must  be  in- 
cluded in  the  incision,  as  otherwise  we  do  not  gain  space  enough 
to  let  the  child  pass,  or  the  ligament  is  torn  by  its  passage. 

As  a  rule,  hemorrhage  can  be  checked  by  tamponing  the 
wound  with  iodoform  gauze,  if  at  the  same  time  we  tampon  the 
vagina  so  as  to  get  counter-pressure  from  this  side,  and  the  appli- 
cation of  tlie  two  sides  of  the  wound  against  each  other  helps 
also  much  to  check  the  bleeding.  Sometimes  it  has,  however, 
been  necessary  to  tie  arteries,  veins,  or  the  crura  clitoridis  on 
both  sides. 

Another  point  of  interest  is  to  decide  what  is  to  be  done  after 
cutting  the  symphysis  and  arresting  hemorrhage.  Morisani 
leaves  the  further  progress  of  labor  to  Nature,  and  uses  forceps 
if  it  becomes  necessary.  In  this  he  has  been  followed  by 
Zweifel,''  who  has  waited  as  much  as  fourteen  hours.  If  labor 
pains  are  present  such  expectation  has  undoubtedly  great  ad- 
vantages both  for  mother  and  child.     The  cervix  gets  time  to 

•  Zweifel,  Centralbl.  f.  Gynak.,  1893,  No.  23,  p.  499. 
-  Zweifel,  1.  c. 
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dilate,  and  the  natural  expulsive  efforts  will  be  less  likely  to 
hurt  the  child  than  any  kind  of  artificial  delivery.  But  if  there 
are  no  labor  pains,  as  in  my  case,  the  woman  must  be  delivered 
at  once.  The  patient  and  her  friends  may  also  object  to  leaving 
her  in  labor  pains  for  many  hours,  aggravated  by  pain  in  the 
wound.  She  would  have  to  be  anesthetized  twice.  In  private 
practice  it  would  be  difhcult  for  the  operator  to  watch  the  case 
and  be  present  at  the  right  moment.  Most  obstetricians  prefer^ 
therefore,  to  deliver  at  once  after  severing  the  symphysis.  In 
so  doing  I  think  we  should  be  guided,  in  the  choice  of  the 
method  of  delivery,  by  the  rule  to  use  version  and  extraction  if 
the  head  is  movable,  and  forceps  if  it  is  engaged  in  the  pelvis. 
If  the  cervix  is  not  sutiiciently  dilated,  incisions  in  it  may  lead 
to  complete  retraction  over  the  head.* 

In  regard  to  the  closure  of  the  icound  there  obtains  great  di- 
versity in  practice.  Several  go  so  far  as  to  bore  holes  in  the 
ends  of  the  bones  and  unite  them  witli  silver  sutures,  which  are 
removed  after  ten  days,  as  otherwise  they  would  interfere  with 
a  repetition  of  the  operation.  This  appears  to  me  an  unneces- 
sary complication  of  the  operation.  Leopold  '^  recommends  su- 
turing the  cartilage  with  buried  silk  sutures,  which  I  and  others 
have  found  it  impossible  to  do  because  the  cartilage  was  not  thick 
enough  to  pass  any  sutures  through  it.  IMany  unite  the  tendi- 
nous tissue  in  front  of  the  pubic  bones  with  such  buried  sutures, 
which  I  did  ;  but  I  even  doubt  if  that  is  necessary  when  proper 
pressure  is  exercised  on  the  trochanters.  The  soft  parts,  skin, 
and  adipose  tissue  should  under  all  circumstances  be  united  by 
deep  and  superficial  silk  sutures,  which  are  left  in  for  a  week  or 
ten  days.  Drainage  is  superfluous.  In  order  to  keep  the  two 
halves  of  the  pelvis  together  nothing  is  better  than  rubber  adhe- 
sive plaster.  I  carried  three  straps  2  inches  (5  centimetres)  wide 
around  the  trochanters,  crossing  them  on  the  abdomen  above  the 
wound.  They  were  left  on  for  three  weeks  and  caused  only 
slight  excoriations,  while  they  gave  no  pain,  kept  the  bones  in  ap- 
position, and  allowed  us  easily  to  lift  the  patient  on  the  bed  pan  . 
While  they  are  being  applied,  and  during  after-treatment,  the 
patient  should  lie  M'ith  outstretched  legs,  the  knees  kept  to- 
gether, and  the  feet  turned  inward,  as  this  position  of  itself  ap- 
proximates the  ends  of  the  bones. 

'  Ekslein,  Centralbl.  f.  Gyniik.,  1893,  No.  19,  p.  443. 
-  Leopold,  Centralbl.  f.  Gyniik.,  1892,  vol.  xvi.,  No.  30. 


632  GARRIGUKS  :    SYMPHYSIOTOMY. 

Maternal  Injuries. — Quite  a  number  of  operators,  especially 
German,  have  reported  considerable  injury  to  the  vagina,  the 
urethra,  and  the  bladder,  which  occurred  in  consequence  of  the 
tension  to  which  the  soft  parts  are  subjected  during  the  extrac- 
tion of  the  child.  The  bladder  may  likewise  be  caught  in  ap- 
proximating the  pubic  bones,  if  care  is  not  taken  to  push  it  back 
in  closing  the  wound.  In  order  to  avoid  the  injuries  due  to 
tension  it  is  advisable,  in  forceps  extractions,  to  pull  well  back 
and  rather  risk  a  tear  of  the  perineum,  or  perform  episiotomy, 
than  to  expose  the  finer  organs  in  front.  To  protect  the  vagina 
with  a  vectis-like  instrument,  as  proposed  by  H.  W.  Freund,* 
will  hardly  be  practicable.  Even  to  place  the  hand  in  the  gap 
between  the  bones,  as  recommended  by  Schauta,''  seems  to  me 
to  be  more  likely  to  increase  the  tension  than  to  lessen  it.  The 
cliief  thing  is  to  extract  xery  slowly  and  in  the  right  direction. 

If  such  injuries  occur  they  should  be  repaired  immediately 
with  silk  or  catgut  sutures.  If  there  is  a  tear  in  the  bladder  it 
should  be  closed  with  continuous  catgut  tier  sutures,  one  ap- 
plied to  the  mucous  membrane,  the  other  to  the  muscular  coat 
and  the  peritoneum. 

If  a  vesico-vaginal  fistula  appears  later,  it  heals,  as  a  rule, 
spontaneously,  and  if  it  does  not  it  can  be  closed  by  operation. 

Prognosis. — Yarnier'  has  in  124  modern  operations  found  a 
maternal  mortality  of  9  per  cent,  but  in  by  far  most  cases  death 
is  not  attributable  to  the  operation.  Properly  performed,  and 
within  the  proper  limits,  I  think  the  prognosis  for  the  mother 
is  very  good,  not  only  as  to  life,  but  also  complete  restitution. 
The  gait  becomes  as  perfect  as  ever.  Pinard  has  not  lost  a  case 
in  18  operations,  nor  Zweifel  in  1-1  operations.  In  Italy  there 
have,  from  1886  to  1893,  been  48  operations  with  only  2  deaths." 

For  the  child  the  prognosis  is  more  serious.  Yarnier,  in  the 
above-mentioned  list,  found  an  infantile  mortality  of  22.7  per 
cent.  Yery  many  are  born  asphyctic  and  are  not  always  re- 
vived. Some  have  had  their  cranium  fractured  during  extrac- 
tion with  forceps  or  hand.  This  great  mortality  can  doubtless 
be  much  diminished  if  we  desist  from  all  other  attempts  at  de- 
livery in  cases  in  which  symphysiotomy  is  indicated.     It  seems 

'  H.  W.  Freund,  Centralbl.  f.  Gyniik.,  1893,  No.  23,  p.  521. 

■^  Schauta,  Centralbl.  f.  Gynilk.,  1893,  vol.  xvii.,  p.  432. 

^  Varnier,  Journal  of  the  Medical  Sciences,  July,  1893,  p.  112. 

*  Private  communication  from  Dr.  Robert  P.  Harris,  June  30th,  1893. 


GARRIGUES  :    SYMPHYSIOTOMY.  633 

to  me  we  expose  both  mother  and  child  to  unnecessary  danger 
by  trying  to  deliver  with  high  forceps  before  performing  sym- 
physiotomy. The  child  may  also  be  protected  by  having  the 
iliac  bones  of  the  mother  separated  by  assistants  during  extrac- 
tion, instead  of  using  the  child  itself  as  a  wedge  to  expand  the 
pelvis.  All  means  of  resuscitation  must  be  kept  in  readiness 
and  applied  to  the  child  if  it  is  asphyctic. 

Tlie  combined  mortality  for  mother  and  child  in  Yarnier's 
list,  after  deducting  5  children  that  were  dead  before  the  opera- 
tion, is  16  per  cent. 

Relation  to  other  Ohstetrio  Operations. — Finally,  we  will  in- 
quire what  importance  the  revival  of  symphysiotomy  has,  and 
whether  it  is  called  to  change  our  obstetric  practice  and  teach- 
ing. It  is  an  operation  that  sometimes  is  so  simple  that  a  tyro 
can  perform  it,  but  at  other  time?  so  difficult  and  complicated 
tliat  no  one  should  undertake  it  who  is  not  qualified  to  perform 
a  Cesarean  section.  It  is,  therefore,  eminently  an  operation  for 
experts.  It  may,  however,  be  performed  in  private  practice  as 
well  as  in  lying-in  institutions.  For  the  mere  medical  obstet- 
rician nothing  is  changed  by  the  re-introduction  of  symphysi- 
otomy ;  but  for  the  operative  obstetrician,  the  gynecologist,  and 
the  general  surgeon  engaged  in  obstetric  practice,  the  greatest 
changes  are,  in  my  opinion,  to  be  made  in  the  choice  of  ope- 
rations by  which  we  meet  the  mechanical  disproportion  be- 
tween mother  and  child. 

Craniotomy  on  the  living  child,  or,  what  is  still  worse,  ex- 
pectation till  the  child  is  dead,  followed  by  craniotomy,  ought 
never  to  be  thought  of  in  any  community  in  which  it  is  possible 
to  obtain  the  assistance  of  a  man  able  to  perform  symphysiotomy. 

Induction  of  premature  labor  is  accompanied  by  only  about 
one-half  of  the  maternal  mortality  of  symphysiotomy  (namely, 
5  per  cent),  but  then  it  has  no  less  than  43  per  cent  infantile 
mortality ' — that  is,  a  combined  mortalitj'  of  24  per  cent — while 
in  symphysiotomy  it  is  only  16  per  cent.  In  cases  in  which  the 
motlier's  life  is  to  be  preferred — and,  as  a  rule,  the  life  of  a 
grown-up  person,  with  the  manifold  ties  of  life,  a  wife,  and  per- 
haps mother  of  other  children,  ought  to  weigh  more  than  that  of 
an  unborn  child — induction  of  premature  labor  retains  its  posi- 
tion ;  but  in  others,  in  which  the  child's  life  is  of  particular  im- 
portance, symphysiotomy  is  to  be  preferred,  the  infantile  mor- 
1  Wyder,  Archiv  f.  Gvnak.,  1888,  vol.  xxxii.,  p.  60. 
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tality  being  only  about  half  as  large  as  in  the  other  operation — 
22  against  43  per  cent.  By  combining  the  two  the  limit  of  the 
induction  of  premature  labor  maj'  be  extended  somewhat. 

Cesarean  section  has  a  combined  mortality  of  16  per  cent,  the 
same  as  symphysiotomy,  and  the  infantile  mortality  is  only 
two-thirds  as  large  as  in  the  latter — 6  against  9  per  cent.'  But 
the  maternal  mortality  is  nearly  three  times  as  large — 26  against 
9  per  cent.  With  proper  respect  for  the  mother's  life,  there 
can,  therefore,  be  no  hesitation  in  regard  to  the  preferability  of 
symphysiotomy. 

Symphysiotomy  competes  even  with  Porrd's  operation,  since 
it  has  been  successfully  performed  when  the  woman  had  been 
for  many  days  in  labor,  whereas  the  Porro  operation  is  accom- 
panied by  the  fearful  mortality  of  57  per  cent. 

Any  form  of  Cesarean  section  ought,  therefore,  to  be  confined 
to  the  cases  in  which  the  coarctation  goes  beyond  the  limits  for 
sy  m  physiotomy. 

Even  difficult  forceps  and  version  operations  ought  to  be  re- 
placed by  symphysiotomy,  since  these  operations,  when  the  true 
conjugate  is  less  than  3J  inches  (8.5  centimetres),  entail  much 
greater  mortality  for  both  mother  and  child,  and  the  latter,  if 
it  survives,  is  apt  to  become  epileptic  or  idiotic. 

Symphysiotomy  has  already  in  several  cases  been  successfully 
repeated  on  the  same  woman. 

It  is  evident  that  if  the  child  were  unusually  large  the  opera- 
tion would  be  indicated  even  with  a  normal  pelvis. 

When  great  force  is  exercised  in  pulling  on  the  forceps  it 
sometimes  happens  that  the  symphysis  is  ruptured — cases  that 
have  a  very  good  prognosis.  How  much  more  may  we  expect 
to  see  the  woman  recover  if  we  substitute  a  methodical  wound 
for  the  irregular  tears  and  profound  bruises  resulting  from 
forcible  extraction  and  rupture? 

In  my  opinion  symphysiotomy  is  a  valuable  addition  to  our 
obstetrical  resources,  which  ought  to  be  performed  frequently 
in  maternities  and  in  private  specialist  practice. 

'  Caruso,  Arcbiv  f.  Gynilk.,  1888,  vol.  xxxiii.,  p.  255. 
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THE  CO-ORDINATION  OF  THE  MUSCLES  CLOSING  THE  URETHRA, 

VAGINA,    AND  RECTUM,  AND   ITS   APPLICATION  TO  THE 

PRECISE  DIAGNOSIS  AND  SURGICAL  TREATMENT 

OF  INJURIES  TO  THE  PELVIC  FLOOR.> 


A.  W.  ABBOTT,  M.D., 
Minneapolis,  Minn. 


That  the  perineum  completes  the  outer  layer  of  pelvic  sup- 
ports, that  it  perfects  the  valvular  closure  of  the  vaginal  open- 
ing, that  it  performs  an  important  function  in  copulation  and 
conception,  are  sufficient  reasons  for  its  restoration  after 
rupture. 

The  condition  of  the  muscles  supporting  the  pelvic  openings 
may  be  determined  in  a  precise  and  positive  manner  by  the 
application  of  the  physiological  principle  that  "when  the  sphinc- 
ter ani  is  made  to  contract  voluntarily,  the  entire  levator  ani, 
as  well  as  the  perineal  muscles  proper,  contract  at  the  same 
time,  and  can  therefore  at  all  times  be  influenced  by  the  con- 
trol of  the  sphincter  ani. 

To  ascertain  what  muscle  or  muscles  of  the  perineum  are 
torn,  place  the  patient  in  the  dnrsal  position  with  tlie  perineum 
exposed.  If  now  the  patient  alternately  contracts  and  relaxes 
the  sphincter  ani,  all  the  other  muscles  involved  contracting 
and  relaxing,  as  before  stated,  at  the  same  instant,  it  will  be 
immediately  apparent,  by  touching  the  normal  positions  of  the 
various  muscles,  which  ones  contract  throughout  their  full 
extent  and  are  therefore  intact,  and,  as  positively,  those  that 
are  torn,  by  the  total  or  partial  loss  of  contractile  hardening 
at  the  point  of  rupture.  Indeed,  the  exact  site  of  injury  may 
often  be  made  out  by  sight  alone,  the  sound  side  drawing  up, 
while  the  tissues  of  the  injured  side  are  carried  toward  the  un- 
injured side,  instead  of  counteracting  the  effect  of  the  latter  as 
they  normally  should. 

It  will  be  immediately  seen  on  trial  that  this  affords  a  positive 

means  of  determining  the  exact  condition  of  each  individual 

'  Read  before  the  Section  on  Gynecology  and  Abdominal  Surgery,  Pan- 
American  Medical  Congress. 
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muscle.  Instead  of  the  indefiniteness  wliicli  lias  given  rise  to 
so  many  methods  of  operation,  we  have  an  exactness  in  demon- 
stration on  which  can  be  founded  an  equally  exact  surgery. 

To  explain  more  in  detail :  "With  the  patient  in  the  dorsal 
position,  ask  her  to  contract  and  then  relax  the  sphincter  ani. 
I  have  never  known  but  one  patient  to  fail  in  doing  this  under- 
standingly  with  a  very  little  explanation.  Place  a  finger  upon 
each  side  of  the  median  line  and  just  within  the  tuberosities  of 
the  ischium.  If  the  left  side  contracts  and  the  right  does  not, 
we  know  at  once  that  the  right  transversus  perinei  is  torn. 
AVitli  the  thumb  in  front  and  the  forefinger  in  the  vagina  and 
to  the  side,  we  in  like  manner  determine  the  condition  of  the 
sphincter  vagina.  Passing  the  finger  just  within  the  pubic  arch 
and  to  the  sides  of  the  vagina,  the  firm,  rounded  form  of  the 
pubic  part  of  the  levator  ani  is  particularly  noticeable  if  the 
contraction  be  good  and  the  muscle  whole.  The  contraction  of 
the  obturator  and  coccygeal  parts  of  the  levator  ani  can  be  also 
distinctly  made  out. 

In  regard  to  ruptures  involving  the  levator  ani,  there  has 
much  been  written  that  is  confusing  and  many  operations  per- 
formed with  this  lesion  as  a  supposed  basis,  when  in  fact  it  did 
not  really  exist.  Without  unwarrantable  artificial  force  the 
coccygeal  part  cannot  be  torn  during  parturition,  as  it  can  be 
stretched  only  as  much  as  the  limited  extension  of  the  coccyx 
demands. 

The  obturator  part  passes  entirely  past  the  vagina  and  is 
attached  to  the  very  posterior  line  of  the  rectum,  being  loosely 
connected  to  the  lateral  vaginal  borders.  This  part  of  the  mus- 
cle is  not  subjected  to  enormous  strain  during  the  passage  of  the 
cliild. 

If  a  rupture  occurs  through  the  vagina  opposite  this  part  of 
the  levator  ani,  it  cannot  tear  the  muscle,  as  there  are  no  fibres 
which  pass  between  the  rectum  and  the  vagina,  and  the  bones 
prevent  excessive  distention.  The  most  that  can  occur  is  a 
pushing-off  of  the  muscle  from  the  vaginal  and  upper  rectal 
border. 

The  pubic  portion  is  the  most  interesting  to  the  obstetrician 
and  surgeon,  as  this  is  the  part  which  bears  the  greatest  strain ; 
yet  we  believe,  notwithstanding  all  that  has  been  written,  that 
it  is  seldom  the  seat  of  extensive  rupture,  but  that  if  torn  none 
of  the  usual  operations  will  reach  the  part  likely  to  be  injured. 
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Having  looked  anxiously  for  tliis  lesion  in  all  possible  cases 
for  over  two  years,  I  have  only  found  live  in  whicli  very  ex- 
tensive rupture  could  be  demonstrated.  If  the  fibres  of  this 
part  of  the  levator  ani  passed  between  the  vagina  and  rectum, 
as  usually  represented,  this  muscle  would  frequently  be  torn. 
In  several  dissections  and  in  over  a  hundred  examinations  in 
virgins  and  nulliparag  I  have  not  been  able  to  discover  the 
fibres  of  this  muscle  extending  between  the  vagina  and  rectum, 
nor  have  I  in  a  single  instance  found  the  slightest  contractile 
hardening  which  could  be  traced  to  this  muscle  while  the  peri- 
neum was  grasped  by  the  thumb  in  the  vagina  and  the  fore- 
finger in  the  rectum,  and  yet  the  firm  fibres  of  the  contracted 
muscle  can  always  in  such  subjects  be  followed  from  the  pubic 
arch  to  the  lower  side  of  the  rectum.  In  the  five  instances  in 
which  I  have  observed  very  extensive  rupture  of  this  muscle, 
the  rectum  and  sphincter  ani,  instead  of  being  drawn  normally 
toward  the  pubic  arch,  were  drawn  a  little  upward  and  to  the 
sound  side.  The  patients  had  not  the  slightest  power  of  con- 
tracting the  outer  third  of  the  vagina. 

The  ordinary  conditions  are  as  follows:  If  the  tear  is  me- 
dian the  levator  ani  is  not  usually  injured.  If  (as  occurs  in 
eighty  per  cent  of  severe  lacerations)  the  tear  is  upon  one  side 
— the  right  almost  invariably — the  mucosa  of  the  sulcus,  the 
perineal  fascia,  and  a  few  of  the  anterior  fibres  of  the  levator 
are  .torn  through  with  the  transversus  perinei ;  but  the  most 
important  feature  of  the  injury  lies  in  the  pushing-oif  of  the  va- 
gina from  its  rather  loose  attachment  to  the  levator,  so  that  the 
tissues  upon  the  median  side  of  the  tear  occupy  a  lower  jDlane 
than  usual,  but  upon  the  injured  side  only.  Scars  in  the  mu- 
cosa are  not  to  be  relied  upon  as  indicating  the  exact  site  of 
deeper  injuries.  Kupture  of  the  muscle  and  fascioe  may  take 
place  without  rupture  of  the  mucosa,  or,  if  a  scar  in  the  mucosa 
is  present,  it  is  quite  likely  to  be  at  a  distance  or  lie  in  another 
direction  from  the  deeper  tear. 

Having  definitely  located  the  injury,  the  technique  of  oj^era- 
tion  is  simple.  Incise  the  mucosa  and  dissect  down  to  the  torn 
ends  of  the  muscle.  Place  stitches  so  as  to  draw  the  ends  of  the 
muscle  together.  If  the  rupture  involves  only  the  tranversus 
perinei  a  small  transverse  incision  will  suffice.  If  the  pubic  part 
of  the  levator  ani  is  ruptured  the  operation  is  more  serious,  as 
the  incision  should  be  in  the  sulcus  and  the  dissection  carried 
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down  to  the  plane  of  the  levator,  in  some  cases  as  far  as  the  pos- 
terior plane  of  the  rectum,  and  tlie  muscles  exposed  and  drawn 
up  with  catch  forceps;  tendon  or  well-chromicized  catgut  should 
then  be  passed  so  as  to  get  a  deep  and  secure  hold  upon  the 
muscles.  It  is  usually  necessary  to  dissect  up  the  outside  mu- 
cosa and  fascia,  so  as  to  get  as  good  a  point  as  possible  for  the 
new  insertion  of  the  muscle.  Should  it  be  necessary  the  opera- 
tion may  be  completed  by  Emmet's  operation. 

It  will  be  seen  from  the  above  that  in  some  cases  Tait's  flap- 
splitting  operation  will  produce  good  results,  if  the  dissection  is 
carried  into  the  muscular  plane  and  the  sutures  properly  placed. 
It  also  explains  the  rationale  of  the  success  attending  the  opera- 
tion described  by  H.  O.  Marcy,  who  has  also  given  us  such  per- 
fect illustrations  of  the  perineal  structure.  It  also  proves  the 
absolute  correctness  of  the  Emmet  operation,  as  far  as  it  goes. 

While  the  technique  of  the  operation  may  undoubtedly  be 
improved  upon,  we  believe  that  an  appreciation  of  co-ordination 
of  the  pelvic  muscles  must  be  the  foundation  of  a  correct  sur- 
gery of  the  part. 

The  results,  after  nearly  three  years  of  operating  by  this 
method,  have  been  certainly  gratifying,  the  perineum  not  only 
being  restored  to  its  nulliparous  form,  but,  what  is  of  more  im- 
portance, the  control  has  been  perfect. 
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I  PURPOSE  presenting  under  the  above  title  a  paper  in  which 
are  briefly  considered  some  of  the  frequent  injuries  to  the  peri- 
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neum  and  lower  portion  of  the  vagina  in  childbirth,  and  a  sur- 
gical procedure  for  restoring  them  to  an  approximately  normal 
condition. 

In  1877  I  read  a  paper  before  the  Michigan  State  Medical 
Society  in  which  were  mentioned  "some  new  procedures  in  the 
operation  for  laceration  of  the  perineum,"  and  on  January  8th, 
1879,  I  read  a  paper  before  the  Cincinnati  Obstetrical  Society, 
which  was  published  in  The  American  Journal  of  Obstetrics 
for  April,  1879,  describing  the  same  procedure  as  in  the  first- 
mentioned  article,  the  latter  being  entitled  "Perineorrhaphy 
and  a  Description  of  a  New  Mode  of  Operating."  This  paper 
advocated  a  new  mode  of  submucous  dissection  of  the  tissues,  or 
what  is  now  designated  flap-splitting. 

This  method  of  operating  was  favorably  commented  upon  by 
the  leading  medical  journals  of  the  day,  and  the  leading  text 
books  on  gynecology  published  in  this  country  continued  for 
many  years  to  sanction  it.  In  that  paper  the  cutting  away  of 
the  flap  instead  of  preserving  it  was  advised.  Subsequently  I 
preserved  the  flap,  and,  believing  for  a  time  my  mode  of  operat- 
ing, as  well  as  the  preservation  of  the  flap,  was  original,  so  stated 
when  asked  regarding  it  by  some  of  my  friends.  But,  learning 
that  others  had  also  described  saving  the  flap,  no  claim  has  been 
made  as  to  its  originality  with  myself.  The  submucous  dissec- 
tion I  described — or  flap-splitting  operation,  as  now  designated — 
was  made  several  hundreds  of  times  by  me  in  public  clinics, 
as  well  as  by  many  others  who  had  adopted  it,  some  years  be- 
fore the  flap-splitting  operation  of  Tait  or  others  had  become 
known. 

However,  I  am  not  strenuous  in  claiming  priority  in  the  mode 
of  operating  I  described  so  long  ago,  as  it  is  of  little  importance 
for  I  am  only  one  of  the  great  multitude  working  in  the  field  of 
gynecological  surgery. 

I  am  prompted  to  this  historical  fact  as  an  introduction  to 
this  paper,  as  the  surgical  procedures  which  I  set  forth  sixteen 
years  ago  are  occasionally  referred  to  at  the  present  time  ;  and  a 
late  edition  of  a  well-known  text  book,  that  had  previously  com- 
mended it  by  means  of  lengthy  quotations  and  illustrations,  now 
dismisses  it  by  a  brief  allusion  as  "  too  bloody." 

Although  repeatedly  asked  to  write  an  additional  paper,  I 
have  had  other  fields  to  cultivate,  and  what  seemed  more  impor- 
tant in  surgical  matters  to  engross  my  time  and  attention  ;  but  of 
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late  there  seems  to  have  been  a  revival  of  interest  in  plastic 
gynecological  surgery. 

Description. — The  operation  I  make  to-day,  and  which  is  de- 
scribed in  this  brief  paper,  is,  I  believe,  a  great  improvement  on 
my  former  method.  It  would  hardly  be  possible  for  one  to 
make  hundreds  of  operations  of  any  kind  without  finding  a 
chance  for  some  improvement  either  in  the  mechanical  portion 
or  in  results  obtained. 

There  have  been  many  surgical  devices  brought  to  the  notice 
of  the  medical  public  under  the  general  title  of  perineorrhaphy, 
but  the  merits  or  demerits  of  other  operations  than  the  one  here 
described  will  not  be  considered. 

It  is  not  my  purpose  to  discuss  laceration  of  the  perineum  or 
the  necessity  for  repair  in  detail.  It  is  well  known  to  &\qv^ 
careful  observer  that  rather  extensive  laceration  of  the  perineum 
and  vaginal  walls  occurs  in  childbirth  from  which  no  bad  results 
follow.  Again,  it  is  equally  well  known  that  many  discomforts 
and  divers  reflex  symptoms  often  ensue  from  lacerations  that  at 
the  time  of  their  occurrence  seem  too  insignificant  to  demand  a 
passing  thought  or  even  a  single  suture. 

The  immediate  or  primary  operation  will  not  be  discussed. 
It  is  to  the  consideration  of  secondary  operations  alone  that  your 
attention  is  called.  I  will  state,  as  a  general  proposition,  that 
operations  are  not  demanded  because  of  laceration  per  se,  but 
when  there  are  unmistakable  discomforts  that  can  be  plainly 
traced  to  them,  and  health  and  comfort  can  only  be  recovered 
by  restoring  the  torn  parts  to  their  normal  relations. 

The  portion  of  the  recto-vaginal  septum  commonly  designated 
the  perineum  supports  the  lower  portion  of  the  posterior  vagi- 
nal wall,  which  in  turn  supports  a  corresponding  part  of  the  an- 
terior vaginal  wall.  The  lower  portion  of  the  rectum  is  sus- 
tained, and  the  proper  performance  of  its  functions  aided,  by  the 
perineum  as  a  whole,  but  particularly  by  the  levator  ani.  Four 
muscles,  the  bulbo-cavernosus,  the  transversus  perinei,  the  ante- 
rior portion  of  the  levator  ani,  and  the  sphincter  ani,  are  united 
in  the  perineum ;  and  it  is  the  severance  of  these  from  their 
fellows  on  the  opposite  side,  together  with  the  separation  of  the 
perineal  fascia,  which  produces  the  mischief ;  therefore  laceration 
of  the  perineum  and  a  portion  of  the  posterior  vaginal  wall, 
whether  partial  or  complete,  may  cause  a  variety  of  conditions, 
sach  as  loss  of  vulvar  integrity  and  impairment  of  the  functions 
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of  the  rectum  ;  partial  or  complete  incontineDce  of  the  rectum 
and  bladder  ;  increased  and  irritating  secretions  of  the  vagina 
and  rectum,  and  recurring  prolapse  of  the  rectum  after  operation 
for  prolapsus  recti;  descent  of  the  recto- vaginal  septum,  or  recto- 
cele ;  a  similar  condition  of  the  anterior  vaginal  wall  and  bladder, 
or  cvstocele. 

It  is  now  a  long  time  since  attention  was  called  to  the  pro- 
minence which  the  levator  ani  muscle  occupies  among  the  others 
of  the  pelvic  outlet.  N^evertheless  the  functions  and  impor- 
tance of  this  muscle  have  not  been  sufficiently  considered  by 
the  majority  of  either  writers  or  operators.  Therefore  they 
have  not  always  appreciated  how  large  a  part  it  plays  in  pro- 
ducing the  above  pathological  conditions. 

Dr.  Robert  L.  Dickinson,"  in  his  article  "  Studies  of  the  Leva- 
tor Ani,"  has  given  a  very  full  and  admirable  description  of  the 
relations,  functions,  and  strength  of  this  muscle,  with  illustra- 
tions and  diagrams. 

I  have  seen  quite  a  number  of  patients  that  had  been  operated 
upon,  with  the  result  of  having,  to  all  external  appearances,  a 
perfect  perineum,  but  with  a  rectocele  above  the  line  of  the  dis- 
section or  flap-splitting,  that  formed  an  excellent  pocket  for  the 
accumulation  of  uterine  and  vaginal  secretions  in  which  the 
neck  of  the  prolapsed  uterus  was  constantly  macerating.  In 
many  of  the  cases  where  only  a  portion  of  the  redundancy  is 
remedied,  the  only  benefit  seems  to  be  to  provide  a  better  sup- 
port for  some  form  of  pessary  to  sustain  the  uterus  and  vaginal 
walls. 

My  own  observation  and  experience,  which  I  presume  agrees 
with  others,  is  that  there  are,  at  least  in  a  general  sense,  four 
important  ends  to  be  attained  in  repairing  the  class  of  injuries 
under  consideration  :  1.  To  restore  the  loss  of  power  and  func- 
tion to  the  lower  portion  of  the  rectum  and  vagina.  2.  To  re- 
store the  normal  sustaining  quality  of  the  posterior  vaginal 
wall  for  the  anterior  vaginal  wall  and  bladder.  3.  To  provide 
as  much  support  for  the  uterus  as  the  perineum  naturally  gives. 
4.  To  cure  the  many  distressing  nervous  accompaniments. 

Any  surgical  procedure  which  does  not  obtain  relief  to  a 
great  degree  is  not,  in  a  strict  sense,  successful. 

A  perineum  may  be  operated  upon  and,  as  far  as  external  ap- 
pearances are  concerned,  be  a  success  ;  but  if  above  the  point  of 
'  Prize  essay,  American  Journal  of  Obstetrics,  September,  1889. 
41 
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dissection  there  still  remains  a  redundancy  of  the  vaginal  walls, 
or  the  restoration  is  not  sufficient  to  support  the  anterior  vaginal 
wall,  the  operation  is  but  partially  efficient.  This  is  true 
whether  the  uterus  is  held  up  to  the  health  line  or  not.  There 
are  so  many  cases  operating  to  produce  uterine  displacement 
that  it  is  not,  as  a  general  rule,  just  to  gauge  the  success  of  an 
operation  by  the  measure  of  uterine  support  it  secures.  Tor 
the  reason  that  these  partial  operations  are  often  insufficient, 
and  are  not  followed  by  the  anticipated  beneficial  results,  I  have 
chosen  to  designate  the  surgical  procedure  I  have  been  making 
for  a  number  of  years  perineo-vaginal  restoration.  To  accom- 
j)lish  the  best  permanent  results  it  is  essential  that  dissection  of 


Fig.  1. 


the  flap  extend  as  high  within  the  recto-vaginal  septum  as  there 
are  signs  of  slack  or  redundancy  of  the  posterior  wall. 

My  mode  of  procedure  is  as  follows  :  I  first  nick  with  the 
scissors  each  labium  to  mark  either  termination  of  the  anterior 
margin  of  the  flap,  and  then,  having  introduced  two  fingers  into 
the  rectum,  and  assistants  making  the  parts  taut,  I  insert  the 
sharp-pointed  scissors  near  the  juncture  of  the  integument  and 
mucous  membrane  in  the  median  line,  or  sometimes  on  one  of 
the  nicked  lips,  and  proceed  to  dissect  a  flap  up  the  septum  as 
far  as  redundancy  of  the  walls  can  be  observed  (Fig.  1). 

It  is  important,  for  the  sake  of  making  a  more  rapid  and  neat 
operation,  that  the  dissection  be  made  in  its  entirety  without 
withdrawing  the  scissors.     When  I  first  described  my  mode  of 


JE2fKS  :    PERIXEO-VAGIN^AL    RESTORATION.  643 

operating  in  1877  mj  friend  the  late  Dr.  Albert  H.  Smith  de- 
vised a  knife  to  take  the  place  of  scissors,  and  subsequently  I 
caused  a  knife  to  be  made  larger  and  more  flexible  than  his 
(Fig.  2,  d). 

The  scissors  which  I  have  used  for  the  past  six  years  are 
slightly  curved,  with  blades  completely  overlapping  each  other, 
and  both  inner  and  outer  edges  ground  equally  sharp.  I  have 
found  this  form  of  blade  is  less  liable  to  become  entangled 
in  submucous  dissections  than  the  ordinary-shaped  blade  (see 
Fig.  2). 

These  scissors  can  be  used  alternately  in  their  proper  capacity 
or  with  blades  closed  as  a  knife  to  dissect  the  flap  more  per- 
fectly, as  their  sharpened  outer  edges  and  points  render  this  an 
easy  task ;  and  there  is  a  great  advantage  in  their  use  in  cases 
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Fig.  2. 


where  there  is  tendency  to  bleed,  as  there  is  less  hemorrhage 
than  with  an  ordinary  knife. 

One  objection  recently  made  to  this  operation  is  that  it  is 
bloody,  and  sometimes  one  or  more  arteries  have  to  be  tied. 

In  the  event  of  arteries  being  severed,  compression  with  Lot 
sponge  or  twisting  will  usually  suflBce  ;  but  if  ligation  is  required, 
catgut  is  preferable  if  the  ligatures  are  buried. 

In  many  hundreds  of  operations  I  have  not  been  compelled 
to  ligate  vessels,  all  told,  more  than  six  times. 

The  next  important  step  in  the  operation,  after  the  dissection 
of  the  flap,  is  the  insertion  and  adjustment  of  the  sutures. 

No  better  results  have  ever  been  obtained  than  by  silver 
sutures,  but  on  account  of  their  stiffness  they  cause  more  pain  ; 
therefore  I  substitute  the  silkworm  gut,  which  possesses  the 
principal  advantages  of  silver  wire  and  is  not  so  unyielding. 
Kangaroo  tendon  is  also  a  safe  and  useful  suture. 
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The  needles  are  a  straight,  flat,  iion-cntting  needle  about  two 
inches  in  length,  and  a  slightly  curved  Peaslee  needle.  The 
latter  is  provided  with  a  carrying  thread  of  No.  4  or  5  braided 
silk  eighteen  inches  long.  The  former  is  used  only  for  the 
short  and  superficial  sutures,  which  are  threaded  directly  into  the 
needle. 

In  the  majority  of  methods  of  operating  for  incomplete  lace- 
ration, the  first  and  frequently  the  second  sutures  are  shorter 
and  of  far  less  importance  than  the  third  or  fourth  and  fifth,  as 
the  case  may  be.  But  in  my  operation  matters  are  reversed, 
for  the  first  two  sutures  are  the  longest  and  most  important. 


Indeed,  for  want  of  a  better  term  I  often  call  them  the  parent 
stitches  (Fig.  4,  page  64cQ). 

The  first  assistant  lifts  up  the  flap  by  means  of  a  tenaculum 
hooked  into  the  edge  at  the  centre  (Fig.  3).  Introducing  two 
fingers  of  the  left  hand  into  the  rectum  to  guard  against  wound- 
ing it,  I  start  the  needle  at  the  distance  of  one-tliird  to  one-half 
of  an  inch  back  from  the  denuded  surface,  and,  turning  the 
point  well  toward  the  left  buttock,  and  the  handle  correspond- 
ingly as  far  in  the  direction  of  the  right  buttock,  I  push  it 
rather  deeply  into  the  tissue  of  the  anterior  ischio-rectal  space, 
then  upward  and  finally  inward  along  the  recto-vaginal  wall 
until  it  has  been  carried  just  above  the  highest  point  of  dissec- 
tion in  the  centre,  at  wliicli  location,  or  as  near  to  it  as  possible, 
the  needle  point  is  brought  out.     The  needle  is  then  introduced 
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in  the  same  manner  in  the  opposite  side,  the  upper  end  of  the 
suture  threaded  into  the  loop,  and  the  other  half  of  the  stitch 
carried  to  place. 

For  the  second  stitch  the  needle  is  started  in  about  a  third  of 
an  inch  above  the  iirst,  and  its  point  directed  at  first  outward  in 
the  same  manner  as  in  the  introduction  of  the  first  suture.  ISTot 
quite  so  much  lateral  tissue  is  taken  up  this  time ;  that  is,  the 
needle  does  not  make  quite  so  wide  a  side  sweep  for  the  second 
suture,  but  passes  more  directly  up  along  the  recto-vaginal  sep- 
tum, and,  wlien  it  has  reached  the  upper  third  of  its  course, 
crosses  the  first  suture  and  comes  out  on  the  vaginal  mucous 
membrane  about  one-half  or  two-thirds  of  an  inch  above  the 
central  highest  point  of  dissection.  After  drawing  the  first 
half  of  the  suture  into  place  the  needle  is  introduced  in  the 
same  manner  on  the  opposite  side  for  the  second  half  of  this 
stitch. 

For  the  third  stitch,  a  third  of  an  inch  above  the  second,  the 
needle  passes  along  the  denuded  surface  till  it  reaches  the  line 
of  junction  of  the  sej^tum  and  the  flap,  when  it  enters  the  latter 
at  about  its  upper  fourth,  burrows  across  to  the  oj^posite  side 
and  down  the  denuded  surface  to  the  outside. 

This  stitch  can  sometimes  be  introduced  in  one  continuous 
circuit,  in  other  cases  one  half  at  a  time. 

The  fourth  and  fifth  stitches  are  buried  under  the  denuded 
surface  as  far  up  as  the  junction  of  the  septum  and  flap,  where 
they  pass  under  the  flap,  without  burrowing  in  it,  to  the  opposite 
side.  With  each  of  these  sutures  it  is  usually  more  convenient, 
although  not  necessary,  to  put  in  one  half  and  then  introduce 
the  needle  on  the  opposite  side  in  the  same  manner  for  the  other 
half. 

When  the  sutures  are  drawn  up  en  masse  the  flap  will  emerge 
more  or  less  from  the  introitus,  and  will  frequently  have  the 
appearance  of  being  much  too  long ;  the  operator  will  conse- 
quently be  tempted  to  pare  off  a  quarter  of  an  inch  or  more 
from  the  anterior  edge,  but  this  should  not  be  done  except  in 
rare  cases  of  great  redundancy.  This  slack  is  disposed  of  by 
the  gradual  retraction  of  the  flap  during  the  process  of  healing 
and  settling  into  normal  relations.  The  sutures  are  now 
loosened  again  and  the  sixth  stitch  introduced,  which  is 
designed  to  purse  up  the  anterior  side  of  the  flap  and  also 
bring  together  the  last  of  the  denuded  surface.     For  this  pur- 
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pose  the  straight,  thin  needle  previously  mentioned  is  used. 
The  needle  is  passed  under  the  portion  of  denuded  surface 
contiguous  to  the  edge  of  the  flap,  and  thence  into  and  through 
the  latter  to  the  opposite  side. 

Care  is  required,  in  adjusting  the  first  two  long  sutures,  not  to 
draw  them  too  tightly,  otherwise  they  will  cut  in  a  little,  and, 
owing  to  their  including  so  much  tissue  adjacent  to  the  rectum, 
will  be  painful.  The  third,  fourth,  and  fifth  sutures  can  be 
drawn  more  tightly.  The  sixth,  again,  should  be  but  moder- 
ately tight,  as  the  pursed-up  edge  of  the  flap  will  not  bear  much 
restriction.  Usually  two  or  three  superficial  sutures  of  fine 
silk,  horsehair,  or  small  silkworm  gut  will  be  required  to  coapt 
any  raw  edges  turned  out  by  the  puckering-up  of  the  flap. 
These  last  are  not  absolutely  essential,  but  they  give  a  neat 
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appearance  to  the  operation,  as  well  as  dispose  of  surfaces  for 
absorption  or  granulation.  If  silver  wire  has  been  used,  the 
ends  may  be  massed  together  and  inserted  into  half  an  inch  of 
small  rubber  tubing  to  prevent  them  from  pricking  the  patient. 

In  any  surgical  work,  but  especially  in  the  plastic  operations 
of  gynecology,  it  is  extremely  convenient  and  helpful  to  an 
operator  if  he  is  ambidextrous.  However,  but  few  possess  this 
accomplishment  to  a  fall  degree,  and  it  is  not  really  a  sine  qua 
noil  to  skilful  operating.     Many  expert  operators  do  not. 

In  case  there  seems  to  be  a  tendency  to  persistent  hemor- 
rhage beneath  the  flap,  I  place  as  a  compression  stitch  a  strong 
silk  suture,  by  means  of  a  Peaslee  needle,  outside  of  the  adjusted 
sutures  and  over  the  flap,  which  I  retain  for  about  twenty-four 
hours  and  then  remove  (Fig.  5,  a). 

In  this  operation,  or  almost  any  other  for  perineorrhaphy,  the 
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long  stitch  or  stitches  which  pass  from  the  outside  up  to  the  high- 
est point  of  dissection  in  the  vagina  should  always  be  put  in 
one  half  at  a  time.  If  the  dissection  is  made  even  approxi- 
mately as  high  as  it  should  be,  a  slightly  curved  needle  cannot 
make  the  whole  circuit  at  once,  except  in  a  patient  with  lax 
tissues  and  a  broad  space  between  the  tubera  ischiorum.  But 
even  wlien  it  can  ])e  done  it  is  accomplished  at  the  expense  of 
considerable  strain  on  the  parts  operated  upon  and  on  the  whole 
vaginal  column. 

I  have  constantly  mentioned  six  as  the  number  of  sutures  em- 
ployed, but  only  because  that  is  the  number  most  commonly  re- 
quired. Occasionally  five  are  sufficient,  and  sometimes  seven  or 
eight  are  needed. 

As  there  are  no  exposed  raw  surfaces  either  externally  or  in- 
ternally, but  little  dressing  of  any  kind,  and  but  few  vaginal 
douches,  are  demanded.  Three  or  four  are  the  usual  number: 
one  at  the  end  of  thirty-six  hours,  another  on  the  fourth  or  fifth 
day,  and  another  on  the  morning  of  the  day  the  stitches  are  re- 
moved, usually  the  seventh.  The  external  parts,  on  the  other 
hand,  require  about  the  same  attention  as  in  other  perineal  ope- 
rations. Night  and  morning,  and  each  time  after  urinating,  the 
soft  parts  adjacent  to  the  line  of  union,  and  also  the  buttocks, are 
carefully  separated  and  the  wound  and  the  surrounding  parts 
gently  irrigated  with  sterilized  water  or  a  1 :  GOOO  solution  of 
bichloride. 

Tiie  bawals  should  be  thoroughly  evacuated,  about  the  sixth 
day  after  the  operation,  by  a  laxative,  a  saline  and  an  oil  enema, 
and  the  sutures  removed  about  the  seventh  day.  To  insure 
solidity  of  the  newly  constructed  parts  I  require  the  patient  to 
lie  in  bed  from  two  to  three  weeks. 

The  surgical  procedure  which  I  have  described  in  this  paper 
cannot  commend  itself  on  account  of  the  consummate  ease  or 
rapidity  with  which  it  can  be  made.  It  is  not  as  easily  or  quickly 
done  as  ordinary  perineorrhaphy,  nor  even  as  the  flap-splitting 
operation  of  which  so  much  has  been  written  of  late.  But  after 
essaying  different  operations,  from  Baker  Brown's  to  many  of 
the  present  day,  I  have  settled  upon  the  method  I  have  here 
briefly  outlined  as  the  best  one  I  can  make  for  the  great  majority 
of  cases  that  present  themselves- to  me  for  treatment. 

In  conclusion,  there  are  a  few  points  to  which  I  wish  to  di- 
rect attention. 


Q4:S  WILSON  :    RECENT    SURGICAL    ADVANCES    AND    THEIR 

1.  Auy  single  mode  of  operating  is  not  adapted  to  every  case 
of  laceration  of  the  perineum. 

2.  All  other  qualifications  being  equal,  that  surgeon  will  be  the 
most  successful  in  this  class  of  operations  who,  instead  of  follow- 
ing hard-and-fast  rules,  possesses  a  mechanical  skill  which  he 
can  adapt  to  the  peculiarities  of  each  individual  case. 

3.  The  subsequent  comfort  of  patients  is  not  facilitated  by 
superabundance  of  cicatricial  tissue  within  the  vagina;  therefore 
the  anterior  wall,  instead  of  being  subjected  to  any  surgical  pro- 
cedure for  redundancy,  should  be  sustained  by  a  restoration  of 
the  normal  posterior  wall. 

4.  The  surgical  operation  here  advocated  has  for  its  object  a 
restoration  of  the  torn  posterior  vaginal  wall  and  perineum  to 
their  normal  condition  and  functions,  wherebv  there  is  afforded 
(a)  support  for  the  uterus  to  the  full  extent  provided  for  in  the 
vaginal  walls;  (b)  support  for  the  anterior  vaginal  wall  and 
bladder ;  (o)  support  for  the  lower  end  of  the  rectum. 
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The  term  " conservative  obstetrics"  may  be. interpreted  in 
two  ways.  To  those  who  believe  that  delivery  is  best  effected 
by  Nature  alone  it  means  the  withholding  of  active  procedures, 
in  that  they  involve  a  possible  interference  witli  the  natural 
process.  On  the  other  hand,  to  those  who  rely  upon  the  strict 
observation  of  indications  to  determine  when  Nature  calls  for 
aid,  it  means  the  intelligent  choice  of  artificial  means  to  delivery 
at  the  proper  time. 

Obviously  the  first  interpretation  is  wrong,  and,  if  it  had  been 
held  as  the  standard  of  practice  by  the  best  obstetricians 
of  the  earlier  schools,  we  should  not  have  had  the  science  of 

'  Read  before  the  Section  on  Obstetrics,  Pan-American  Medical  Congress. 
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•obstetrics  enriched  by  the  resources  of  the  present  day,  surgical 
or  otherwise.  As  to  the  second  interpretation,  it  is  the  ob- 
ject of  this  paper  to  discuss  the  degree  to  which  the  introduc- 
tion of  modern  surgical  methods  has  influenced  the  conservative 
treatment  in  obstetrics.  I  shall,  with  this  end  in  view,  con- 
sider the  surgical  treatment  of  ectopic  gestation,  abortion,  sep- 
ticemia, and  dystocia  from  contracted  pelvis. 

-Ectopic  Gestation. — At  first  sight  it  seems  inappropriate  to 
consider  the  surgical  treatment  of  this  affection  as  having  any 
bearing  upon  surgical  obstetrics.  Properly  the  subject  belongs 
to  the  province  of  surgery ;  the  early  confusion  of  the  signs  of 
tubal  pregnancy  wdth  other  pelvic  lesions,  and  the  similarity  in 
treatment,  placed  this  affection  naturally  within  the  limits  of 
gynecology.  But,  outside  of  the  surgical  treatment  of  ectopic 
gestation  as  an  obstetrical  complication — that  is,  in  the  later 
months,  after  the  formation  of  the  placenta — obstetrical  science 
has  been  benefited  by  the  recent  surgical  treatment  of  this  con- 
dition in  two  directions.  Surgery,  in  the  first  place,  has  made 
the  pathology  of  the  condition  clear.  It  has  also  shown  the 
frequency  of  its  occurrence,  and  has  demonstrated  the  process 
of  the  development  of  the  ovum  in  its  unnatural  position  and 
the  liability  of  rupture.  In  the  second  place,  it  has  cleared  the 
■question  of  diagnosis  and  made  the  early  history  of  cases  of 
suspected  pregnancy  a  subject  of  more  careful  observation  than 
formerly.  The  successes  from  the  use  of  the  knife  are  sup- 
planting the  more  uncertain  methods  of  treatment,  such  as 
electricity  and  similar  unsurgical  procedures  (aspiration  and  the 
injection  into  the  sac  of  morphia,  etc.). 

Obstetrically  "we  may  discuss  two  conditions,  the  result  of 
rupture  in  tubal  pregnancy.  First,  when  the  sac  ruptures  into 
the  peritoneum  and  the  placenta  continues  its  development, 
either  by  transplantation  or  marginal  growth,  and  pregnancy 
advances  to  term.  Under  these  circumstances  we  are  confronted 
with  the  danger  to  the  child  and  the  danger  to  the  mother  from 
secondary  rupture  of  the  sac  with  the  escape  of  liquor  amnii 
into  the  peritoneal  cavity.  The  treatment  is  abdominal  section 
with  drainage  and  packing  of  the  wound,  the  remnants  of  the 
«ac  being  removed  by  irrigation.  The  results  at  this  stage  are 
unsatisfactory.  Sutton  has  collected  six  cases  where  the  opeia- 
tion  was  performed  between  the  seventh  and  ninth  months  of 
gestation,   the   child   being   alive.     The   mothers   recovered  in 
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three  cases.  In  two  cases  the  child  died  within  a  few  hours 
after  delivery ;  in  the  other  four  cases  one  child  lived  six 
months,  two  cliildren  lived  eleven  months,  and  one  child  lived 
to  maturity.  Secondly,  in  those  cases  where  extraperitoneal  rup- 
ture has  occurred  we  may  have  pregnancy  advancing  to  term. 
The  fetus,  however,  is  apt  to  die  during  the  early  months  of 
gestation,  or,  if  it  survive,  it  is  apt  to  undergo  transformation 
into  adipocere  or  lithopedion.  In  any  case  removal  at  or  before 
term,  depending  upon  the  time  at  which  the  diagnosis  is  clear, 
is  indicated.  The  abdominal  method  is  to  be  preferred  to  the 
vaginal  incision. 

To  illustrate  the  progress  due  to  surgery  in  the  treatment  of 
ectopic  gestation  we  may  quote  Ross,  who  alludes  to  the  statis- 
tics given  by  Parry  in  comparing  the  results  of  primary  ope- 
ration with  those  when  these  cases  are  left  to  Nature.  Parry 
found  the  mean  mortality  for  primary  and  secondary  operations 
combined  fifty-two  per  cent.  Tlie  mortality  of  the  cases  left  to 
Nature  was  also  fifty-two  per  cent.  The  comparison  between 
the  results  of  treatment  in  the  period  of  undeveloped  surgery 
and  the  results  of  to-day  is  striking. 

Abortion. — In  no  field  of  obstetrics  has  there  been  such  a 
revolution  in  treatment  as  in  abortion.  The  profession,  how- 
ever, are  not  at  one  as  to  the  best  form  of  treatment,  and  are 
divided  according  to  their  advocacy  of  the  following  methods: 
The  expectant  form,  which  we  may  consider  as  the  teaching  of 
the  conservative  school,  and  in  which  instrumental  interference 
is  decried ;  the  radical  form,  in  which  the  uterus  is  emptied  of 
all  traces  of  its  contents,  irrespective  ^f  symptoms  of  retention, 
and  in  which  the  curette  plays  the  most  important  part ;  the 
modified  radical  treatment,  in  which  the  cavity  of  the  uterus  is 
invaded  when  symptoms  of  local  infection  or  bleeding  deter- 
mine active  interference,  either  the  curette  or  the  finger  being 
used  to  remove  retained  decidual  tissue.  Surgery  has  been  re- 
sponsible for  the  development  of  the  radical  form  through  the 
light  which  it  has  thrown  upon  pelvic  pathology.  Cases  which 
have  come  to  abdominal  section,  either  immediately  after  the 
abortion  or  after  the  development  of  the  later  effects,  have 
shown  the  dano;er  of  neglect  in  earlv  management.  Under  the 
earlier  form  of  treatment,  as  soon  as  the  bleeding  has  ceased 
and  the  local  symptoms  have  disappeared,  the  patient  has  been 
dismissad  and  the  later  observation  of  the  case  neglected.     In- 
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volution  in  such  a  case  has  possibly  been  imperfect,  and  im- 
proper circulation  from  the  uterine  engorgement  which  is  pre- 
sent has  reduced  the  normal  power  of  resistance  of  the 
endometrium  to  pathogenic  organisms.  As  a  consequence  some 
placental  debris  or  newly  formed  thrombus  has  become  infected  ; 
this  local  infection  extends,  either  by  the  lymphatics  or  by  con- 
tinuity, from  the  endometrium  to  tlie  mucous  membrane  of  the 
tube,  and  produces  the  condition  which  calls  for  the  surgeon's 
knife.  There  is  no  doubt  that  before  the  era  of  abdominal  sur- 
gery the  connection,  in  many  cases,  between  the  abortion  and 
this  later  condition — salpingitis,  peritonitis,  pelvic  abscess — had 
been  overlooked.  This,  however,  is  not  equivalent  to  saying 
that  the  expectant  treatment  always  results  in  this  condition. 
The  remarks  of  Dr.  C.  W.  Earle  in  a  recent  discussion  during 
a  meeting  of  the  Chicago  Gynecological  Society  are  pertinent 
in  this  connection.  He  says  :  "The  question  whether,  in  e\ery 
case  where  a  small  particle  of  membrane  or  a  small  piece 
of  placenta  is  left,  it  is  best  to  go  into  the  uterus  with  the 
finger  or  something  else  and  clear  it  out,  I  believe  not.  It  is 
pretty  safe  in  the  majority  of  cases,  if  no  hemorrhage  is  present 
and  everybody  concerned  is  careful,  to  leave  very  small  par- 
ticles rather  than  subject  the  woman  to  another  danger  of  in- 
fection by  introducing  the  hand.  I  remember  once  taking 
away  some  membranes,  perhaps  four  or  five  inches  in  length, 
days  after  confinement,  that  were  perfectly  white  and  absolutely 
without  odor.  I  believe  that  if  a  careless  obstetrician  had  in- 
troduced his  finger  or  an  instrument  into  the  uterine  cavity  for 
these  membranes  he  might  have  infected  that  woman." 

This,  however,  is  an  optimistic  view,  and,  if  we  have  learned 
anything  from  our  surgical  training,  it  is  to  dread  the  presence 
of  such  a  source  of  infection  as  retained  membranes  and  pla- 
cental tissue  offer.  We  are  not,  on  the  other  hand,  committed 
to  the  radical  treatment,  by  which,  as  a  prophylactic  measure, 
we  are  called  upon  to  curette  the  uterus  as  a  routine  treatment, 
irrespsctive  of  hemorrhage  or  symptoms  of  retention.  Nor  are 
we  always  called  upon  to  use  the  curette  to  remove  retained 
decidua,  either  immediately  after  abortion  or  in  the  event  of 
the  appearance  of  symptoms  of  local  infection,  as  advocated  by 
most  advanced  teachers.  In  the  first  instance  the  uterus  can 
be  cleaned  by  the  finger  as  a  curette,  and  afterward  irrigated 
if  necessary  ;    and  in  the  second  instance  the  infecting  mass 
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can  be  diagnosticated  by  the  introduction  of  the  linger,  and  re- 
moved manaally,  the  endometrium  afterward  being  disinfected 
by  the  intra-uterine  douche.  The  curette  is  to  be  reserved  for 
those  cases  in  which  the  process  is  one  of  acute  infection  of  the 
endometrium,  where  digital  curetting  with  irrigation  has  failed 
to  reduce  the  temperature.  The  reason  for  this  is  that  the 
curette  is  apt  to  dislodge  thrombi  and  penetrate  the  mucosa, 
opening  up  a  new  channel  of  absorption  of  infected  material. 
Good  surgery,  which  means  absolute  antisepsis,  has  taught  us, 
further,  that  tamponing  in  cases  of  hemorrhage  from  abortion 
is  a  temporizing  measure  fraught  with  great  dangers  of  infec- 
tion, and  that  where  we  have  bleeding  we  are  to  empty  the  ute- 
rus as  speedily  as  possible.  Digital  dilatation  and  extraction  of 
the  ovum  and  its  remains  are  to  be  accomplished,  either  the 
tingeror  the  sharp  curette  being  used  for  the  latter  purpose. 

Septicemia. — In  the  treatment  of  septic  endometritis  and 
paritonitis  we  meet  with  the  most  marked  change  of  ideas. 
The  strongest  advocate  of  the  surgical  treatment  of  this  condi- 
tion is  Pryor,  who  recommends  curettement  and  packing  of  the 
uterine  cavity  for  beginning  septicemia,  basing  his  treatment 
upon  an  incontrovertible  theory  of  the  pathology  of  the  affec- 
tion. He  states  that  "innumerable  clinical  as  well  as  other 
facts  show  us  that  the  lymph  channels  are  the  most  usual,  most 
persistent,  and  most  serious  carriers  of  this  form  of  infection." 
Concluding  from  this  that  septic  infection  occurs  by  means  of 
the  lymphatics  draining  the  infected  endometrium,  the  seat 
beyond  dispute,  as  he  correctly  argues,  of  beginning  puerperal 
infection,  he  recommends  the  use  of  the  sharp  curette  as  soon  as 
the  diagnosis  of  beginning  infection  is  established,  stating,  in 
connection  with  the  use  of  the  curette,  that  "  its  range  of  appli- 
cation is  greater  than  that  of  any  other  instrument  used  in  gyne- 
cology." 

In  the  heat  of  enthusiasm  laparatomy  at  one  time  was  the 
method  par  excellence  of  approaching  and  draining  an  infected 
peritoneum,  yet  Pryor  writes  :  "  I  have  almost  come  to  the 
conclusion  that  when  you  cannot  check  puerperal  sepsis  by 
irrigation,  curetting,  and  antiseptic  dressings,  the  case  is  beyond 
immediate  surgical  relief.  By  the  latter  expression  I  mean  the 
ether,  operation,  etc.  (in  laparatomy)  will  destroy  what  little 
chance  for  life  remains,  and  that  it  is  better  to  let  the  woman 
alone.     But  if  I  did  a  section  I  would  most  certainlv  ablate  the 
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whole  orgau.  Simple  removal  of  the  tubes  and  ovaries  I  deem 
worse  than  useless."  On  the  other  hand,  we  have  the  previous 
phases  through  which  the  subject  of  treatment  has  passed  occur- 
ring in  quick  enough  succession.  Martineau  wrote  in  1SS4  : 
"  Refrain  from  all  manipulations,  all  active  interference,  as  long 
as  adeno-lymphitis  exists."  while  Polk  writes  :  "  For  the  present, 
then,  until  we  can  improve  our  methods.  1  would  suggest,  in  the 
event  of  the  faihire  of  intra-uterine  drainage  in  these  eases,  an 
application  of  the  open  method  of  drainage  (bv  laparatomy)  to 
the  surroundings  of  the  uterus  as  an  additional  procedure." 
The  choice  as  to  which  of  these  surgical  procedures  should  be 
adopted — curetting  with  drainage,  or  abdominal  section — de- 
pends upon  the  existence  of  symptoms  of  a  local  peritonitis  or 
those  of  an  acute  infection  occurring  from  the  endometrium. 
In  the  first  instance  we  have  an  accumulation  of  pus,  either  an 
abscess  or  a  pre-existing  pyosalpinx,  requiring  drainage  by  abdo- 
minal incision  ;  in  the  second  we  have  an  infected  endometrium 
with  lymphatic  absorption,  requiring  curetting.  If  we  are,  there- 
fore, left  to  choose  between  curetting  with  drainage  from  the 
endometrium,  and  laparatomy  with  external  drainage,  we  are  re- 
quired to  make  at  an  early  stage  an  absolute  diagnosis  of  the 
condition,  our  choice  of  treatment  being  based  upon  the  charac- 
ter of  the  infection.  On  one  hand,  the  absoi-ption  is  usually  so 
rapid  and  the  development  of  symptoms  so  acute  that  to  wait 
for  the  detection  of  a  localized  accumulation  of  pus  before  ac- 
tive treatment  is  instituted  means  death  for  the  patient.  On 
the  other  hand,  the  use  of  the  curette  for  initial  symptoms  is 
dangerous,  and  for  the  following  reasons:  first,  the  risk  of  per- 
foration— although  this  is  not  of  serious  consideration  in  the 
earliest  stage  of  involution,  and  when  the  instrument  is  used 
with  ordinary  care  ;  second,  the  risk  of  the  introduction  of  sep- 
tic material  from  without ;  third,  the  separation  of  thrombi 
at  the  placental  site  and  the  opening  of  fresh  channels  of  in- 
fection. 

The  curette  is  recommended  when  the  endometrium  is  the  seat 
of  an  acute  septic  process  and  the  peritonitic  and  tubal  involve- 
ment is  recent  and  acute.  The  question  is  whether,  in  such 
cases,  after  the  development  of  these  symptoms,  the  infection 
along  the  course  of  the  thrombi  and  the  lymphatics  is  not  already 
too  far  advanced  to  be  reached  by  this  means  of  treatment. 
Are  we  then  to  abstain  from  every  form  of  local  treatment  be- 
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cause  our  efforts  ma}'  be  ill-timed?  Hardly  this  ;  but  we  are  to 
resort  to  methods  bearing  with  them  less  risk  and  which  show 
statistically  better  results.  To  surgical  advances  in  this  field  of 
the  subject  we  are  indebted  for  special  accurate  studies  in  path- 
ology which  have  thrown  light  upon  the  manner  of  infection 
and  the  character  of  the  infecting  elements.  We  also  owe  the 
establishment  of  asepsis  in  midwifery  to  the  recent  advances  in 
surgery.  In  these  directions  the  science  of  obstetrics  has  been 
elevated  by  the  adoption  of  surgical  procedures.  These  modifi- 
cations, however,  have  their  limit,  and  it  is  a  question  whether 
by  surgical  means  we  can  surpass  the  careful  conservative  treat- 
ment of  to-day,  the  treatment  which  relies  on  absolute  prophy- 
laxis, the  judicious  use  of  salines  and  calomel  and  stimulation. 
By  prophylaxis  we  mean  absolute  cleanliness,  abstinence  from 
unnecessary  examinations,  the  use  of  the  ante-  and  post-partum 
douche — especially  in  cases  where  unusual  manipulations  have 
been  necessary — irrigation  and  the  use  of  iodoform  internally, 
and  the  application  of  the  ice  bag  applied  externally  in  the 
initial  stage  of  infection.  In  support  of  this  method  of  treat- 
ment the  following  statistics  from  the  records  of  the  Phila- 
delphia Lying-in  Charity,  from  May  1st,  1891,  to  May  1st,  1893, 
are  added : ' 

Number  of  deliveries  at  term 488 

Number  of  deliveries  before  term 8 

Average  highest  temperature  101° 

Average  duration  of  rise  above  lOOf " 4  days 

Mortality 3 

Of  these  cases  only  one  required  surgical  treatment — lapara- 
tomy  for  obstruction. 

Among  the  number  of  cases  recorded,  there  were  thirty-nine 
cases  in  which  complications,  such  as  mastitis,  eclampsia,  enteric 
fever,  mania,  etc.,  were  accountable  for  the  rise  in  temperature. 

It  will  be  noticed  that  the  treatment  followed,  as  noted  above, 
has  Ijeen  altogether  conservative ;  the  mortality  record  shows 
one  death  from  exhaustion  in  a  case  of  twins,  one  from  pulmo- 
nary edema,  and  one  following  laparatomy  for  obstruction  of 
the  bowels.  A  study  of  the  records  will  show  that  the  indica- 
tions have  been  carefully  observed,  and  that  the  results  which 
have  been  attained  are  due  to  prompt  and  active  treatment. 

^  The  writer  is  indebted  to  Drs.  G.  M.  Boyd  and  O.  Hopkinson  for  records 
from  their  terms  of  service. 
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Symphysiotomy  and  Cesarean  Section  in  Contracted  Pelvis. 
— Within  tlie  past  few  years  our  resources  in  the  management 
of  difficult  lal)or  from  pelvic  contraction  have  been  surprisingly 
increased.  This  has  resulted  not  only  in  reducing  maternal 
mortality,  but  in  obviating  also  largely  the  necessity  of  embry- 
otomy. This  latter  result  has  rightly  served  as  the  plea  for  sur- 
gical intervention.  Symphysiotomy  and  Cesarean  section  have 
come  to  occupy  the  most  conspicuous  position  among  obstetric 
operations,  and  it  is  my  purpose  to  discuss  here  their  relative 
merits  and  indications.  Primarily  this  will  lead  us  to  the  ques- 
tion of  choice  between  the  various  obstetrical  operations,  includ- 
ing these,  and  will  bring  us  to  the  realization  of  the  importance 
of  the  exact  study  of  the  indications  in  every  case.  It  will  be 
most  profitable  to  glance  first  at  the  merits  of  these  more  im- 
portant operations  (I  mean  important  in  the  sense  of  their  mag- 
nitude), and  then  to  consider  their  advantages  over  the  other 
forms  of  treatment  advocated  by  the  earlier  school  and  by  the 
more  conservative  teachers  of  to-day.  Finally  we  may  mention 
the  dangers  of  the  recent  operations — those  connected  especially 
with  symphysiotomy — as  we  are  at  present  in  the  stage  of  en- 
thusiastic expectancy  over  this  operation,  a  stage  in  which  the 
dangers  are  apt  to  be  forgotten  or  overlooked. 

The  question  resolves  itself  into  the  choice  of  operation  in  in- 
dividual cases,  and  its  bearing  upon  the  present  discussion  lies 
in  the  limitations  to  which  the  more  conservative  operations 
(induction  of  labor,  version,  application  of  forceps,  and  embry- 
otomy) have  been  confined.  We  must  admit  at  this  time  that 
Cesarean  section  and  symphysiotomy  have  gained  a  recognized 
position,  and  that  there  are  certain  cases  which  require  one  or 
the  other  of  these  operations  and  preclude  all  other  possibilities 
of  treatment.  What  are  these  cases?  According  to  the  state- 
ments of  those  qualified  to  give  an  opinion,  we  may  say  that  in 
simple  flattened  pelves  a  con  jugate  diameter  below  two  and  two- 
fifths  inches  calls  for  Cesarean  section,  and  that  symphysiotomy 
is  reserved  for  cases  in  which  the  diameter  exceeds  this.  Hirst, 
however,  recommends  induction  of  labor  combined  with  sym- 
physiotomy in  "any  grade  of  symmetrically  contracted  pelvis 
we  are  likely  to  see  in  this  country."  Does  this  not,  therefore, 
substitute  for  Cesarean  section  symphysiotomy  with  induction 
of  labor  in  cases  where  the  Porro  operation  is  not  indicated  ?  If 
so,  what  advantages  does  this  form  of  treatment  offer  over  those 
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of  Cesarean  section,  and  wliat  dangers  does  it  bring  witli  it  ?  In 
this  procedure  we  expose  the  patient  first  to  the  risk  of  infection 
incident  to  the  induction  of  labor  and  to  the  delay  and  manipu- 
lation of  dilating  the  cervix;  and,  secondly,  to  the  unavoidable 
risk  of  rupturing  the  vagina,  lacerating  the  subpubic  soft  parts, 
and  hemorrhage  from  injury  to  the  venous  plexus  surrounding 
the  urethra,  incident  to  the  performance  of  symphysiotomy. 
On  the  other  hand,  Cesarean  section  requires  no  more  surgical 
skill  on  the  part  of  an  operator  who  has  any  claim  to  the  title  of 
an  obstetric  surgeon,  and  admits  of  the  delivery  of  the  child  with- 
out the  after-application  of  the  forceps.  Both  operations  require 
special  surroundings  and  careful  selection  of  the  time  of  opera- 
tion ;  but  Cesarean  section  demands  much  less  time  for  its  per- 
formance, and  exposes  the  patient  to  less  risk  of  infection.  The 
most  recent  statistics  furnished  by  Dr.  Harris  will  be  of  interest 
here  :  Since  the  introduction  into  the  United  States  of  symphysi- 
otomy "four  women  of  the  twenty-five  operated  upon  have  died 
and  six  children  have  been  lost,  three  of  the  latter  having  been 
still-liorn."  To  quote  Dr.  Harris  further  :  "  Compared  to  the  con- 
servative Cesarean  sections  of  the  best  European  maternities, 
we  find  that  symphysiotomy  has  a  greater  mortality,  both  for 
mothers  and  children,  and  the  diffei'ence  is  very  marked  as  to 
the  latter."  In  order  to  obtain  even  the  most  favorable  of  the 
results  in  symphysiotomy  cited  above,  the  operator  requires  ab- 
solute control  of  the  cases  and  the  most  special  adaptation  of  the 
surroundings,  such  as  can  be  procured  only  in  the  most  carefully 
conducted  maternities.  These  conditions  reduce  the  art  of  ob- 
stetrics to  a  surgical  science,  and  the  practitioner  stands  toward 
his  patient  as  a  surgeon  who  waits  only  for  the  time  of  interven- 
tion to  deliver  her,  instead  of  depending  upon  his  skill  as  an  ob- 
stetrician to  aid  the  natural  process  of  parturition.  This  makes 
diagnosis  the  only  essential  factor  in  the  case — a  position  which 
presupposes  that  art  in  diagnosis  is  unerring,  and  leaves  for  the 
obstetrician  only  those  cases  in  which  the  indications  for  surgi- 
cal intervention  are  positively  wanting.  The  greatest  disadvan- 
tage of  this  teaching  is  to  make  the  profession  regardless  of  the 
necessity  for  forceps  and  version  in  cases  of  moderate  contrac- 
tion, and  in  those  cases  in  which  the  operator  has  been  called  at 
an  advanced  stage  of  labor  without  any  previous  knowledge  of 
the  patient — a  class  of  cases  in  which  surgical  interference  is  not 
to  be   considered — and   fixes  his  attention   upon  the   surgical 


AYERS  :    PUEKPERAL    INFECTION.  657 

aspect  of  the  subject.  The  importance  of  delicacy  in  inanipnla- 
tion,  exactness  of  diagnosis  in  position  and  presentation,  and 
skill  in  operating  are  thus  lost  sight  of. 
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Splendid  results  have  rewarded  investigators  seeking  tlie 
origin  and  character  of  puerperal  infection.  That  it  was  not  a 
specific  fever,  but  one  subject  to  the  same  laws  as  are  the  vari- 
ous wound  fevers  of  the  bodv,  its  variations  from  general  sur- 
gical wonnds  depending  solely  upon  the  anatomical  arrangement, 
has  been  proven,  and  the  application  of  general  laws  of  asepsis 
and  antisepsis  to  the  prevention  of  infection  has  been  successfully 
demonstrated.  We  cannot  speak  so  well  for  the  evolution  of 
treatment  where  a  genital  wound  has  become  infected.  Kecog- 
nizing  the  unity  of  law  existing  between  puerperal  and  non- 
puerperal wounds,  our  logical  aim  should  be  to  apply  the  best 
surgical  knowledge  in  the  treatment  of  "surgical"  wounds  to 
the  management  of  puerperal  wounds.  We  are  not  as  near  the 
success  that  is  possible  as  we  should  be.  This  has  been  due  to 
the  hidden  character  of  the  uterine  wounds  and  the  consequent 
lack  of  ability  to  meet  surgical  necessities  in  wound  treatment. 
Thorough  removal  of  debris,  thorough  antisepsis  without  poison- 
ing, thorough  drainage,  stimulation  of  anemic  tissues  when 
needed,  and  rest  and  non-exposure  of  the  wounds — these  are  the 
conditions  Nature  requires  in  all  wounds,  but  struggles  vainly 

'  Read  before  the  Section  on  Obstetrics,  Pan-American  Medical  Congress. 
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to  obtain  in  many  cases  of  puerperal  infection,  yielding  to  the 
inefficiency  of  medication,  irrigation,  and  external  applications. 
It  can  be  shown  that  in  certain  conditions  of  puerperal  infection 
intra-uterine  irrigation  will  accomplish  as  little  as  would  the 
throwing  of  a  stream  of  antiseptic  fluid  over  the  surface  of  a 
breast  filled  with  abscesses,  and  the  case  be  still  amenable  to 
local  treatment.  Between  the  vulva,  vagina,  cervix,  endome- 
trium, and  Fallopian  tube,  each  at  times  an  original  focus  of 
infection,  a  wide  difference  exists,  both  anatomically  and  patho- 
logically. 

Puerperal  infection,  always  exogenous  primarily  in  origin, 
consists  in  the  absorption  of  living  ferments  acting  directly  by 
destruction  of  the  living  tissues,  or  by  mechanical  obstruction  to 
elimination  ;  or  indirectly  by  the  absorption  of  their  products, 
the  animal  alkaloids.  Ernst '  mentions  some  forty  micro-organ- 
isms that  may  be  concerned  in  producing  this  infection.  This 
list  ranges  from  the  comparatively  mild  varieties  to  the  malig- 
nant erysipelatous  streptococcus. 

We  recognize  as  elements  producing  a  great  variation  in 
cases  clinically  :  1.  Absorption,  from  a  superficial  abrasion,  of 
the  poisonous  products  of  micro-organisms,  simple  or  malignant 
in  character.  2.  The  absorption  superficially  of  the  living 
micro-organisms  themselves.  3.  The  entrance  and  retention  of 
the  micro-organisms  or  their  alkaloids  in  the  tissues  beneath  the 
surface,  by  reason  of  obstruction  to  drainage,  or  from  anemia 
and  weakness  of  the  tissues.  4.  The  preference  of  some  micro- 
organisms for  certain  tissues,  or  the  equivalent,  special  exposure 
of  certain  tissues  :  for  example,  a  deep  laceration  of  the  cervix, 
exposing  the  lymphatics;  as  post-partum  hemorrhage,  by  filling 
the  uterine  sinuses  with  clotted  blood,  exposing  the  veins; 
edema  developed  during  labor,  exposing  the  connective  tissue. 

These  variations  make  the  pathology  of  puerperal  fever  very 
complex,  but  a  consideration  of  some  anatomical  conditions  pre- 
sent, though  adding  to  the  complexity,  is  necessary. 

The  placental  site  following  parturition  is  an  unprotected, 
"  raw  "  surface.  The  cavernous  layer  and  basement  glandular 
tissue  of  the  mucous  membrane — all  that  remains — is  about  two 
millimetres  thick,  covered  with  a  thin  coagulum  of  blood,  and 
its  meshes,  which  are  abundant,  are  filled  with  blood  clots.  The 
first  step  in  the  regeneration  of  this  membrane  is  resorption  or 
'  Hirst's  "  Obstetrics,"  vol.  ii.,  p.  401. 
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throwing-off  of  this  blood  clot  and  detritus.  In  a  normal  case 
from  seven  to  fourteen  days  will  see  this  stage  completed.  An- 
other week  will  complete  the  regeneration  of  the  glandular  por- 
tion of  the  mucous  membrane.  This  process  is  delayed  where 
the  vital  forces  are  weakened,  as  following  a  severe  post-partum 
hemorrhage.  Underneath  the  mucous  membrane  the  muscular 
wall  of  the  uterus  is  pierced  by  tlie  sinuses,  which,  having  no 
circular  muscular  fibres,  are  only  closed  when  the  uterine  body  is 
contracted.  These  sinuses  may  be  filled  with  coagulated  blood. 
Tii3  lymphatics  which  arise  in  the  mucosa  and  pass  through  the 
muscle  to  communicate  with  the  subserous  network  are  much 
exposed  along  the  inner  surface  of  the  uterus. 

The  following  classification  aims  to  specify  the  variations  that 
may  prevail  in  genital  wounds: 

1.  Yulvo-vaginal  infection,  the  wound  being  a  simple  abra- 
sion or  a  laceration  of  the  vulva  or  perineiwii,  or  vagina,  rec- 
tum, or  bladder ;  or  a  gangrenous  slough  which  may  occur  in 
any  of  these  structures.  The  infection  may  come  from  without 
and  be  either  mikl  or  erysipelatous,  or  from  within  from  a  labial 
abscess,  rectal  fistula,  gonorrhea,  or  purulent  leucorrhea.  I 
should  add,  sutures  introduced,  which  may  create  a  deep-seated, 
confined  infection. 

2.  Cervical  infections — variations  :  simple  abrasions,  lacera- 
tions due  to  overdistention  or  to  edema,  gangrene  from  prolonged 
pressure  or  a  torn  lip. 

3.  Intra-uterine  infection — variations:  decomposing  blood 
clot,  retained  placental  tissue,  placentae  succuriatse,  retained 
membranes,  gangrenous  mucous  membrane,  decomposing  polyps 
and  fibroids,  intercellular  edema  and  abscesses,  blood  clots  in  the 
uterine  sinuses,  phlebitis,  lymphangitis,  lacerations,  and  rupture. 
Sources  of  infection  additional  to  those  mentioned  :  abscesses  in 
the  Fallopian  tubes,  and  cancer. 

■i.  Pelvic  peritonitis — variations :  abscesses  extraperitoneal 
around  the  uterus,  abscesses  within  the  peritoneum,  the  Fallo- 
pian tubes,  or  the  ovaries,  hemorrhages,  and  intestinal  perfora 
tions. 

5.  General  septic  peritonitis. 

In  considerino;  the  surgical  treatment  of  these  manifold  varia- 
tions  brevity  necessitates  a  very  partial  consideration. 

The  great  majority  of  puerperal  infections  start  in  the  vulvo- 
vaginal region.     If  labor  has  been  accomjilished  without  the  in- 
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trodnction  of  liands  or  instruments  within  the  cervix,  prompt 
local  irrigation  with  corrosive  sublimate  solution,  the  cleansing 
of  any  abscesses,  the  cauterization  of  sluggish  ulcers,  and  the 
proper  use  of  iodoform  will  check  inflammation  and  keep  it 
from  extending  into  the  uterus,  unless  of  the  malignant  form, 
in  the  majority  of  cases. 

Lacerations  properly  sutured  are  less  likely  to  cause  infection 
than  if  left  open.  Granulation  is  the  patient's  protection  from 
infection  from  her  own  lochial  discharge,  which,  after  the  third 
or  fourth  day,  may  cause  infection  if  brought  in  contact  with  the 
genitalia  of  a  recently  delivered  woman.  A  fissure  that  is  not 
healing  by  first  intention  should  be  filled  with  iodoform  powder. 
Deep  lacerations  of  the  cervix,  in  case  of  infection,  are  espe- 
cially prone  to  cause  lymphangitis  that  will  quickly  extend  to 
the  boundaries  of  the  peritoneum.  Barbour  has  shown  how 
high  the  peritoneum  rises  at  "  full  terra,"  it  being  above  the 
level  of  the  pelvic  brim.  The  utero-sacral  ligaments  reach  to 
the  first  sacral  vertebra.  Immediate  closure  of  severe  cervical 
lacerations  will  shut  off  many  of  the  torn  lymphatics. 

The  differentiation  in  treatment  of  puerperal  infection  located 
within  the  uterine  cavity  is  one  of  the  special  objects  in  the 
writing  of  this  paper.  When  we  consider  that  within  this  cav- 
ity there  may  be  blood  clots,  varying  from  the  size  of  a  hazelnut 
to  that  of  a  cocoanut,  that  must  decompose  if  not  expelled  by 
after-pains;  pieces  of  placenta,  decomposing  fibroids,  a  gangren- 
ous endometrium,  underneath  which  festering  mass  and  within 
its  cavernous  meshes  thrombi  and  germs  rest  in  contact,  need  we 
wonder  that  in  many  cases  the  imbibition  of  drugs  becomes  a 
farce  and  uterine  irrigation  a  delusion  and  a  snare  ?  The  rules 
-of  surgery  call  here,  as  elsewhere,  for  thorough  removal  of 
debris,  drainage,  and  disinfection.  Nature  must  be  given  as 
little  to  do  in  elimination  as  possible;  germs  must  be  brought 
to  the  surface  and  not  allowed  to  proliferate  in  occlusion. 

I  cannot  consider  here  the  diagnosis  of  the  conditions  men- 
tioned, further  than  to  suggest  that  the  character  of  the  labor 
and  the  assistance  rendered  aid  much  in  differentiation.  For 
example,  blood  clots  and  thrombi  follow  great  exhaustion,  re- 
laxation, and  hemorrhages ;  sloughs  result  from  prolonged 
pressure  of  the  fetal  head  ;  lacerations  and  ruptures  follow  ef- 
forts at  internal  version,  etc. 

I  believe  the  first  step  in  intra-uterine  treatment  should  be 
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irrigation.  Always  preceded  bj  thorough  cleansing  of  the  vulva 
and  vagina,  the  uterus  should  be  washed  with  a  solution  of 
corrosive  sublimate  1 :  4000  to  1:8000.  The  fountain  syringe 
should  not  be  held  more  than  two  feet  above  the  level  of  the 
uterus.  I  prefer  my  owu  hard-rubber  tube,  which  can  be  boiled 
aud  made  to  take  any  curve  on  cooling,  for  introducing  the  fluid 
into  the  uterus.  A  quart  of  freshly  boiled  water  should  follow 
the  antiseptic,  to  prevent  poisoning.  If,  following  this,  the  sep- 
tic symptoms  are  allayed  for  only  a  half-hour  or  an  hour,  it  is 
fair  to  assume  that  we  have  not  cleansed  the  wound. 

If  sepsis  has  already  penetrated  into  the  lymphatics — that  is, 
not  the  ptomaines  or  animal  alkaloids,  but  proliferating  live 
germs — or  into  the  veins  or  intermuscular  connective  tissue,  or 
deep  into  the  uterine  sinuses,  we  may  not  hope  to  accomplish 
much  by  further  iutra-uterine  treatment,  but  we  are  justiiied 
in  determining  the  question  before  we  cease  efforts.  AYe  have 
as  means  of  treatment  gentle  compression  of  the  fundus  for  the 
expulsion  of  blood  clots  or  placenta,  swabbing  of  the  cavity  with 
cotton,  scraping  of  the  internal  surface  with  the  curette,  further 
irrigation,  and  the  introduction  of  iodoform  gauze.  The  charac- 
ter of  the  intra-uteriue  surface  in  post-partum  infection  differs 
from  that  which  is  present  following  abortions,  in  being  softer 
and  much  more  fragile.  The  endometrium  is  less  firmly  ad- 
herent. Therefore  it  is  seldom  necessary  to  use  a  sharp  curette. 
Moreover,  the  latter  is  dangerous,  as  it  leaves  raw  surfaces, 
and  so  increases  the  possibility  of  lymphangitis,  phlebitis,  and 
the  passage  of  thrombi  into  the  venous  circulation.  A  large 
blunt  curette  passed  to  the  fundus  and  drawn  successively  over 
the  placental  site,  as  near  as  it  can  be  located,  will  loosen 
adherent  bits  of  placenta,  the  coagulum  film  which  covers  the 
surface,  the  remnants  of  the  uterine  serotina,  and  blood  clots 
that  are  in  the  meshes.  This  debris  can  be  gently  removed  with 
the  curette,  absorbent  cotton  probangs,  and  a  stream  of  bichlo- 
ride solution.  The  danger  of  forcing  septic  material  through 
the  tubes  and  causing  peritonitis  will  be  essentially  avoided  by 
not  allowing  the  syringe  to  rest  much  above  the  level  of  the 
womb  and  by  keeping  the  cervix  well  dilated.  I  am  tempted 
to  say  that  all  this  treatment  is  worse  than  useless  unless  fol- 
lowed by  the  introduction  of  iodoform  gauze  up  to  the  fundus. 
There  is  some  danger  of  iodoform  poisoning,  but  the  danger 
of   death    from  sepsis   by   omitting  it  is  very    much    greater. 
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Iodoform  ganze  cut  in  a  strip  from  two  to  three  inches  wide, 
with  no  loose  fringe,  and  from  one  and  a  half  to  two  and  a  half 
yards  long,  packed  well  into  the  fundus,  down  to  and  through 
the  cervix  into  the  vagina,  gathers  loose  debris  of  blood,  pus, 
membranes,  and  germs  in  its  meshes,  provides  uninterrupted 
drainage,  stimulates  granulation,  and  excites  uterine  contrac- 
tion. It  maj  be  left  in  situ  twentj-four  to  seventy-two  hours, 
according  to  the  symptoms.  The  medical  profession  owes  much 
to  Polk  for  introducing  gauze  drainage  in  the  treatment  of  ute- 
rine diseases. 

When,  in  spite  of  the  means  thus  far  suggested,  the  septice- 
mia grows  worse  instead  of  better,  what  resource  have  we  left  ? 
First  let  us  consider  the  conditions  we  have  to  meet.  The  body 
of  the  uterus  is  a  mass  of  muscle  tilled  with  pus.  Abscesses 
may  be  present  in  the  peri- uterine  tissues,  in  the  Fallopian 
tubes,  in  the  ovaries,  around  the  kidneys,  or  there  may  develop 
a  diffuse  general  septic  peritonitis.  Before  the  question  of  ab- 
dominal section  for  septic  peritonitis  can  be  decided — and  the 
only  answer  must  be  formed  from  experience — a  more  thorough 
classification  must  be  recognized  by  operators  in  the  different 
forms  of  peritonitis.  In  general  diffuse  septic  peritonitis  an  in- 
vasion of  the  lymphatics  emanating  from  the  uterus,  of  the 
pelvic  connective  tissue,  and,  in  some  cases,  of  the  veins,  by 
living  virulent  micro-organisms,  has  preceded  the  peritoneal 
manifestations.  Theoretically,  to  irrigate  the  peritoneal  cavity 
in  such  a  condition,  where  the  peritoneum  is  surrounded  with- 
out with  pathogenic  material,  seems  useless;  while,  on  the 
other  hand,  the  milder  variety  of  septic  peritonitis,  in  which 
the  essential  pathological  condition  is  the  presence  of  pent-up 
pockets  of  pus  that  can  be  opened  and  drained,  seems  to  de- 
mand an  operation.  I  have  been  able  to  collect  the  reports  of 
154  eases  of  celiotomy  for  puerperal  peritonitis.  Of  this  list 
9  are  distinctly  stated  as  being  cases  of  general  diffuse  septic 
peritonitis  ;  8  of  these  cases  proved  fatal.  Of  the  remaining 
145  cases  108  recovered.  Three  cases  were  reported  in  which 
no  peritonitis  was  found.  It  is  difficult  to  differentiate  the 
variety  of  peritonitis  at  the  bedside,  although  the  virulent  form 
is  much  more  rapid  than  the  mild  in  its  development,  but  it 
would  seem  that  an  operation  should  be  tried.  It  will  not  has- 
ten death  much  in  the  malignant  variety,  may  prevent  it,  and 
in  the  benign  form  is  much  the  most  rational  procedure.     But 
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few  cases  of  abdominal  hysterectomy  for  puerperal  infection 
have  been  reported,  but  they  are  very  encouraging.  Several 
recoveries  have  resulted,  and  Avith  such  prompt  improvement 
in  the  symptoms,  particularly  in  the  case  of  Kelly '  and  that 
of  Smith,^  that  an  operation  surely  seems  just  and  conservative. 
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BY 
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History,  with  its  eras  and  epochs,  its  revolutions,  changes, 
and  struggles,  is  the  record  of  the  events  to  which  the  opinions, 
the  interests,  and  the  actions  of  men  have  given  birth.  It  is  the 
interior  of  man's  life,  revealed  in  things  that  belong  to  time  and 
this  world.  Our  present  coming  together  marks  an  important 
era  in  medicine.  The  assembling  together  of  so  many  distin- 
guished physicians,  illustrious  in  their  own  countries,  all  mem- 
bers of  the  republic  of  science  which  embraces  all  countries, 
can  only  result  in  the  further  advancement  of  our  science  and 
perfection  of  our  art. 

Parturition  in  different  races  in  different  countries  cannot  so 
widely  differ,  hence  the  means  and  methods  of  aiding  it  should 
not  be  so  varied,  I  am  convinced  that  a  meeting  such  as  we 
are  inaugurating  to-day  will  be  more  potent  in  diffusing  a  more 
just  and  mutual  appreciation  of  our  knowledge  and  practice 
than  volumes  of  literature  ;  beneficial  results  that  will  be  felt 
throughout  the  great  republic  of  science.  A  book  speaks  only 
one  language,  but  a  society  such  as  the  Pan-American  speaks 
all  languages.  I  am  well  aware  that  our  science  is  progressive 
and  uutinished;  that  the  doctrine  of  to-day  is  not  the  doctrine 
of  to-morrow,  and  to-morrow  it  is  still  less  likely  to  be  dominant; 
and  that  the  last  words  on  any  medical  subject  will  not  be  ut- 
tered in  our  time.     jN^otwithstanding  all  this,  however,  we  are 

'  Goldsborough,  New  York  Medical  Journal,  1893. 

^  New  York  Journal  of  Gynecology  and  Obstetrics,  1893,  ii.,  1015. 
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here  for  the  purpose  of  expressing  collective  judgment  upon 
controverted  points  in  our  special  department.  Certain  great 
principles  have  been  grasped  which  seem  unlikely  to  undergo 
change,  but  the  mode  of  application  of  those  principles  is  sus- 
ceptible of  infinite  improvement,  and  each  step  in  advance 
means  the  saving,  probably,  of  many  lives. 

"  Medicine,"  says  Lord  Bacon,  "  has  been  a  science  more  pro- 
fessed than  labored,  yet  more  labored  than  advanced  ;  the  labor 
having  been,  in  my  judgment,  rather  in  a  circle  than  in  pro- 
gression. For  I  find  much  iteration,  but  small  addition."  Espe- 
cially was  this  true  of  obstetrics  until  the  last  two  decades,  since 
which  time  the  progress  has  been  extraordinary,  and  the  ad- 
vancement is  as  gratifying  as  it  is  startling.  In  1847  Semmel- 
weiss  clearly  indicated  the  true  nature  of  puerperal  infection 
and  pointed  out  the  way  to  guard  against  it,  but  his  voice  was 
not  heeded  until  after  Lister  had  utilized  the  researches  of  Pas- 
teur and  become  the  father  of  antiseptic  surgery.  During  all 
this  time  Tarnier  was  struggling  to  benefit  obstetric  science  by 
the  employment  of  antiseptics  in  labor,  but  his  efforts  were  not 
appreciated  until  Stadtfeldt,  of  Copenhagen,  employed  them  on 
an  extensive  scale  in  hospital  practice.  This  marked  the  dawn 
of  antiseptic  midwifery  and  paved  the  way  for  aseptic  obstetrics. 

The  enthusiasm  with  Avhieh  the  German  school  embraced  the 
antiseptic  plan  soon  led  to  abuses  that  were  followed  by  serious 
consequences.  At  this  time  (1879)  carbolic  acid  was  the  antisep- 
tic most  frequently  exliibited,  and  during  that  year  many  deaths 
were  reported  traceable  directly  to  its  employment.  Influenced 
by  the  gratifying  results  obtained  by  antiseptic  methods  in  sur- 
gerj^,  Schroder,  Winckel,  Breisky,  and  Gusserow  inaugui'ated 
the  present  aseptic  or  prophylactic  plan.  They  believed  infec- 
tion comes  from  without  and  is  best  guarded  against  by  jjre- 
venting  the  introduction  of  poisonous  matter;  hence  they  made 
their  attack  upon  the  possible  carriers  of  germs — the  obstetrician 
himself,  his  instruments,  and  his  attendants.  The  dangers  arising 
from  the  too  free  use  of  carbolic  acid,  its  disagreeable  odor,  and 
the  large  quantity  necessary  were  important  factors  in  causing  it 
to  be  supplanted  by  the  bichloride  of  mercury,  the  antiseptic  re- 
commended by  Tarnier  in  1881,  and  the  germicide  most  likely 
to  be  popular  for  years  to  come. 

The  obstetric  forceps  originally  given  to  tlie  profession  by 
the  French  school,  it  seems  but  natural  that  its  present  perfec- 
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tion  in  the  ax  is- traction  instrument  sliould  be  tlie  result  of  Tar- 
nier's  genius,  the  most  famous  accoucheur  to-day  in  France. 
By  this  instrument  it  is  possible  to  terminate  safely,  both  to 
mother  and  child,  labors  which  formerly  couhl  only  be  relieved 
by  craniotomy,  symphysiotomy,  or  Cesarean  section. 

In  spite  of  asepsis  and  antisepsis  in  obstetric  practice,  the 
Cesarean  operation  continued  to  be  an  almost  necessarily  fatal 
operation  until  within  the  last  decade.  It  seemed  to  matter 
little  who  the  operator  was,  or  the  condition  of  the  patient  ope- 
rated upon,  the  result  was  the  same.  Barnes,  in  the  last  edition 
of  his  work  on  obstetric  operations,  published  in  1886,  in  speak- 
ing of  it  says  it  is  conservative  in  its  design  and  in  its  ambition, 
but  it  is  too  often  sacrificial  in  fact.  It  is  resorted  to  with  a 
feeling  akin  to  despair  for  the  fate  of  the  mother,  which  is 
scarcely  tempered  with  the  hope  of  rescuing  the  child.  It  is 
looked  upon  by  the  great  majority  of  obstetricians  as  the  last 
desperate  resource,  as  the  most  forcible  example  of  that  kind  of 
.surgery  which  John  Hunter  regarded  as  the  reproach  of  sur- 
geons, being  a  confession  that  their  art  Avas  baffled.  Pajot,  in 
his  preface  to  the  French  edition  of  the  same  author's  work  on 
"  Diseases  of  Women,"  published  in  1875,  affirms  that  Cesarean 
section  has  cost  the  lives  of  all  the  unhappy,  ignorant  women 
who  have  undergone  it  in  Paris  since  the  beginning  of  this 
<;entury,  and,  he  adds,  it  is  still  practised.  During  the  last  ten 
years,  chiefly  through  the  efforts  of  Leopold  and  Sanger  in 
Germany,  Murdoch  Cameron  of  Glasgow,  and  our  own  distin- 
guished citizen.  Dr.  Robert  P.  Harris  of  Philadelphia,  its 
technique  has  been  so  modified  and  improved  that  it  has  be- 
come a  safe  operation.  The  maternal  mortality,  in  skilful 
hands,  is  not  above  six  per  cent,  and  the  infantile  mortality  not 
more  than  three  or  four  per  cent.  Porro,  of  Pavia,  in  1876,  in 
view  of  the  frightful  mortality  attending  Cesarean  section,  de- 
vised and  successfully  performed  the  operation  that  bears  his 
name — i.e.,  the  removal  of  the  uterus  and  appendages  by  ampu- 
tation through  the  cervix  after  extraction  of  the  child.  The 
success  attending  this  operation  was  so  gratifying  that  it  was 
approved  and  adopted  by  twenty  different  countries  in  fifteen 
years,  displacing  almost  entirely  the  classic  Cesarean.  Its  advo- 
cates claim  for  it  that  it  ogives  greater  security  aojainst  hemor- 
rhage,  there  is  no  uterine  wound  to  heal,  there  is  less  risk  of 
septicemia,  and  there  is   security   against   further    pregnancy. 
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Symphysiotomy,  an  operation  recommended  by  Sigaultin  1768, 
and  recently  revived  and  performed  with  great  success  by  Novi, 
Martini,  and  Morlsani  of  Naples,  was  so  little  thought  of  by 
American  obstetricians  that  one  of  our  most  eminent  authors^ 
in  the  last  edition  of  his  book  on  midwifery,  1890,  uses  the  fol- 
lowing language  :  "  American  obstetricians  will  find  no  condi- 
tions justifying  its  performance."  In  a  recent  article  in  the 
Philadelphia  Wews  by  Eobert  P.  Harris,  he  makes  the  state- 
ment that  for  one  hundred  and  fifteen  years  after  its  introduc- 
tion by  Sigault  no  one  ever  ventured  to  perform  it  in  our  West- 
ern Hemisphere  ;  and  it  was  not  until  the  evidences  were  so 
startling  and  beyond  dispute  that  the  initial  step  was  taken  in 
Brooklyn,  on  the  30th  day  of  September,  1892,  by  Prof.  Charles 
Jewett.  Duriiig  the  past  two  years,  however,  the  results  fol- 
lowing symphysiotomy  have  been  so  brilliant  that  in  many 
countries  it  has  supplanted  the  Cesarean  and  the  Porro-Cesarean 
operation.  I  mention  this  to  illustrate  the  rapid  strides  that 
have  been  made  in  obstetric  surgery  during  the  last  lustrum^ 
not  to  anticipate  in  any  way  the  papers  which  will  be  read  on 
these  subjects  during  the  session  by  eminent  gentlemen  from 
different  parts  of  the  Western  World. 

The  employment  of  anesthetics  for  the  relief  of  pain  in  nor- 
mal labor,  long  practised  in  the  United  States,  has  in  recent 
years  become  almost  universal.  The  time  has  arrived  when  the 
lives  of  both  mother  and  child  can  be  saved.  We  now  recog- 
nize that  "an  infant  come  to  maturity  is  destined  for  something 
more  important  than  to  have  its  glimmering  life  extinguished 
by  an  accoucheur  skilled  in  the  use  of  a  murderous  perforator." 
Craniotomy — that  revolting,  murderous  operation — has  probably 
been  performed  for  the  last  time  on  a  living  child.  Puerperal 
fever,  which  twenty  years  ago  hovered  like  a  plague  over  the 
lying-in  wards  of  great  charities  and  menaced  the  lives  of  so 
many  women  in  private  practice,  has  almost  entirely  disappeared. 
By  antiseptic  ti'eatment  of  the  nipples,  and  by  compression  in 
cases  of  tlireatened  mastitis,  all  symptoms  vanish  and  the  abscess 
is  averted.  Since  the  antiseptic  treatment  of  the  umbilical 
wound  tetanus  neonatorum  is  rarely  seen.  Ophthalmia  neona- 
torum, so  destructive  and  so  frequently  met  with  formerlj-,  has, 
by  the  instillation  into  the  eye  of  one  drop  of  a  solution  of  ni- 
trate of  silver  1 :  50,  been  eradicated.  It  would  seem  that  we 
had  almost  reached  the  ultima  thule  in  our  special  department,. 
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that  the  obstetrical  millennium  was  at  hand.  While  this  is  in  a 
great  measure  true,  there  are  many  evils  yet  to  correct.  While 
the  mortality  in  lying-in  hospitals  has  been  so  reduced  that  it  has 
almost  reached  the  vanishing  point,  and  this  in  spite  of  the  large 
number  of  abnormal  and  operative  cases  which  necessarily  find 
their  way  there,  the  results  in  private  practice  in  normal  cases 
have  not  been  nearly  so  favorable.  The  cause  of  this  is  plain  : 
it  is  due  to  the  non-observance  of  prophylaxis  and  necessary  an- 
tiseptic precautions.  The  dangers  of  the  hospital  are  recognized 
and  antagonized,  but  those  which  abide  in  the  homes  of  ease 
and  luxury  are  not  so  apparent  and  in  consequence  are  fre- 
quently overlooked.  We  should  insist  upon  it  that  the  same 
scrupulous  care  and  cleanliness  be  exercised  in  the  private  resi- 
dence as  obtain  in  the  public  charity.  When  this  is  accom- 
plished, then  will  we  have  true  prophylaxis  in  private  practice, 
and  the  high  rate  of  mortality  which  is  now  observed  in  normal 
labors  will  no  longer  obtain. 

The  consensus  of  opinion  of  the  Obstetrical  Section  of  this 
Congress  ought  to  go  very  far  in  settling  questions,  such  as  how 
much  pressure  and  moulding  can  the  fetal  head  be  subjected  to 
without  permanent  damage  ;  when  is  delivery  by  turning  prefe- 
rable to  the  forceps  ;  the  limitations  and  field  of  symphysiotomy, 
Cesarean  section,  Porro-Cesarean,  and  the  induction  of  prema- 
ture labor.  All  of  these  operations  are  recognized  as  safe  and 
proper  surgical  procedures.  Each  one  has  its  ardent  admirers 
and  loyal  supporters,  and  each  one  has  a  field  within  whose 
limits  the  other  operations  are  neither  so  safe  nor  so  desirable. 
Symphysiotomy  is  an  operation  requiring  less  skill  and  surgical 
knowledge  than  celio-hysterotomy  or  celio-hysterectomy,  and  its 
range  is  a  wide  one ;  but  even  its  most  enthusiastic  advocates 
will  hardly  claim  that  in  every  instance  it  is  a  substitute  for 
the  improved  Cesarean  or  thePorro  operation.  There  are  cases 
in  which  the  dystocia,  either  due  to  a  rachitic  pelvis  or  a  tumor, 
or  to  both,  is  so  great  that  pubiotomy  would  not  enable  the  ac- 
coucheur to  deliver  a  viable  child.  All  cases  can  be  treated  with 
the  promise  of  success  by  the  Cesarean  method,  but  it  is  a  more 
perilous  operation  than  symphysiotomy.  Pelvimetry  has  been 
so  thoroughly  taught  and  insisted  upon  in  recent  times,  and  the 
pelvimeter  so  perfected,  that  even  the  average  obstetrician  can 
estimate  with  comparative  accuracy  pelvic  diameters,  and  it  is 
now  possible  to   give  approximately  definite  measurements  to 
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be  governed  bj.  I  believe  it  is  now  the  rule  with  obstetricians 
who  have  had  the  largest  experience  and  been  the  most  careful 
observers,  that,  while  it  is  possible  to  deliver  by  version  or  means 
of  the  forceps,  with  safety  to  the  mother,  where  the  conjugate 
diameter  is  not  more  than  three  inches,  yet  it  is  usually  disas- 
trous to  the  child.  Therefore,  in  cases  of  flat  pelvis  symphysi- 
otomy is  a  safe  and  preferable  operation  when  the  conjugate 
diameter  is  not  greater  thanthreeand  five-eighths  inches  nor  be- 
low two  and  three-quarter  inches.  When  it  is  below  this  the 
improved  Cesarean  is  indicated,  unless  we  have  a  septic  uterus 
or  a  large  fibroid  complicating  labor ;  in  such  cases  the  Porro 
operation  ought  to  be  selected. 

The  induction  of  premature  labor  has  strong  advocates  and 
much  to  recommend  it  to  popular  favor;  but,  in  view  of  the 
high  infantile  mortality  following  it,  the  more  advanced  obstet- 
ricians will  hesitate  to  employ  it.  "Witickel  states  tliat  of  chil- 
dren born  at  from  seven  and  one-half  to  eight  months,  only 
thirty-three  per  cent  are  kept  alive.  At  the  Leipzig  Maternity, 
where  the  incubator  is  most  thoroughly  used,  there  is  an  infant 
mortality  of  eighteen  per  cent,  and  at  the  Paris  Maternite 
thirty  per  cent.  It  is  also  well  known  that  the  mortality  of  pre- 
mature infants,  even  among  the  better  classes,  is  very  high  dur- 
ing the  first  year  of  infantile  life.  The  maternal  mortality  fol- 
lowing the  induction  of  premature  labor  is  estimated  at  from 
five  to  six  per  cent — an  estimate  entirely  too  high  in  skilful 
hands.  Pecent  statistics  show  a  maternal  mortality  of  one  per 
cent  or  less  in  symphysiotomy,  and  the  chances  for  a  mature, 
fully  developed  child,  delivered  by  this  procedure,  to  arrive  at 
its  majority  are  far  better  than  are  those  of  the  infant  born  six 
weeks  or  two  months  before  its  time.  Extra-uterine  pregnancy, 
one  of  Nature's  most  fatal  blunders,  is  much  more  frequently 
diagnosed  than  formerly,  and,  in  consequence,  a  laparatomy 
saves  most  of  the  unfortunate  victims.  Marked  improvement  is 
also  to  be  observed  during  the  last  decade  in  the  treatment  of 
abortion,  eclampsia,  post-partum  and  accidental  hemorrhage. 
Even  if  time  would  permit,  it  would  not  be  right  and  proper 
in  an  inaugural  address,  which  is  not  the  subject  of  open  discus- 
sion, to  dwell  at  length  on  any  one  subject  in  our  department 
or  to  make  dogmatic  statements. 

This  Section  of  the  Congress,  I  trust,  will  be  eminently 
a  teaching  Section,  offering  opportunities  for   that  connection 
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and  verificatioii  of  experience  which  is  so  valuable  to  those 
whose  experience  is  limited,  upholding  what  is  right,  and  exer- 
cising a  wholesome  influence  on  all  obstetric  surgeons.  The 
dispelling  of  ignorance  means  the  saving  of  life.  Having  that 
end  in  view,  we  can  hardly  fail  to  do  what  is  right  and  what  is 
best. 


EXOPHTHALMIC  GOITRE. 


EDMUND  LEE  TOMPKINS,  M.D., 

Prof essor  of  Nervous  Diseases  in  the  Columbian  University;  Attending  Physician  to 

the  Department  of  Nervous  Diseases  in  the  Central  Dispensary  and 

Emergency  Hospital,  etc,  etc. 


I  HAVE  spent  considerable  time  lately  in  searching  the  records 
of  cases  of  exophthalmic  goitre,  and  although  there  is  much 
literature  on  the  subject  and  many  cases  reported  by  men  in  this 
country  and  abroad,  yet  the  symptoms  of  all  the  cases  of  which 
I  have  read  are  remarkably  alike.  The  disease  is  known  also 
as  Graves'  disease  and  Basedow's  disease,  and  there  has  been 
much  controversy  as  to  who  was  the  first  person  to  describe  it. 
According  to  J.  Wickham  Lesg;  in  the  St.  Bartholomew  Bos- 
pital  Reports,'^  the  first  recorded  case  of  exophthalmic  goitre 
was  noticed  in  1786,  long  before  Graves'  or  Basedow's  time.  It 
was  described  by  a  man  named  Parry,  who  lived  at  Bath  about 
the  end  of  tiie  last  century.  The  case  was  published  in  Stokes* 
first  edition  of  his  treatise  on  diseases  of  the  heart,  and  it  is  to 
Stokes  that  we  owe  a  good  part  of  our  present  knowledge  of 
this  disease. 

Graves  published  an  account  of  exophthalmic  goitre  in  1835^ 
whereas  Basedow  published  a  paper  on  the  subject  in  1840. 
The  Germans  named  the  disease  after  Basedow,  and  the  French 
immediately  called  it  after  Graves.  Basedow  laid  much  stress 
on  the  exophthalmos,  while  Graves  only  mentions  that  inciden- 
tally. Lsgg  concludes  by  saying  :  "  If  we  are  to  search  for  the 
true  founders  of  our  knowledge  of  exophthalmic  goitre,  we 
should  look  to  Dublin,  to  Graves,  to  Marsh,  to  Stokes  :  not  to 
Merseburg." 

'  Read  before  the  Obstetrical  and  Gynecological  Society  of  Washington, 
D.  C,  April  15th,  1892, 
-  London,  1882,  vol.  xviii. 


670  TOMPKINS  :    EXOPHTHALMIC    GOITRE. 

My  own  personal  experience  with  the  disease  in  question  has 
not  been  large,  only  three  or  four  cases,  and  they  were  not  un- 
like others  that  are  reported.  In  one  case  the  eye  symptoms 
were  the  most  important,  as  she  had  ulcers  of  the  cornea  and 
conjunctivitis,  and  thought  her  eye  troubles  were  the  only 
things  the  matter  with  her.  In  another  case  the  exophthalmos 
and  rapid  heart  beat  were  the  most  prominent  symptoms,  while 
the  enlargement  of  the  thyroid  gland  was  scarcely  noticeable. 
Tlie  other  two  cases  that  I  recall  had  the  usual  symptoms 
equally  well  marked.  There  is  one  point  I  wish  to  call  atten- 
tion to — and  until  only  a  few  days  ago  I  had  not  seen  it  men- 
tioned in  any  of  the  works  I  had  read — and  that  is  the  tendency 
to  diarrhea,  which  soon  becomes  very  obstinate.  Yery  slight 
indiscretion  in  eating  will  frequently  cause  a  diarrhea  that  re- 
sists treatment  in  the  most  obstinate  manner.  One  of  the  above 
cases  died  from  diarrhea  which  resisted  the  most  careful  treat- 
ment. 

The  disease  is  recognized  in  different  countries,  but  there  are 
certain  localities  where  it  is  more  frequently  seen,  and,  according 
to  Engel,  in  the  province  of  Styria,  in  Austria,  the  disease  is 
endemic. 

Etlolo'jy. — It  is  pretty  well  agreed  by  all  writers  on  this  sub- 
ject tiiat  exophthalmic  goitre  is  caused  by  some  severe  shock  to 
the  nervous  system,  or  mental  worry  and  anxiety.  Gowers  says 
there  is  no  immediate  cause  so  frequent  as  depressing  emotion, 
sudden  terror,  or  prolonged  distress,  and  that  there  were  many 
cases  in  Alsace  and  Lorraine  after  the  Franco- German  war. 
He  furthermore  states  that  the  disease  is  apt  to  occur  in  many 
members  of  a  family,  although  it  is  not  inherited;  that  the  causes 
of  ordinary  goitre  seem  to  have  very  little  intiuence  in  produc- 
ing the  exophthalmic  form ;  that  general  debility  and  anemia 
are  powerful  predisposing  causes,  as  are  hemorrhage,  exhausting 
discharges,  childbirth,  and  abortion.  Sometimes  amenorrhea 
precedes  it.  He  says  that  women  suffer  more  than  men,  in  the 
proportion  of  five  to  one.  It  may  occur  at  any  age  from  2  to 
60,  but  mainly  from  20  to  30. 

Hammond  says  there  were  very  few  men  among  the  cases  of 
exophthalmic  goitre  that  he  has  seen,  and  that  among  the  excit- 
ing causes  mental  shock  was  the  most  powerful.  Eulenberg 
states  that  the  disease  occurs  in  women  oftener  than  in  men,  in 
the  proportion  of  two  to  one. 
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Of  five  hundred  and  fifty-one  recorded  cases  only  twenty-six 
were  males,  or  less  than  five  per  cent.  Dr.  Mitchell,  Assistant 
Commissioner  in  Lunacy  in  Scotland,  reports  that  in  Millerdale, 
its  chief  focus,  the  women  are  eighty  to  ninety  per  cent. 

In  the  Lancet  for  1876,  vol.  ii.,  Heniy  Day  claims  the  cause 
to  be  emotional,  and  that  excitement  of  the  nervous  system, 
carried  to  a  pitch  far  beyond  what  is  natural  or  healthy,  will 
lead  to  disorder  of  one  or  more  parts  of  it.  He  says  the  disease 
may  begin  suddenly,  or  may  have  prodromata  such  as  feelings 
of  languor  and  malassimilation.  There  is  a  case  recorded  where 
all  the  symptoms  appeared  in  one  night.  He  quotes  the  opinions 
of  several  eminent  men  as  to  the  cause  of  the  disease :  Begbie 
thought  it  depended  partly  on  a  blood  condition  and  partly  on 
nervous  disordei'.  !Nuneley,  of  Leeds,  thought  it  was  due  to 
an  anenrismal  state  of  the  vessels  in  the  cranium,  and  says  the 
carotids  ought  to  be  tied  ;  that  five  out  of  six  cases  of  his  re- 
covered from  tying,  the  carotids.  Galezowsky,  Trousseau,  and 
Meyer  believe  it  due  to  a  lesion  of  the  sympathetic  nerve ;  but 
other  writers  have  made  autopsies  on  persons  who  have  died  of 
the  disease  and  there  was  no  lesion  of  the  sympathetic  (Fournier 
and  Ollivier). 

Stokes  thinks  the  disease  is  due  to  a  special  form  of  cardiac 
neurosis,  which  may  lead  to  organic  disease,  and  that  the  nervous 
excitement  is  possibly  propagated  to  the  arteries  of  the  neck,  as 
he  thinks  the  pulsations  are  more  than  can  be  accounted  fur  by 
the  force  of  the  heart.  Laycock  says  it  is  due  to  a  neurosis  of 
several  vaso-motor  centres  in  the  spinal  cord.  J.  O.  Fletcher 
thinks  it  is  induced  by  sleeplessness,  anxiety,  etc.,  impaired  di- 
gestion, or  a  condition  of  "hyperemia."  Handfield  Jones  thinks 
that  the  fundamental  trouble  is  debility,  especially  of  the  ner- 
vous system,  which,  by  afieeting  the  various  vaso-motor  nerves, 
gives  rise  to  the  several  symptoms.'     Thus  we  see  that  there  are 

'  As  an  instance  of  the  disease  coming  on  suddenly  and  from  exhaustion,  W. 
W.  Dawson  (Cincinnati  Medical  Repertory)  reports  the  case  of  a  woman  aged 
29.  She  had  three  children  and  three  miscarriages.  Three  years  ago  she  mis- 
carried at  the  fourth  month  ;  the  next  day  she  got  out  of  bed  and  walked  a 
mile  and  a  half,  then  got  on  a  street  car  and  rode  several  miles  further.  Before 
getting  home  she  noticed  a  swelling  of  the  legs  and  also  an  enlargement  of  the 
thyroid  gland.  After  that  she  did  not  menstruate  for  five  months.  The 
swelling  of  her  legs  soon  disappeared,  but  the  thyroid  gland  steadily  increased. 
Amenorrhea,  according  to  Trousseau,  is  almost  a  constant  attendant  on  this 
disease.  Dawson  gives  as  causes  grief,  interrupted  menstruation,  miscarriage, 
nervous  depression,  recession  of  skin  affections,  and  attacks  of  fever. 
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a  good  many  opinions,  but  in  the  main  tliey  agree  that  it  is  a 
nervous  disorder  and  produced  by  shock,  mental  depression,  and 
long-continued  anxiety. 

We  will  now  take  up  the  symptoms.  These  may  be  enume- 
rated at  great  length,  but  there  are  three  that  characterize  the 
disease.  These  are :  (1)  palpitation  or  rapid  beating  of  the 
heart;  (2)  enlargement  of  the  thyroid  gland ;  (3)  protrusion  of 
the  eyes.  There  is  a  fourth  symptom,  which  I  have  never  no- 
ticed myself,  but  upon  which  Hammond  lays  great  stress  in  the 
last  edition  of  his  work  on  nervous  diseases.  This  symptom 
was  first  discovered  by  Louise  Fisk  Bryson,  of  'New  York,  and 
consists  in  a  gradual  and  steady  decline  in  the  extent  of  the 
expansion  of  the  chest  in  forced  inspiration.  The  prognosis  of 
the  case  is  somewhat  determined  by  this  symptom  :  the  less  the 
expansion  the  graver  the  case.  The  first  three  symptoms  usually 
make  their  appearance  in  the  order  in  which  I  have  named 
them.  The  heart  is  rapid  and  irregular,  and  the  slightest  excite- 
ment or  exertion  will  run  it  up  to  120  or  150.  The  patient  has 
pal{)itation  and  can  feel  tlie  pulsations  through  the  chest.  Even 
when  the  patient  is  perfectly  quiet  the  pulse  is  rarely  below  100. 
According  to  Hammond,  the  increase  in  frequency  of  its  beats 
produces  increase  in  size  of  the  heart,  and  on  examination  a 
systolic  nmrmur  is  often  heard,  which  may  be  arterial  or  ven- 
tricular ;  if  arterial  it  is  anemic,  and  if  ventricular  it  is  due  to 
a  relative  insufficiency  in  the  auriculo-ventricular  valves.  Meigs, 
of  Pliiladelphia,  reports  a  case,'  in  which  the  patient's  pulse  had 
a  regular  staccato  beat  and  the  carotids  had  the  purring  tremor — 
the  '' fremissementcataire"  of  the  French.  The  woman  had  no 
mental  disturbance  of  any  kind  except  severe  headaches. 

The  two  lobes  of  the  thyroid  are  usually  equally  affected. 
When  they  are  very  large  there  is  much  difficulty  in  swallowing 
from  pressure  on  the  esophagus.  The  gland  is  highly  vascular, 
and  when  there  is  violent  arterial  overaction  we  get  a  thrill  over 
it. 

The  exophthalmos  varies.  Sometimes  it  is  so  slight  as  not  to 
attract  attention.  Again  it  is  excessive ;  in  such  cases  the  lids 
cannot  cover  the  eyes,  and  inflammation  of  the  cornea  results. 
In  one  case  that  I  remember  I  used  to  close  the  lids  at  night, 
and  hold  them  together  by  means  of  adhesive  plaster,  then  put 
-absorbent  cotton  over  the  eye  and  apply  a  soft  bandage  with 
'  Philadelphia  Medical  Times. 
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gentle  pressure.  There  are  many  theories  as  to  the  cause  of  the 
protrusion  of  the  eyes.  Pepper  says  it  is  due  to  distention  of 
tlie  vessels  of  the  jDost-ocular  tissues,  with  serous  intiltration  and 
perhaps  some  hypertrophy  of  the  cellulo-fatty  tissues  behind 
the  globe.  Hammond  says  it  is  due  to  v^ascular  turgescence  in 
the  orbit,  to  an  increased  amount  of  the  fat  which  this  cavity 
normally  contains,  and  to  a  fatty  degeneration  of  the  ocular 
muscles  by  which  their  tone  is  destroyed  and  the  eyeball  allowed 
to  protrude.  He  adds  another  factor,  and  that  is  the  contraction 
of  Miiller's  orbito-ocular  muscle,  by  which  action  the  eye  is 
thrust  forward. 

M.  Reimoning,  of  Bordeaux,  claims  to  have  found  a  new 
symptom.  It  is  a  bruit  de  soutiie  which  is  very  distinct  on  ap 
plying  the  stethoscope  over  the  eye,  much  stronger  on  the  right 
side  than  the  left,  extending  even  to  the  right  temple.  This 
bruit  de  souffle  has  been  also  found  by  M.  Henri  Gintrac,  but 
it  did  not  extend  to  the  temporal  region. 

Another  symptom,  lirst  described  by  Yon  Graefe,is  thedelayed 
descent  of  tlie  upper  eyelid.  AYhen  a  healthy  person  loots  from 
above  downward,  the  eyelid  descends  coincidently  with  the  eye  ; 
but  in  exophthalmic  goitre  the  lid  follows  after  an  interval  of 
time.  This,  according  to  Grainger  Stewart,  is  not  a  mechanical 
result  of  exophthalmos,  but  depends  upon  irritation  of  the  mus- 
cular fibres  of  Miiller,  which  are  supplied  by  the  sympathetic.  It 
is  usually  stated  that  the  vision  is  not  aiiected,  but  Wilmer,  of 
this  city,  reported,  a  short  time  ago,  the  case  of  a  woman  who  had 
the  three  main  as  well  as  all  the  concomitant  symptoms,  and, 
in  addition,  well-marked  myopic  astigmatism.  The  eyes  were 
unequally  pushed  forward,  and,  although  both  eyes  were  astig- 
matic, the  more  prominent  eye  was  much  more  so.  This  looks 
as  if  the  astigmatism  was  due  to  a  mere  mechanical  process. 
Hugo  Engel  reports  three  cases  showing  the  beginning,  full 
development,  and  the  sequels  of  the  disease  :  "  I. — Young  girl 
born  in  Philadelphia.  She  first  noticed  a  beating  of  her  heart, 
then  a  "growing  of  her  eyes,"  and  for  six  weeks  she  had 
noticed  a  swelling  in  her  throat.  On  examining  her  heart  the 
area  of  dulness  was  not  increased,  but  there  was  a  heaving  im- 
pulse, the  first  sound  was  louder  than  the  second,  and  the  cir- 
culation decidedly  irregular.  II. — A  lady,  pregnant,  born  in 
Styria.  She  has  suffered  from  enlargement  of  the  throat  as 
long  as  she  could  remember,  but  only  four  years  ago  she  had 
43 
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palpitation  of  the  heart,  and  at  the  same  time  she  noticed 
prominence  of  the  eyes.  She  was  married  at  this  time.  She 
suffered  from  simple  goitre  first,  then  it  developed  into  Graves' 
disease.  She  has  two  children,  and  her  symptoms  always  in- 
creased when  she  was  pregnant.  Her  heart  was  enlarged  and 
the  impulse  could  be  felt  over  several  interspaces.  She  suffers 
much  from  dyspnea,  headache,  vertigo  when  she  stoops  down, 
and  constant  buzzing  in  the  ears.  III. — Lady,  40  years  of  age. 
Healthy  up  to  16.  Became  very  nervous  and  had  severe  beat- 
ing of  the  heart,  and  a  tumor  appeared  at  the  root  of  the  neck. 
Later  her  eyes  became  prominent.  Under  treatment  it  would 
nearly  disappear,  but  return.  When  suffering  severely  her 
menstruation  would  become  irregular  and  painful.  Finally  she 
went  to  New  York  and  was  supposed  to  be  cured  by  electricity. 
The  prominence  of  the  eyes  disappeared,  and  the  tumor  shrank 
to  the  size  of  a  walnut,  and  there  was  no  pulsation  of  the  carotids, 
but  she  had  shortness  of  breath  on  the  slightest  exertion  and 
has  fainted  several  times.  She  has  never  been  free  from  palpi- 
tation. Urine  contains  a  small  amount  of  albumin,  but  no  casts. 
Has  edema  of  the  legs  up  to  the  knee,  and  the  eyelids  are  puffy. 
Examination  of  heart  shows  dilatation ;  the  lungs  show  passive 
congestion.  First  the  heart  hypertrophied  and  then  dilatation 
followed."  This  case  shows  that  the  most  imjDortant  symptom 
to  treat  is  the  accelerated  heart  beat. 

Prof.  Yeo '  reports  an  interesting  case  of  a  woman  set.  35, 
married,  four  children  ;  had  palpitation  and  pain  in  left  side, 
cough,  shortness  of  breath  ;  no  appetite  ;  vomited  frequently ; 
tendency  to  diarrhea  after  a  meal  or  exertion  ;  flushed  easily; 
perspired  profusely.  Always  nervous,  but  good  health  till  last 
confinement.  She  was  then  given  ergot  every  ten  minutes  for 
four  doses,  and  her  labor  only  lasted  one  hour  and  a  half,  in- 
stead of  fourteen  hours  as  in  her  previous  labors.  Soon  after 
the  confinement  she  had  fever,  attended  with  sickness,  purging, 
and  delirium.  It  lasted  three  weeks,  and  when  she  was  better 
her  friends  would  not  let  her  look  at  herself  in  a  glass  because 
she  '"  looked  so  wild."  There  was  marked  exophthalmos  on  the 
left  side  and  not  on  the  right,  but  the  goitre  was  on  the  right 
side.  After  many  months  the  right  eye  also  became  prominent, 
and  then  the  hairs  of  the  eyebrow  and  eyelash  on  the  right  side 
began  to  disappear.  Yeo  calls  particular  attention  to  the  diar- 
'  British  Medical  Journal. 
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rliea,  which  is  seldom  mentioned  in  text  books,  and  Pepper ' 
reports  the  case  of  a  young  lady  of  nervous  temperament  who 
was  in  the  habit  of  eating  largely  of  unwholesome  food,  as 
€andy.  She  went  to  a  camp  meeting,  where  she  became  much 
excited.  The  weather  was  bad,  and  a  diarrhea  set  in  which 
could  not  be  checked.  It  became  chronic.  Soon  after  palpita- 
tion of  the  heart  was  noticed,  also  dyspnea,  enlargement  of  the 
thyroid.  She  grew  weak  and  lost  flesh,  was  very  nervous,  and 
wept  on  slight  cause.  Menstruation  ceased  for  five  months. 
Pulse  ranged  from  175  to  180.  The  stethoscope  revealed  a  dis- 
tinct, high-pitched  murmur  over  temporal  region  on  each  side. 

Gowers  mentions  that  the  eyeballs  are  sometimes  so  pushed 
forward  that  it  has  been  said  they  were  dislocated  and  replaced 
with  the  fingers  ;  and  Graves,  in  speaking  of  the  dilatation  of 
the  Iieart  and  its  murmurs,  mentions  a  case  in  which  the  sounds 
could  be  heard  four  feet  off.  He  says  frequently  mitral  endo- 
carditis is  found  after  death.  A  very  important  symptom  is 
muscular  tremor.  This  is  different  in  different  cases.  Pierre 
Marie "  says  there  may  be  epileptiform  and  more  or  less  pro- 
nounced paralytic  phenomena,  even  amounting  to  hemiplegia. 
To  illustrate  the  extent  of  the  tremor  he  quotes  a  case  :  A  young 
woman,  married,  19  years  old,  movements  irregular  and  choreic, 
nystagmus.  For  many  weeks  the  legs  jerked  so  that  she  could 
hardly  walk  and  would  make  irregular  steps.  There  were  crises 
■of  vomiting,  constipation,  and  sudden  diarrhea.  Choreiform 
movements  ceased  after  eight  or  nine  months,  only  to  reappear. 
Had  frequent  tits  of  coughing.  Some  months  later  the  patient 
succumbed  to  pulmonary  tuberculosis. 

We  will  now  turn  to  the  pathology  of  exophthalmic  goitre, 
which  is  of  extreme  interest,  possibly  because  it  is  not  definitely 
known  where  the  seat  of  the  trouble  is,  although  there  are 
many  different  theories  advanced.  Prof.  Laycock,  in  speak- 
ing of  the  morbid  anatomy,  says :  "  In  some  the  increased 
vascular  activity  of  the  bronchocele  is  so  great  as  to  give  the 
impression,  when  handled,  of  distended  erectile  tissue ;  but  in 
others,  of  long  standing,  there  is  degeneration  of  its  vessels  and 
its  consequences.  When,  however,  these  structural  changes  are 
found  consecutive  to  excessive  vascular  action,  they  must  be 
considered  as  consequences  rather  than  the  essentials  of  the  dis- 
order, and  occurring  under  such  constitutional  conditions  as  are 
'  New  York  Medical  Journal.  '  Archives  de  Neurologie. 
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required  for  these  constitutional  degenerations."'  He  adds  that 
"  we  maj  fairly  conclude  that  the  enlargement  of  the  thyroid  in 
exophthalmic  cases  is  in  truth  primarily  due  to  a  neurosis  of  the 
blood  vessels  of  the  organ,  like  that  of  the  other  vessels  of  the 
thoracic  and  cervical  region,  and  that  the  dilatations,  thrills,  and 
aneurismal  murmurs  are  in  all  respects  analogous  to  those  of  the 
aorta  and  carotids."  He  ffoes  throug-h  a  lono^  course  of  reason- 
ing  to  prove  that  there  is  a  connection  between  the  thyroid  and 
cervico-dorsal  region;  also  that  there  is  an  influence  of  the  re- 
productive organs  on  the  thyroid  through  the  cervico-dorsal 
region  ;  also  an  influence  of  the  reproductive  organs  on  the  eye- 
lids ;  also  that  the  palpitations,  thrills,  and  pulsations  are  due  to 
a  lesion  of  the  oculo-spinal  region,  the  seat  of  a  neurosis  of  the 
whole  trouble.  There  are  many  authors  who  claim  that  the 
disease  is  one  of  anemia,  but  Lavcock  o-ave  facts  and  arguments 
opposed  to  its  being  of  anemic  origin.  He  says  that  recent 
researches  have  shown  that  there  are  two  kinds  of  nervous  ex- 
ophthalmos, and  due  to  two  sources  of  disordered  innervation  : 
one  of  these  local  and  dependent  on  morbid  states  of  the  Gasse- 
rian  ganglion  or  its  cerebral  centre  ;  the  other  more  general, and 
a  motor  neurosis  of  the  "  oculo-spinal"  or  "cilio-spinal"  region 
of  the  spinal  cord,  being  that  portion  which  extends  from  the 
first  cervical  to  the  second  dorsal  vertebra.  He  also  claims  that 
the  palpitations  and  pulsations  with  accompanying  nervous  af- 
fections, and  the  vascular  bronchocele,  are  equally  due  to  a  dis- 
turbance of  function  of  some  "  oculo-spinal  "  region  of  the  more 
extended  cerebro-spinal  centre  of  which  it  is  a  part.  In  Guy's 
Hospital  Reports,  London,  1870,  Samuel  "Wilks  reports  a  very 
interesting  case  in  which  there  was  a  post-mortem  examination. 
After  giving  the  usual  symptoms  he  quotes  Virchow  as  saying 
that  the  enlargement  of  the  thyroid  is  mainly  due  to  enlarge- 
ment of  the  blood  vessels,  especially  the  veins,  but  that  it  may 
go  on  to  a  fibrous  induration.  In  most  cases  he  found  the  heart 
enlarged,  the  left  ventricle  being  dilated,  but  the  valves  sound* 
As  regards  the  eye,  the  prominence  is  mainly  due  to  a  change 
in  the  fatty  tissue  of  the  orbit,  which  may  be  hypertrophied ; 
but  generally  the  orbital  structures  are  merely  in  hyperemic 
condition.  As  Wilks  says,  the  fact  that  such  a  remarkable 
combination  of  symptoms  is  constantly  met  with  shows  there 
must  be  some  special  derangement  of  the  animal  machinery. 
Some  say  it  is  due  to  anemia,  because  it  is  frequently  seen  in. 
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cblorotic  wofnen ;  but  there  are  many  cases  in  both  men  and 
women  that  are  decidedly  plethoric.  "Wilks  continues  thus  : 
"  Of  late  years  the  sympathetic  has  been  studied,  and  it  is  con- 
jectured that  the  cause  is  the  neryous  system.  It  has  been 
proved  that  one  of  the  functions  of  the  sympathetic  is  vaso- 
motor, and  that  a  paralysis  of  the  nerve,  by  removing  tension 
force  from  the  arteries,  allows  them  to  expand,  and  thus  the 
parts  of  the  body  to  which  they  are  distributed  become  more 
vascular  and  rise  in  temperature.  If  the  cervical  sympathetic 
is  paralyzed  more  blood  would  be  sent  to  the  eye  and  thyroid, 
causing  them  to  enlarge ;  at  the  same  time  the  vessels  would 
throb  and  heart  palpitate.  In  coiitirmation,  Trousseau  says  that 
in  some  dissections  the  ganglia  are  enlarged  or  indurated  by  in- 
flammation of  cellular  tissue  around  them,  and  indeed  virtually 
destroyed.  But  suppose  the  sympathetic  be  paralyzed;  the  en- 
largement and  prominence  might  be  due  to  that,  but  what 
quickens  the  heart  I  Experiments  prove  that  stimulation  of 
the  sympathetic  accelerates  the  heart,  but  paralysis  slows  tlie 
heart  beat.'' 

In  the  same  Eeports  Lacy  cites  a  case  in  which  the  cervical 
ganglia  of  the  sympathetic  were  examined  post  mortem  by 
Moxon,  and  I  wish  to  quote  him  verbatim  :  '"  And  thus  the 
microscopic  characters  of  these  ganglia,  like  the  macroscopic, 
only  gave  us,  as  signs  of  this  disease,  an  apparent  excess  of 
fibrous  tissue  in  the  structure  of  the  ganglia  tissue,  with  appa- 
rent enlargement  of  the  capillary  vessels.  "Whether  this  excess 
is  a  morbid  process,  each  must  judge  ;  this  excess  of  fibrous  tis- 
sue characterizes  a  condition  known  as  cirrhosis,  but  when  a 
state  of  cirrhosis  exists  there  is  always  more  or  less  of  another 
change — viz.,  the  destruction  of  the  functionating  elements  of 
the  organ :  as  examples,  the  liver,  of  the  cells ;  kidneys,  of  the 
tubes;  air  vesicles,  of  the  lungs.  !Xow,  it  is  to  the  destruction 
of  the  functioning  tissue,  rather  than  the  excess  of  fibrous  tissue, 
that  the  symptoms  of  cirrhosis  are  ascribed."  He  finishes  by 
saying  that  he  does  not  know  whether  the  cervical  ganglia  in 
his  case  were  diseased  or  not.  There  are  many,  thouw-h,  who 
think  the  disease  one  of  sympathetic  origin.  Da  Costa  says : 
"The  disease  originally  resides  in  the  sympathetic  nervous  sys- 
tem, more  especially  the  sympathetic  ganglia  of  the  neck,  the 
irritation  of  which  disorders  the  innervation  of  the  heart  through 
the  cardiac  plexus  and  intracardiac  ganglia,  leading  to  disorderly 
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action  and  palpitation  and  finally  hypertrophy  ;  the  enlarge- 
ment of  the  thyroid  and  projection  of  eyes  being  produced  by 
constant  fulness  of  the  blood  vessels."  Another  view  is :  "  While 
adhering  to  the  nervous  irritation,  others  claim  that  the  entire 
disturbance  can  be  explained  by  alteration  in  vaso-motor  activ- 
ity, so  that  the  blood  supply  of  the  heart  itself  is  affected  and  its 
nutrition  impaired.  Disturb  this  sj'stem  and  you  will  have  dis- 
ordered action  of  the  heart;  palpitation  and  the  other  symptoms 
follow  naturally."  Trousseau  claims  that  the  tdche  c'trebrale 
indicates  vaso-motor  disturbance.  Gowers  seems  to  think  it  all 
due  to  lesion  of  the  cervical  sympathetic,  and  in  describing  the 
pathological  anatomy  says  there  is  hypertrophy  and  dilatation, 
dilatation  of  the  arteries  and  veins;  in  the  thyroid  all  the  vessels 
are  enlarged;  in  the  orbit  there  is  increase  of  the  orbital  fat, 
dilatation  of  the  orbital  veins,  and  atheroma  of  ophthalmic  artery 
and  fatty  degeneration  of  orbital  muscles.  Then  he  mentions  a 
case  where  there  was  no  fat  and  not  a  trace  of  Miiller's  muscle. 
The  exophthalmos  maybe  due  to  three  things :  (1)  increase  in 
orbital  fat;  (2)  distention  of  orbital  vessels;  (3)  contraction  of 
the  unstriated  muscular  fibres  of  Miiller. 

We  see,  therefore,  that  some  of  the  symptoms  may  be  pro- 
duced by  irritation  of  the  sympathetic  and  some  by  paralysis  of 
the  same,  but  not  all  the  symptoms  at  one  time  by  any  one  lesion  ; 
and,  after  reading  the  opinions  and  theories  of  many  experimen- 
ters, I  am  inclined  to  think  that  Hammond  presents  the  best 
explanation  of  the  pathology  of  the  disease.  He  says :  "  The 
theory  of  a  central  lesion  is  far  more  acceptable  to  my  mind. 
In  the  first  place,  centres  are  known  to  exist,  grouped  together 
within  a  small  area  in  the  medulla,  lesions  of  which  result  in  the 
appearance  of  the  principal  symptoms  of  the  disease.  Filehne, 
in  his  Avell-known  experiments,  produced  each  of  the  three 
symptoms  in  turn,  and  in  one  case  all  three  of  them  together 
— a  result  which  has  never  been  obtained  by  any  single  lesion 
made  on  the  sympathetic.  Probably  the  fourth  symptom — Dr. 
Bryson's  symptom — was  also  obtained  by  Filehne,  but,  not  know- 
ing of  its  existence,  he  probably  did  not  look  for  it.  In  the 
second  place,  it  does  not  seem  unreasonable  to  attribute  the  prin- 
cipal conditions,  of  vagus  paralysis,  vaso-motor  paralysis,  and 
respiratory  paralysis,  which  produce  the  four  principal  symp- 
toms, accelerated  heart  action,  enlargement  of  thyroid  gland, 
exophthalmia,  and  diminished  chest  expansion,  to  a  single  cir- 
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cumscribed  lesion  affecting  tlie  vagus  nucleus,  the  vaso-motor 
nucleus,  and  the  respiratory  nucleus.  Polyuria,  which  is  a  fre- 
quent symptom  of  Graves'  disease,  can  also  be  produced  by  a 
lesion  in  this  region."  It  is  also  known  to  be  sometimes  of  re- 
flex origin  ;  there  are  two  or  three  cases  reported  as  having 
been  cured  by  operations  on  the  nasal  cavity,  and  one  case  is 
also  reported  as  having  been  induced  by  the  removal  of  a  poly- 
pus of  the  nose  by  means  of  the  galvano-caustic  loop. 

Knowing  the  symptoms  so  well,  the  diagnosis  cannot  be  very 
hard,  bearing  in  mind  the  three  main  symptoms — acceleration  of 
the  heart  beat,  enlargement  of  the  thyroid  gland,  and  protrusion 
of  the  eyes.  All  these  symptoms  may  not  be  equally  well  pro- 
nounced. There  may  be  acceleration  of  the  heart  beat  or  pal- 
pitation, and  prominence  of  the  eyes,  and  the  thyroid  enlarge- 
ment be  scarcely  noticeable,  or  vice  versa.  I  should  think  it 
well,  before  giving  an  opinion,  to  have  at  least  hvo  of  the  symp- 
toms well  marked,  and  then  the  history  of  the  case,  such  as 
mental  shock,  nervous  temperament,  great  anxiety,  and  other 
concomitant  symptoms,  would  make  the  diagnosis  certain. 

Prognosis. — We  should  be  very  careful  in  giving  a  progno- 
sis. While  comparatively  few  cases  are  ever  completely  cured, 
the  disease  in  itself  is  not  necessarily  fatal,  but  it  makes  the 
system  more  vulnerable  to  intercurrent  disease,  notably  diar- 
rhea, that  may  carry  the  patient  off. 

Treatment. — The  treatment  should  be  both  internal  and  local. 
The  galvanic  current  applied  to  the  cervical  symjiathetic  has 
probably  done  much  good,  and  I  feel  sure  that  I  have  reduced  the 
size  of  the  tumor  somewhat  by  applying  the  current  to  the  gland 
direct.    Massage  to  both  the  tumor  and  eyes  has  been  beneficial. 

The  internal  treatment  should  be  directed  mainly  to  the 
heart.  Digitalis  and  strophanthus,  either  separately  or,  as  I 
like  them,  both  together,  in  tolerably  large  doses,  are  probably 
more  used  with  good  effect  than  any  other  drugs.  Nitrogly- 
cerin in  one-hundredth-grain  doses  is  certainly  beneficial.  The 
carbazolate  of  ammonium  has  been  liighly  recommended  by 
Graeme  Hammond,  of  New  York,  although  I  believe  he  gives 
the  credit  to  Cjmbes,  of  the  Post-Graduate  Hospital,  for 
being  the  first  to  use  it.  I  have  seen  it  used  in  one  or  two  cases, 
but  the  results  were  not  as  satisfactory  as  those  of  digitalis  and 
strophanthus.  W.  C.  Wile'  reports  the  complete  cure  of  a 
'  New  England  Medical  Monthly. 
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case  by  means  of  galvanism  ;  one  pole  (positive)  was  placed  in- 
side the  left  ear,  and  the  negative  over  the  seventh  cervical  ver- 
tebra. The  current  was  kept  up  for  twenty  minutes  daily.  The 
only  internal  treatment  was  the  syrup  of  hydriodic  acid,  given 
at  first  in  teaspoonful  doses  and  increased  to  two  tables>poonfuls 
three  times  daily.  The  patient  was  entirely  cured  in  seven 
months.  Notwithstanding  this  case,  I  think  the  main  effort  of 
treatment  should  be  directed  to  the  heart.  I  have  not  had  an 
opportunity  of  trying  the  animal  extract  of  the  thyroid  gland, 
but  if  it  is  so  efficacious  in  myxedema  I  cannot  see  why  it  should 
not  do  good  work  in  exophtlialmic  goitre. 
826  14th  street,  N.  W. 


TWO   CASES   OF  PHLEGMASIA  DOLENS.^ 


J.    T.    ^\^^fTER,    M.D., 

Professor  of  Theory  and  Practice  of  Medicine.  National  University, 

Washington,  D.  C. 


During  the  month  of  January  of  last  year  I  was  called  to 
Mrs.  C,  a  primipara,  who  was  in  her  ninth  month  of  pregnancy. 
She  informed  me  that  for  several  years  past  she  had  been  hav- 
ing considerable  trouble  witli  her  kidneys,  for  which  she  had 
been  under  treatment  a  number  of  times;  that  she  had  been  in 
better  health  since  her  marriage,  and  especially  since  she  became 
pregnant,  than  for  many  years,  but  that  she  feared  she  was  going 
to  have  trouble  with  her  kidneys  again,  as  she  had  noticed  for 
the  last  few  weeks  that  tlie  quantity  of  water  voided  was  gradu- 
ally growing  smaller  and  smaller,  certainly  not  more  than  half 
a  pint  in  twenty-four  hours,  and  that  she  was  now  wearing  a 
pair  of  her  husband's  shoes,  as  her  feet  were  so  swollen  she  could 
not  get  them  into  her  own. 

On  examination  I  found  her  feet,  legs,  and  vulva  to  be  enor- 
mously swollen,  pitting  on  pressure,  and  that  her  urine  con- 
tained a  large  per  cent  of  albumin.  Her  face  and  arms  were 
also  swollen,  as  was  her  whole  body,  but  not  to  so  great  an 
extent  as  her  legs.     I  began  treatment  by  giving  her  an  active 

'  Read  before  the  Obstetrical  and  Gynecological  Society  of  Washington, 
March  18th.  1892. 
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cathartic,  and  a  diuretic  and  diaphoretic  mixture  containing 
nitrate  of  potassium,  sweet  spirits  of  nitre,  and  fluid  extract 
of  jaborandi,  but  was  unable  to  materially  increase  the  quantity 
or  improve  the  character  of  her  urine  before  labor  came  on, 
which  fortunately  was  completed  in  a  little  over  four  hours,  with- 
out instrumental  interference  or  mishap,  although  she  was  on 
the  point  several  times  of  convulsions,  which  were  prevented 
by  the  use  of  chloroform  by  inhalation  and  by  a  single  hypo- 
dermatic dose  of  morphia  |^  grain  with  atropia  yjt  grain. 

Twenty-four  hours  after  her  confinement  she  looked  worse,  if 
possible,  than  before.  Her  face  was  now  quite  edematous,  eyes 
almost  closed.  She  had  passed  up  to  this  time  but  very  little 
water,  not  more,  perhaps,  than  one-third  of  a  pint.  I  now  gave 
her  eight  grains  of  calomel,  to  be  followed  the  next  morning 
with  aseidlitz  powder,  and  continued  the  diuretic  mixture,  from 
which  we  had  good  results,  and  in  the  course  of  the  next  few 
days  the  swelling  gradually  disappeared  from  the  upper  part  of 
her  body ;  but  there  was  still  some  swelling  in  her  ankles  and 
albumin  in  her  water  on  the  tenth  day  after  her  confinement, 
when  she  was  allowed  to  be  up  for  a  couple  of  hours.  She  was 
up  and  about  her  room  from  this  time  until  the  nineteenth  day, 
when,  shortly  after  getting  out  of  bed,  she  was  seized  with  a 
severe  pain  in  the  calf  of  her  right  leg,  which  by  night  had 
shifted  to  the  left,  and  back  again  by  morning  to  the  right, 
thus  shifting  and  changing  every  few  hours  for  two  days  and 
nights,  fixing  finally  in  the  right;  the  pain  being  most  severe  in 
the  knee,  but  o-raduallv  extendino-  in  the  course  of  the  next  two 
days  to  the  ankle  and  groin,  taking  on  in  the  meantime  a  de- 
cidedly inflammatory  condition.  There  was  now  heat,  redness, 
swelling,  and  exquisite  sensitiveness  to  the  touch,  especially 
along  the  inner  side  of  the  thigh.  Bright-red  streaks,  commenc- 
ing at  the  ankle  and  running  upward  to  the  thigh,  showed  them- 
selves within  a  few  hours  after  the  pain  settled  in  the  right  leg. 
These  little  lines  or  streaks  of  redness  felt  hard  to  the  touch, 
and  the  patient  complained  that  there  was  a  burning  sensation 
in  them  which  was  increased  by  the  slightest  pressure.  Some 
portions  of  the  tract  of  the  femoral  vein  also  assumed  a  livid 
hue  and  became  knotted  in  places.  The  inguinal  glands  be- 
came enlarged,  and  the  symptoms  gradually  grew  more  severe 
for  the  next  few  days,  so  that  by  the  twenty-ninth  day  the  red- 
ness had  assumed  an  erysipelatous  character,  blisters  forming  in 
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a  number  of  places.  During  this  time,  and  np  to  the  thirty-fifth 
day,  she  suffered 'great  agony  from  lier  leg,  which  was  larger, 
if  possible,  than  before  her  confinement,  and  would  still  pit  on 
pressure.  Her  tongue  was  dry  and  coated,  cheeks  flushed,  stin 
hot  and  dry,  pulse  120  to  136,  full  and  strong,  temperature  102° 
to  104J°,  and  urine  scant  and  high-colored.  On  the  morning  of 
the  thirty-fifth  day  there  seemed  to  be  a  decided  improvement,  the 
temperature  was  down  to  100°,  and  there  was  less  pain  in  the  leg ; 
but  during  the  evening,  without  any  premonition,  she  was  seized 
with  a  severe  chill,  followed  a  few  hours  later  with  pain  in  her 
right  breast,  so  severe  as  to  prevent  her  taking  a  full  inspiration. 
This,  however,  was  relieved,  during  the  course  of  the  night,  by 
the  application  of  hot  linseed-meal  poultices,  but  there  was  some 
cough  and  crepitus  of  right  lung  for  several  days.  The  pain 
and  difficult  breathing  returned  each  evening  for  four  days,  but 
would  yield  quickly  to  the  hot  poultices.  Four  days  later,  the 
thirty -ninth  day  after  her  confinement,  she  had  another  rigor, 
followed  b}'  pain  and  swelling,  but  no  redness,  of  her  left  leg, 
which  was  of  but  short  duration,  lasting  only  a  few  days,  but  tlie 
pain  and  swelling  continued  in  the  right  leg  for  about  two  weeks 
longer,  the  erysipelatous  condition  having  improved  rapidly 
after  the  thirty-fifth  day.  She  was  not  able  to  be  out  of  bed 
again  for  nearly  nine  weeks  after  her  confinement,  and  even 
then  her  ankles  were  swollen  some  little  and  would  pit  on 
pressure,  and  her  urine  still  contained  albumin,  sometimes  only 
a  trace,  as  it  does  to-day. 

The  next  case  is  that  of  a  short,  stout  German  woman,  47 
years  old,  to  whom  I  was  called,  in  the  early  morning  of  one  of 
those  beautiful  and  scorching  June  days  of  last  year,  to  attend 
in  her  thirteenth  confinement.  The  labor  was  perfectly  natural 
and  satisfactory  until  after  the  birth  of  the  child.  The  uterus 
was  fairly  contracted,  and  for  a  short  time  all  seemed  to  be  going 
well.  With  my  left  hand  on  the  abdomen,  grasping  the  uterus, 
I  passed  the  fingers  of  my  right  hand  along  to  the  cord,  so  as  to 
know  the  condition  of  the  placenta,  and  in  doing  so  found  that 
there  was  a  considerable  quantity  of  blood  escaping  from  the 
uterus.  The  placenta  was  delivered  as  quickly  as  possible,  but 
not  until  a  large  quantity  of  blood  had  been  lost,  as  it  came  sev- 
eral times  in  gushes,  being  shot  out  as  if  from  a  syringe.  The 
flow  not  ceasing  on  the  delivery  of  the  placenta,  and  the  woman 
being  almost  exhausted,  I  called  for  ice,  which  I  passed,   in 
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pieces  as  large  as  a  hen's  egg,  into  the  cavity  of  the  uterus, 
almost  filling  it.  I  in  this  way  tept  up  the  external  pressure 
and  the  internal  local  use  of  ice  for  fifteen  minutes  or  more, 
when,  in  answer  perhaps  to  the  ergot  which  had  been  previously 
given,  as  well  as  to  the  use  of  the  ice,  the  flow  ceased.  I 
cannot,  of  course,  give  the  quantity  of  blood  that  was  lost,  as  it 
was  passed  into  the  bed  clothing,  but  it  was  quite  large  and  tlie 
woman  was  dreadfully  prostrated,  almost  pulseless;  but  after 
several  generous  doses  of  brandy  she  cjradually  improved,  and 
continued  to  do  so  for  the  next  forty-eight  hours,  when  she  was 
seized  with  violent  abdominal  pain,  lasting  only  a  few  hours  at 
a  time,  and  recurring  at  short  intervals  for  several  days,  so 
severe  at  times  as  to  require  the  use  of  anodynes.  "Warm  appli- 
cations were  also  made  to  her  abdomen  at  these  times,  which 
were  found  to  afford  her  a  great  deal  of  comfort.  She  claimed 
that  the  ice  used  in  controlling  hemorrhage  was  the  cause  of  her 
trouble;  that  she  had  just  such  pains  once  before,  from  the  same 
cause,  after  the  birth  of  her  fourth  child,  which  were  followed 
by  milk  leg ;  and  that  she  believed  she  was  getting  milk -leg 
again.  The  pains  gradually  ceased,  so  that  by  the  sixth  day 
she  was  perfectly  comfortable  again.  This  improved  condition 
was,  however,  of  but  short  duration,  as  the  abdominal  pains  re- 
turned on  the  ninth  day,  and  gradually  extended  during  the 
next  three  days  to  the  hip  and  down  the  right  leg  until  they 
reached  below  the  knee,  causing  great  pain  and  swelling,  as  well 
as  complete  immobility  of  the  limb,  and  its  surface  assumed  a 
glossy  paleness  or  whiteness.  The  inguinal  glands  also  became 
swollen  and  exceedingly  tender  to  the  slightest  pressure.  This 
condition  lasted  for  two  weeks,  during  which  time  the  counte- 
nance became  very  anxious  and  the  tongue  loaded  with  a  yel- 
lowish fur.  About  6  o'clock  each  evening  she  would  have  a 
chill,  followed  by  a  hot  and  a  sweating  stage.  Toward  mid- 
night she  would  usually  fall  asleep  and  not  waken  until  late  the 
next  morning.  She  was  treated  during  this  time  with  quinine 
and  anodynes  internally,  and  by  soothing  applications,  hot  vin- 
egar, soap  liniment,  etc.,  to  the  leg,  which  was  enveloped  in 
flannel  from  foot  to  thigh.  The  oleate  of  mercury  was  also 
used  several  times,  being  rubbed  in  over  the  enlarged  inguinal 
glands  and  along  the  inner  side  of  the  thigh,  but  had  to  be  dis- 
continued, as  it  was  found  that  her  gums  were  getting  a  little 
too  tender.     By  the  thirtieth  day  the  pain  was  almost  entirely 


68-i:  WINTER  :    TWO    CASES    OF    PHLEGMASIA    DOLENS. 

gone,  after  which  it  was  impossible  to  keep  her  in  bed,  but  the 
swelling  still  continued  and.  was  not  entirely  gone  until  the 
seventh  week.  There  was  no  pitting  on  pressure.  The  lochia 
were  free  and  never  offensive  in  this  case,  but  great  care  had  to 
betaken  with  the  first  patient;  the  lochia  were  free  enough, 
but  the  parts  had  to  be  disinfected  twice  daily  for  a  part  of  the 
time.  During  the  intensity  of  the  fever  the  secretion  of  milk 
became  very  scant  in  both  cases,  but  was  re-established  after 
they  got  about. 

The  plan  of  treatment  adopted  in  these  cases  was  to  support 
the  strength,  keep  the  bowels  regular,  give  anodynes  to  relieve 
pain  and  secure  rest,  and  soothing  applications  to  the  limb,  which 
was  enveloped  in  flannel  bandages  and  covered  with  oiled  silk. 

The  symptoms  in  these  cases  were  entirely  dissimilar,  but  they 
were  botii,  I  think,  genuine  cases  of  phlegmasia  dolens.  In  the 
first  case  there  wei'e  no  premonitory  symptoms  which  could 
point  to  an  existing  uterine  irritation,  the  patient  being  suddenly 
seized  with  pain  in  the  calf  of  the  right  leg,  shifting  in  a  few 
hours  to  the  left,  then  back  to  the  right,  locating  finally  in  the 
right  knee.  There  was  also  heat,  redness,  and  swelling,  making 
it  look  more  like  rheumatism  than  anything  else,  and  it  was  for 
rheumatism  that  I  first  prescribed;  then  it  assumed  an  erysipela- 
tous character,  then  it  attacked  the  right  lung  and  then  the  left 
leg  again.  While  in  the  other  case  the  ordinary  j)remonitory 
symptoms,  commencing  with  pain  and  uneasiness  in  the  abdo- 
men, graduallj'^  extending  along  the  brim  of  the  pelvis  and  down 
tlie  leg,  were  present ;  and  when  the  swelling  came  on,  instead 
of  redness,  there  was  a  milky  whiteness  of  the  skin,  which  would 
not  pit  on  pressure. 

Many  observers  agree  in  considering  phlegmasia  dolens  as  es- 
sentially an  obstructive  disease,  claiming  the  cause  of  such  ob- 
struction to  be  a  phlebitis  resulting  from  the  absorption  of  a 
morbid  material,  or  the  extension  of  inflammatory  action  from 
contiguous  parts,  thus  making  it  purely  a  local  disease ;  while 
others,  who  also  look  upon  it  as  a  phlebitis,  claim  that  it  is  the  re- 
sult of  a  peculiar  blood  state,  and  as  such  is  a  part  only  of  the 
existing  disease. 

Many  also  claim  that  it  is  a  disease  peculiar  to  women,  occur- 
ring in  those  who  have  suffered  from  uterine  irritation  or  inflam- 
mation, and  that  it  is,  as  a  rule,  an  extension  of  inflammation  from 
the  nterine  vein.     Still  it  is  a  matter  of  fact  that  men  have  suf- 
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fered  from  this  disease.  It  is  found  also,  in  more  than  one  in- 
stance, to  have  followed  a  severe  diarrhea,  the  rapid  loss  from  the 
intestinal  canal,  calling  for  rapid  absorj^tion  by  the  venous  sys- 
tem, being  perhaps  the  exciting  cause,  and  an  inflammatory  con- 
dition of  the  veins  a  result.  The  lymphatics  also  appear  to  play 
an  important  part  in  this  disease,  as  they  have  most  to  do  with 
tension  and  color,  while  the  veins  have  most  to  do  with  the  swell 
ing. 


THE  APPLICATION  OF  GRAPHICS  TO   THE  FETAL  HEART 

SOUNDS.  1 


BY 

HUGH  HAMILTON,  M.Sc,  M.D. 
Harrisburg,  Pa. 


(With  four  illustrations.) 


It  is  unnecessary  to  consume  time  to  relate  the  history  of  the 
discover}'  of  the  sounds  of  the  fetal  cardiac  pulsations  in  preg- 
nancy, or  even  the  many  instruments  devised  to  easily  recog- 
nize them.  The  bibliography  of  the  subject  is  readily  acces- 
sible. The  object  of  this  paper  is  to  show  how  electricity  may 
be  applied  to  magnify  and  record  their  hruits. 

Among  the  signs  of  pregnancy  the  fetal  heart  sounds  are  the 
surest  of  a  number  of  phenomena.  They  are  prominently  men- 
tioned as  certain  in  most  text  books.  However,  in  some  posi- 
tions of  the  fetus  they  are  difhcult  to  find,  or  may  be  even,  to 
the  experienced  ear,  qualified  by  one's  preconception  of  the  case. 
The  design  of  my  instrument  is  to  lift  their  recognition  from 
the  domain  of  sense  to  that  of  record  by  permanent  tracings 
which  may  be  differentiated  or  compared  with  those  of  maternal 
origin. 

To  accomplish  this  I  have  modified  a  microphone  suggested 
by  Hiirthle,  of  Breslau,"  carefully  noting  the  criticisms  of  Mar- 
tius,  of  Rostock,^  which  it  is  not  essential  to  reiterate  here. 

'  Read  before  the  Section  on  Obstetrics,  Pan-American  Medical  Congress. 
*  "  Ueber  die  Erkliirung  des  Cardiograms  mit  Hiilfe  der  Herztonmarliirung, 
und  ilber  eine  Methode  zur  mecbaniscben  Registrirung  der  Tone." 
'  *'  Cardiogramm  und  Herzstossproblem." 


f^S6 
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The  instrument  is  made  as  follows  :  A  double  cone  of  electric- 
light  carbon  is  held  between  two  cups  of  the  same  material  (see 
Fig.  1)  placed  in  electrical  circuit  with  the  primary  wire  of  an 
induction  coil.  A  lever  bearing  one  of  these  cups  is  attached 
to  a  diaphragm  of  vibrating  material,  as  the  thinnest  parchment 


Fig.  1. — The  carbons,  twice  the  natural  size:  a  showing  countersunk  section  of  c;  b 
showing  double  cone. 

paper,  fastened  on  the  top  of  a  receptacle,  to' convey  the  vibra- 
tions to  the  membrane.  The  other  carbon  cup  is  held  by  a 
movable  post  capable  of  being  minutely  adjusted,  the  two  sup- 
porting the  double-coned  carbon  between  them  and  making  a 
commutator  for  the  apparatus. 

The  secondary  wire  of  the  induction  coil  is  connected  inclosed 


Fig   2.— Cardiophone. 

circuit  with  an  ordinary  telephone  receiver,  and  also  with  the 
sciatic  nerve  of  a  freshly  killed  frog,  rat,  or  mouse.  This  most 
sensitive  galvanometer  is  in  turn  attached  in  balance  to  a 
Maurey  tambour. 

The  slightest  movement  of  the  tympanum  of  the  cardiophone 
will  now  cause  the  telephone  receiver  to   vibrate,  so  that  it  can 
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be  heard  for  three  to  four  metres  (ten  or  twelve  feet),  and  the 
nerve  of  the  frog  leg  to  contract  and  record  its  markings  on 
blackened  (smoked)  paper  fixed  on  a  drum,  one  hundred  and 
iiftv  millimetres  (six  inches)  in  diameter,  making  one  revolution 
in  four  or  five  seconds.  Placing  one  cardiophone  on  the  aorta 
of  the  mother  and  another  upon  her  abdomen  at  the  proper 
point,  connected  in  two  circuits,  they  are  brought  to  record  on 


Fig.  3. 


the  same  cylinder.  The  pulsations  of  the  fetal  heart  being  120 
to  160  and  the  cardiac  impulses  of  the  mother  from  70  to  80 
per  minute,  makes  the  difference  in  the  cardiographs  easily  rec- 
ognizable. (See  Fig.  4.)  Should  the  several  souffles  give  sym- 
metrical markings,  then  it  would  be  conclusive  evidence  of  their 
being  maternal. 

It  is  necessary  to  search  for  the  supposed  sounds  of  the  fetal 
heart  and  then  place  the  cardiophone  on  the  best  point  for  hear- 
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ing  them.  The  tracings  will  show  whether  they  are  maternal  or 
fetal.  I  have  only  completed  the  instrument  sufficiently  to  take 
one  tracing,  but  hope  to  perfect  its  mechanism  so  that  it  may 
be  of  practical  benefit  in  the  differential  diagnosis  of  pregnancy 
from  tumor  conditions.  The  whole  apparatus,  when  completed,, 
will  occupy  a  box  75x75x150  millimetres  (3x3x6  inches)  and 
weigh  about  one  hundred  and  twenty  grammes,  or  about  one- 
quarter  of  a  pound.  The  telephone  receiver  is  not  necessary  ; 
any  indicator  will  do :  its  use  is  only  confirmatory  of  the  sounds 


1  See. 


2. 


Foe 


Matmial 
75- . 


3. 


Fig.  4. 

heard,  and  to  show  when  to  throw  the  recording  apparatus  in 
circuit. 

BIBLIOGRAPHY. 

1.  Deutsche  medicinische  Wochenschrift,  January  26th,  1893,  No.  4.  p.  77. 

2.  Deutsche  medicinische  Wochenschrift,  July  20th,  1893,  No.  29,  p.  685. 

3.  Von  Frey  :  Das  Plateau  des  Kammerpulses.     Archiv  fur  Anatoraie  und 
Physiologic,  1893. 

4.  A.  ScHMiT  :  Cardiographische  Untersuchungen,  Zeitschrift  fiir  klinische. 
Medicin,  Band  22. 

5.  Enoelmann  :   Beobachtungen  und  Versuche  am  suspendirten  Herzen- 
pfliig.     Archiv  flir  Physiologic,  1892,  Band  52. 

6.  Edgren  :  Cardiographische  und  Sphygmographische  Studien.     Skand, 
Archiv  fiir  Physiologic,  1889,  Band  1. 

7.  Foster  :  Physiology.     Philadelphia,  1891. 


TEANS.    OF    THE    PAN-AMERICAN    MEDICAL    CONGEESS.  689 


TRANSACTIONS  OF  THE  PAN-AMERICAN 
MEDICAL  CONG-RESS. 


HELD   AT   WASni:SGTOX,    SEPTEMBER   5tH,    6TH,    TTH,   AKD   8tH,    1893. 


SECTION  ON  GYNECOLOGY  AND  ABDOMINAL  SURGERY. 


First  Day,  Septemher  hth — Afternoon  Session. 

The  Vice-President,  De.  L.  S.  McMuetet,  of  Louisville,  Ey., 

in  the  Chair. 

After  the  address  of  welcome  by  the  Chairman,  Dr.  Andeew 
F.  CuRRiEE,  of  New  York,  read  the  first  paper,  entitled 

THE    INTEA-UTERINE    TAMPON. 

Dilatation,  curetting,  and  drainage  were  the  three  principal 
foundation  stones  upon  which  intra-uterine  treatment  might  be 
said  to  rest.  From  the  propriety  of  dilating  the  uterus  to  that 
of  packing  it  with  a  tampon  was  a  logical  step.  The  vaginal 
tampon  was  an  indirect  and  often  unsatisfactory  means  of 
relieving  uterine  trouble.  The  intra-uterine  tampon  went 
directly  to  the  source  of  the  trouble,  and  had  opened  a  new 
held  in  intra-uterine  therapeutics.  Sterilized  gauze  was  the 
material  which  offered  the  greatest  number  of  advantages  for 
such  a  tampon.  In  the  gravid  and  puerperal  uterus  it  might  be 
used :  1.  During  the  period  of  gestation.  2.  During  parturi- 
tion.  3.  Post  partnm,  whether  the  labor  occurred  at  term  or 
prior  to  it.  In  the  unirapregnated  uterus  its  use  was  for: 
1.  Exploratory  and  operative  purposes  in  connection  with  dis- 
ease of  the  uterus  and  its  appendages.  2.  Hemorrhage.  3. 
Endometritis,  -i.  Stenosis.  5.  Accumulations  within  the  Fal- 
lopian tubes. 

In  the  gravid  uterus  the  intra-uterine  tampon  might  be  used 
in  place  of  the  vaginal  tampon  to  bring  on  uterine  contractions 
and  empty  the  organ,  or  occasionally  to  ward  off  an  abortion. 
In  placenta  previa  it  might  be  of  signal  service.  With  uncon- 
trollable vomiting,  the  presence  of  a  dead  fetus,  or  serious 
mechanical  obstruction  in  the  parturient  canal,  the  tampon  was 
preferable  to  bougies,  bags,  or  tents  for  the  purpose  of  inducing 
an  abortion.  During  parturition,  if  the  first  stage  was  pro- 
44 
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tracted,  the  tampon  miglit  be  used  to  assist  dilatation.  It  was 
preferable,  for  several  reasons,  to  the  means  which  were  in 
vogue.  Post  partum  the  tampon  was  useful  for  hemorrhage, 
as  recommended  bj  Dlilirssen,  also  for  the  hemorrhage  which 
followed  abortion,  and  for  sepsis  after  either  abortion  or  labor 
at  term,  in  connection  with  curetting  and  irrigation.  If  there 
was  subinvolution  the  tampon  was  indicated  also,  for  it  stimu- 
lated the  uterus  to  contraction  and  produced  free  depletion.  In 
the  unimpregnated  uterus  it  was  useful  for  dilatation  in  the 
presence  of  new  growths,  whether  benign  or  malignant,  espe- 
cially if  slow  dilatation  was  desirable.  If  the  appendages  were 
to  be  removed  for  inflammatory  disease,  a  precedent  curetting 
and  tamponing  would  be  useful  by  producing  free  drainage  and 
depletion.  The  tampon  in  these  cases  was  a  substitute  for  the 
uterine  tent. 

For  the  relief  of  hemorrhage  the  direct  pressure  of  the 
niterine  tampon  excelled  the  indirect  pressure  of  the  vaginal 
tampon.  In  endometritis  with  suppuration,  hypertrophy  of  the 
endometrium,  or  inertia  of  the  uterine  muscle  and  stasis  of  the 
venous  circulation,  dilatation  with  drainage  by  means  of  the 
tampon  would  prove  very  serviceable.  Stenosis  was  believed 
to  be  an  efficient  cause  of  the  prevention  of  egress  of  fluids 
contained  w^ithin  the  uterine  cavity.  Its  treatment  with  dilata- 
tion and  the  tampon  was  recommended. 

The  usefulness  of  the  tampon  for  the  drainage  of  accumula- 
tions within  the  Fallopian  tubes  was  believed  to  be  of  limited 
scope,  depletion  of  the  uterus,  its  cornua,  and  those  portions  of 
the  tubes  immediately  contiguous  being  the  area  which  it  was 
most  likely  to  reach.  If  the  tubes  were  greatly  displaced  and 
if  there  were  ovarian  or  circumtubal  abscesses,  little  or  no  bene- 
fit would  result  from  the  use  of  the  tampon.  The  tampon 
should  always  be  used  with  caution,  but  it  did  not  follow  that 
it  always  required  an  anesthetic  or  the  same  adjuncts  which 
would  be  called  for  in  a  major  surgical  procedure.  There  were 
many  cases  in  which  it  was  safe  and  proper  to  use  it  in  office 
and  dispensary  practice,  especially  if  it  was  not  to  be  inserted 
beyond  the  os  internum.  It  should  usually  be  preceded  by 
curetting,  irrigation,  and  sufficient  dilatation  to  permit  of  easy 
introduction  of  the  gauze  strips  of  w^hicli  it  was  composed. 
The  tampon  might  be  safely  retained  from  a  day  to  three  days. 
It  was  better  to  renew  it  frequently  and  secure  gradual  dis- 
tention than  to  pack  in  too  much  material  at  the  first  sitting. 
It  might  be  so  modified  as  to  quantity,  firmness,  and  duration 
of  retention  that  there  were  few  if  any  cases  in  which  intra- 
uterine treatment  would  be  admissible  in  which  it  was  contra- 
indicated. 

Dr.  R.  B.  Maury,  of  Memphis,  Tenn.,  said  that  the  time  was 
not  very  long  past  when  we  all  hesitated  to  touch  a  uterus  wj^j^ 
an  instrument,  and  that  to  the  use  of   the  tampon  we  w^^. 
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largely  indebted  for  our  ability  to  attack  an  inflamed  uterus  with 
safety.  He  desired  simply  to  add  his  testimony  in  one  class  of 
cases  alluded  to  by  Dr.  Currier — viz.,  inflammation  following 
confinement.  Often  we  are  called  to  a  case  apparently  normal 
in  every  respect,  but  to  our  surprise  the  patient  begins  to  have 
fever  about  the  third  day.  Apparently  thei-e  is  nothing  to  ac- 
count for  it  until  we  examine  the  cervical  canal,  when  we  find  a 
large  quantity  of  pent-up  secretion  in  the  cavity.  Dilatation, 
curettage,  and  packing  with  gauze  soon  cheek  that  trouble.  He 
generally  found  that  the  use  of  a  cervical  dilator  is  of  great  as- 
sistance in  introducing  the  tampon. 

Dr.  G.  Betton  Massey,  of  Philadelphia,  Pa.,  failed  to  see 
how  plugging  up  the  uterus  with  gauze  could  be  called  drain- 
age. In  his  experience  such  procedures  always  prevent  drain- 
agre.  He  admitted  that  such  treatment  might  indirectly  have 
good  results  by  setting  up  an  irritation  in  the  inflamed  area 
and  thus  act  as  an  alterative.  He  thought  there  was  a  better 
way  of  accomplishing  good,  especially  in  inflammation  of  the 
tubes  where  genuine  drainage  is  essential,  and  this  was  by  the 
use  of  the  galvanic  current.  He  uses  an  electrode  made  of  ab- 
sorbent cotton  and  moistened  with  some  medicated  solution,  and 
by  introducing  this  into  the  cervical  canal  and  applying  the 
galvanic  current  cataphoretic  drainage  is  produced.  Another 
point  in  favor  of  the  electrical  treatment  is  that  much  less  in- 
terference with  the  uterus  is  demanded,  and  the  cervix  does  not 
have  to  be  dilated  even  in  stenosis.  He  thought  that  the  ease 
with  which  these  cases  could  be  cured  by  electricity,  and  the  in- 
frequence  of  the  applications  necessary,  as  contrasted  with  the 
constant  replacing  of  the  tampon,  a  most  cogent  argument  in 
favor  of  the  former  method. 

Dr.  Joseph  Taper  Johnson,  of  '\A''ashington,  D.  C,  spoke  of 
the  large  amount  of  cotton  or  gauze  necessary  in  these  cases. 
He  recalled  one  case  where  death  was  expected  from  post-par- 
tum  hemorrhage,  but  the  uterus  was  finally  stuffed  with  iodo- 
form gauze  (about  a  square  yard)  and  then  with  handkerchiefs 
and  napkins  until  it  was  filled.  He  believed  that  in  cases  of 
salpingitis  associated  with  endometritis,  where  the  tubes  are 
occluded  and  dilated  by  collections  of  fluid,  the  drainage  and 
contraction  set  up  by  the  foreign  body  in  the  uterus  might  re- 
lieve the  condition  and  finally  come  to  supersede  more  radical 
operations.  He  disagreed  entirely  with  the  statement  of  Dr. 
Massey  that  because  the  uterus  was  plugged  up,  therefore  the 
fluids  were  retained  in  the  cavity,  and  he  asserted  that  by  means 
of  the  capillary  attraction  set  up  by  the  tampon  large  amounts 
of  fluid  were  drained  out. 

Dr.  Ernest  W.  Cushtng,  of  Boston,  Mass.,  fully  indorsed 
Dr.  Currier's  statements  of  the  value  of  the  intra-uterine  tam- 
pon, especially  in  the  parturient  uterus  and  after  abortions.  He 
was  glad  Dr.  Johnson  had  mentioned  the  use  of  handkerchiefs, 
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napkins,  etc.,  in  emergencies,  and  he  thought  it  a  good  idea.  In 
one  or  two  particulars  he  took  exception  to  the  statements  of 
Dr.  Currier,  and  he  agreed  witli  Dr.  Massey  in  thinking  that 
tamponade  in  cases  of  stenosis  would  not  accomplish  the  desired 
result.  In  cases  of  anteflexion  he  used  to  use  hollow  cervical 
tubes,  but  soon  found  that  they  were  unnecessary,  and  now,  fol- 
lowing the  example  of  Martin,  he  dilates  and  curettes  the  ute- 
rus thoroughly.  The  double-current  irrigators  were  also  useful 
instruments  in  treating  these  cases.  He  curettes  the  uterus 
every  time  he  performs  an  operation  upon  that  organ,  whether 
it  be  for  repair  of  the  cervix,  to  correct  congenital  malpositions, 
or  for  other  indications.  The  principal  object  is  to  get  the  ute- 
rus cleaned  out. 

-De.  a.  YA^^DER  Veer,  of  Albany,  IS".  Y.,  thoroughly  in- 
dorsed all  Dr.  Currier's  statements,  and  he  said  Dr.  Massey  was 
in  error  in  claiming  that  the  uterus  is  not  well  drained  by  the 
intra-uterine  tampon.  Dr.  Johnson,  he  said,  had  thoroughly 
explained  the  rationale  of  it.  He  believed  with  Dr.  Gushing 
that  in  laceration  of  the  cervix  the  uterus  should  be  curetted. 
Years  ago  he  had  used  electricity  faithfully,  but  he  had  not  had 
the  good  results  which  Dr.  Massey  claimed  for  that  treatment. 
It  was  his  opinion  that  in  dilating,  curetting,  and  packing  the 
uterus  the  profession  was  pursuing  surgical  methods  and  was 
on  the  right  track. 

Dr.  J.  H.  Carstens,  of  Detroit,  !Mich.,  considered  packing 
the  uterus,  like  many  other  procedures,  a  fad.  The  danger  lies 
in  the  propensity  of  the  general  practitioners  throughout  the 
country  to  attempt  this  operation  because  it  seemed  devoid  of 
risk  ;  but  it  will  only  get  these  men  (who  have  not  the  skill  of 
Dr.  Currier)  into  trouble.  Placenta  previa  is  the  only  condition 
he  knew  of  where  the  tampon  is  indispensable.  If  it  is  desired 
to  keep  the  uterus  straight  in  order  to  give  the  muscles  and  lig- 
aments a  chance  to  regain  their  tonicity,  it  would  be  safer  to 
use  a  stem  pessary. 

Dr.  Currier,  in  closing  the  debate,  said  that  the  first  object 
sought  for  in  the  reading  of  his  paper  was  to  impress  on  all 
minds  the  principle  of  drainage,  as  everyone,  whether  his  prac- 
tice be  general  or  special,  is  called  on  to  make  use  of  it.  In  re- 
gard to  the  principal  objection  raised  by  Dr.  Massey- — viz.,  that 
the  tampon  sucks  up  serum  rather  than  drains  it — that  criti- 
cism had  been  answered  by  Dr.  Johnson,  who  explained  it  by 
the  principle  of  capillary  attraction.  The  speaker  did  not  claim 
that  the  tamponade  would  displace  the  curette,  but  all  will  ad- 
mit that  there  are  cases  in  which  the  curette  is  not  applicable, 
and  in  those  cases  the  tampon  has  a  place.  He  believed  that 
the  intra-uterine  tampon  has  a  wide  field  of  usefulness  and  that 
many  diseases  can  be  cured  by  its  proper  use. 
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Dk.  Joseph  Taber  Johnson,  of  AVasliington,  D.  C,  read  the 
next  paper,  on  the 

treatment  of  extra-uterine  pregnancy  after  the  viability 
OF  the  child,  with  report  of  two  cases. 

There  should  be  no  trusting  to  cliance  in  the  presence  of  tliis 
condition,  no  matter  what  period  had  been  reached  when  the 
diagnosis  was  made.  All  njeans  which  were  not  surgical  were 
to  be  discarded  entirely.  The  rights  of  the  child  in  all  such 
cases  were  insignificant  compared  with  those  of  the  mother.  If 
viability  had  been  reached,  one  should  not  wait  until  term  or 
until  the  fetus  died  and  decomposition  took  place.  That  meant 
exposure  to,  and  possible  death  from,  sepsis.  If  it  were  possible, 
the  placenta  should  be  removed  with  the  fetus,  but  this  was  not 
always  essential  and  often  involved  grave  danger  from  hemor- 
rhage. The  question  of  technique  when  the  child  was  viable 
was  still  undergoing  evolution.  There  had  been  thirteen 
recorded  cases  in  which  living  children  had  been  removed, 
including  two  by  Americans — Eastman  and  Lush.  The  impor- 
tant points  in  such  cases  were  to  act  rapidly  and  to  avoid  severe 
hemorrhage.  Two  cases  were  narrated  in  which  the  author  had 
operated  after  viability  had  been  reached,  the  first  in  the  eighth, 
the  second  in  the  twelfth  month  of  gestation.  The  first  was 
fatal  from  diificulty  connected  with  the  placenta ;  the  second 
was  successful,  the  ovum  being  removed  entire  and  with  very 
little  loss  of  blood. 

Dr.  Joseph  Price,  of  Philadelphia,  Pa.,  said  that  the  first 
operation  for  extra-uterine  pregnancy  was  done  in  Virginia  in 
1790  by  William  Baynham,  and  he  claimed  for  America  the 
proud  distinction  of  being  the  birthplace  of  this  operation.  It 
remained  for  Tait  to  re-establish  the  same  operation  many  years 
later.  The  attempt  of  some  operators  to  establish  rules  of  pro- 
cedure in  the  operation,  with  a  single  experience  to  go  by,  he 
thought  extremely  ill-advised.  With  an  experience  derived 
from  eighty-six  cases  in  his  own  practice,  he  would  not  be  willing 
to  lay  down  hard-and-fast  rules  for  the  operation  in  late  cases 
approaching  full  term.  As  to  the  removal  of  the  placenta, 
there  were  some  surgeons  in  the  room,  he  said,  who  had  seen 
everything  flooded  in  a  few  seconds  and  obscured  by  blood  in 
attempting  to  remove  a  placenta.  When  the  placenta  remains 
in  the  sac  or  tiihe,  or  about  the  hroad  ligament,  it  can  be,  and 
should  be,  removed;  but  when  it  is  firmly  implanted  on  the 
hladder  or  intestines  or  iliac  fossm,  and  livitig,  it  should  be  let 
alone.  If  the  placenta  has  ceased  to  live  it  should  be  removed; 
and  if  hemorrhage  occur,  firm  pressure  or  a  sponge  packing, 
followed  by  drainage,  will  control  it.  Enucleation  of  the  sac  or 
broad  ligament  has  never  been  done  by  Dr.  Johnson  or  any  one 
else.     Dr.  Johnson's  case  ruptured  into  the  broad  ligament;  but 
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when  it  ruptures  into  the  abdominal  cavity,  with  a  grafting  of 
placenta  on  all  surrounding  viscera,  enucleation  becomes  a 
trying  matter.  In  the  speaker's  opinion,  if  Dr.  Johnson  had 
simply  removed  the  fetus  and  washed  and  packed  and  drained 
the  cavity,  he  would  have  saved  the  patient's  life.  Those  very 
cases  where  a  man  declares  he  has  stitched  the  sac  are  the 
favorable  cases  for  enucleation.  If  the  product  of  conception 
remains  in  the  tubal  sac,  enucleation  is  fairly  easy  and  safe ;  but 
if  the  rupture  has  taken  place  into  the  abdominal  cavity,  and 
the  placenta  has  become  engrafted  upon  new  structures,  it  is 
an  extremely  dangerous  operation  if  the  child  is  living.  The 
speaker  agreed  with  Dr.  Johnson  that  all  these  cases  belong  to 
surgery.  There  is  only  one  treatment — the  removal  of  the 
gestation  sac — just  as  there  is  but  one  person  to  be  considered — 
the  mother.  As  to  the  use  of  electricity,  he  did  not  believe  in 
it.  It  is  wiser  to  counsel  the  country  physician  to  just  open  the 
sac  and  remove  the  fetus  and  clean  out  the  cavity,  leaving  a 
place  for  drainage,  and  he  will  do  very  much  better  than  he  could 
with  any  amount  of  tinkering  with  electricity. 

Dk.  Ernest  W.  Gushing,  of  Boston,  Mass.,  recalled  a  case  in 
his  practice  where  there  were  no  signs  of  fetal  life.  Neverthe- 
less he  decided  that  it  was  a  case  of  extra-uterine  pregnancy, 
and,  fearing  hemorrhage  if  he  operated  then,  he  decided  to  wait 
until  the  fetus  was  dead  beyond  a  doubt.  When  he  opened  the 
abdomen  he  found  a  child  in  about  the  ninth  month.  It  had 
grown  in  the  tube,  which  had  formed  a  pocket  or  cup-like 
cavity,  and  when  this  was  opened  the  placenta  protruded. 
This  he  tore  away,  but  when  he  attempted  to  remove  the  re- 
mainder there  came  a  ]irofuse  hemorrhage,  which  he  had  great 
difficulty  in  stopping  M'ith  gauze  packing.  The  woman  finally 
recovered.  He  had  recently  seen  another  case  of  tubal  preg- 
nancy at  about  the  third  month.  There  was  a  hemorrhage  from 
the  end  of  the  tube,  and  a  quantity  of  dark  fluid  blood  was  in 
Douglas'  pouch,  which  was  shut  off  by  adhesions.  He  believed 
that  if  the  second  case  had  been  allowed  to  go  on  it  would  have 
been  similar  to  the  first.  He  did  not  believe  that  all  cases  of 
extra-uterine  pregnancy  which  2^0  to  full  term  are  between  the 
folds  of  the  broad  ligament,  as  Tait  claims. 

Dr.  G.  Betton  M asset,  of  Philadelphia,  Pa.,  said  he  would 
not  have  projected  himself  into  the  discussion  but  for  the  re- 
mark of  Dr.  Price  that  there  was  but  one  treatment  for  these 
cases — removal  of  the  gestation  sac.  He  believed  that  the  use 
of  electricity  would  often  result  in  the  death  and  absorption  of 
the  fetus  and  the  recovery  of  the  patient.  He  thought  that  the 
use  of  this  agent  should  be  the  only  treatment  for  the  first  three 
or  four  months,  and  that  the  death  of  the  fetus  should  always 
precede  an  operation,  as  the  danger  of  hemorrhage  is  then  a 
great  deal  less.  He  had  records  of  two  cases  successfully  treated 
by  electricity.     In  one  of  these  cases  the  woman  was  afterward 
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operated  on  for  a  hematoma,  but  she  would  have  gotten  well 
without  this  operation.  He  agreed  with  Dr.  Johnson's  state- 
ment that  in  some  cases  where  expert  surgery  is  unavailable — 
and  even  when  expert  surgery  is  available,  he  added — the  elec- 
trical treatment  is  best.  Of  course  the  use  of  the  knife  is  the 
proper  method  of  procedure  in  some  cases,  and  always  when 
the  bones  are  formed  ;  but  usually  the  use  of  electricity  is  better, 
because  safer.  He  expressed  some  doubt  as  to  the  accuracy  of 
the  mortality  statistics  of  the  operation,  and  asked  Dj-.  Price 
how  many  patients  he  had  seen  survive. 

Dr.  I.  S.  Stone,  of  AVashington,  D.  C,  described  two  cases 
of  extra-uterine  pregnancy  occurring  in  his  practice.  One  was 
a  young  woman  who  was  Yevy  pale  and  anemic  and  looked  like 
one  dying  of  phthisis.  The  pregnancy  had  gone  to  the  fifth 
month,  and  the  sac,  which  was  in  the  broad  ligament,  was  un- 
ruptured. The  operation  consumed  only  fifteen  minutes,  for 
her  pulse  was  almost  imperceptible,  and  the  sac  was  sewed  to  the 
peritoneum.  The  hemorrhage  was  continuous,  and  the  sac  was 
distended  with  blood  from  partial  separation  of  the  placenta. 
The  hemorrhage  was  checked  by  packing  gauze  in  on  top  of  the 
placenta,  and  she  made  a  good  recovery.  In  the  second  case, 
occurring  in  a  woman  otherwise  healthy,  the  pregnancy  had 
lasted  three  and  a  half  months,  and  the  fetus,  as  in  the  first  case, 
was  dead.  He  removed  the  sac,  tied  all  bleeding  points,  and 
the  patient  recovered  promptly. 

Dr.  J.  H.  Carstens,  of  Detroit,  Mich.,  agreed  with  Dr. 
Price  that  it  was  not  always  possible  to  remove  the  placenta, 
and  also  that  there  was  but  one  way  of  treating  an  extra-uterine 
pregnancy — viz.,  by  operating.  He  had  once  operated  upon  a 
woman  for  peritonitis  with  pus  tubes,  and  when  he  opened  the 
abdomen  he  found  a  fetus  of  about  three  months.  She  had 
been  treated  by  electricity  three  years  before,  but,  as  was  shown 
in  his  case,  electricity  did  not  cause  absorption  of  the  fetus. 
In  another  case,  also  treated  with  electricity,  he  had  found  the 
products  of  conception  after  seven  years,  and  she  had  suffered 
from  it  all  that  time. 

Dr.  Joseph  Price,  of  Philadelphia,  Pa.,  claimed  that  elec- 
tricity had  no  place  in  the  treatment  of  ectopic  gestation  nor  in 
gynecology.  If  Dr.  Johnson  had  simply  removed  the  fetus  in 
his  case,  and  had  not  attempted  to  remove  the  entire  sac,  he 
would  probably  have  saved  his  patient.  In  answer  to  Dr.  Stone's 
question  as  to  whether  he  advised  against  the  removal  of  the 
sac  if  the  case  is  seen  in  the  early  months  of  pregnancy,  he  re- 
plied, No ;  that  while  the  placenta  lives  it  should  not  be  re- 
moved; but  when  the  fetus,  sac,  and  placenta  have  all  ceased  to 
live  and  have  shrivelled  up,  then  removal  is  easy  and  proper. 
Early  in  tubal  pregnancy  everything  should  be  removed — tube, 
fetus,  and  sac.  Referring  to  one  of  the  cases  mentioned  by  Dr. 
Massey  (the  woman  afterward  operated  on  for  hematoma),  in 
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which  Dr.  Massey  claimed  to  have  clestrojed  the  fetus  by  elec- 
tricity, the  speaker  said  the  fetus  was  dead  before  the  applica- 
tions of  electricity  were  made.  In  answer  to  Dr.  Massey's 
question  as  to  the  mortality  of  the  operation,  he  said  he  had  had 
a  series  of  eighty-six  cases  with  three  deaths.  It  is  folly,  he 
said,  to  speak  of  those  cases  which  have  been  treated  according 
to  Dr.  Massey's  method  as  having  been  saved  by  electricity  :  it 
is  by  surgery  they  are  saved.  There  is  nothing  but  direct,  posi- 
tive surgery  to  be  thought  of  in  these  cases,  tirst,  last,  and  all 
the  time. 

Dr.  Johnson,  in  closing  the  discussion,  expressed  his  pleasure 
that  so  much  attention  had  been  paid  to  his  paper.  There  was 
one  point  made  by  Dr.  Price  that  he  wished  to  speak  of,  and 
that  was  the  statement  that  it  was  not  possible  to  enucleate  the 
sac  when  it  had  ruptured  into  the  folds  of  the  broad  ligament. 
He  supposed  the  broad  ligament  grew  to  accommodate  the  grow- 
ing sac,  and  it  seemed  to  him  that  what  he  did  in  the  case  of  his 
surviving  patient  was  really  an  enucleation  from  the  folds  of 
the  broad  ligament. 

Papers  on 

THE    CO-ORDINATION    OF   THE   MUSCLES    CLOSING   THE    URETHRA,    VA- 
GINA, AND  RECTUM,  AND  ITS  APPLICATION  TO  THE  PRECISE   DIA- 
GNOSIS  AND    SURGICAL    TREATMENT     OF    INJURIES    OF 
THE   PELVIC   FLOOR,' 

by  Dr.  A.  W.  Abbott,  of  Minneapolis,  Minn.,  and 

PERINEO-VAGINAL    RESTORATION,'' 

by  Dr.  Edward  W.  Jenks,  of  Detroit,  Mich.,  were  then  read 
by  title. 


Second  Day,  Septemher  Qth — Morning  Session. 

THE    TECHNIQUE    OF    TOTAL    EXTIRPATION    OF    THE 
FIBROMATOUS   UTERUS.' 

By  Dr.  George  M.  Edebohls,  of  New  York. 

HYSTERECTOMY  '.    INDICATIONS   AND   TECHNIQUE.* 

By  Dr.  J.  M.  Baldy,  of  Philadelphia,  Pa. 

Dk.  H.  J.  Boldt,  of  New  York,  considered  Dr.  Baldy's 
paper  of  too  wide  a  range  to  be  intelligently  discussed,  as  he 
had  considered  all  classes  of  tumors.  Dr.  Edebohls,  on  the 
contrary,  had  confined  himself  to  one  line  of  cases  and  operative 
procedure.  He  had  no  comments  to  make  on  Dr.  Edebohls' 
paper,  except  to  indorse  his  method  of  packing  the  vagina,  and 

'  See  original  article,  p.  635.  ^  See  original  article,  p.  606. 

^  See  original  article,  p.  638.  ''  See  original  article,  p.  593. 
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he  considered  the  technique  perfect.  He  denounced  all  opera- 
tions from  below,  except  when  the  nature  of  the  case  made 
tiiat  the  more  feasible  route.  Where  there  is  an  unyielding 
pelvic  floor,  or  where  we  have  the  tumor  low  down  and  the 
pelvic  floor  rigid,  the  vaginal  operation  can  be  done  quicker 
and  with  better  results  than  the  abdominal  operation  alone. 
Again,  when  the  tumor  is  in  the  lower  segment  of  the  uterus  or 
in  the  posterior  wall  of  the  cervix,  so  that  we  cannot  get 
enough  tissue  for  a  stump,  the  operation  for  total  extirpation  is 
the  only  one  which  should  be  considered.  Women  who  have 
lost  a  great  deal  of  blood  cannot  stand  total  extirpation  as  Avell  as 
supravaginal  hysterectomy,  and  the  mortality  is  so  great  that  we 
shall  be  doing  extremely  well  if  we  reduce  it  to  fifteen  per  cent. 

Dr.  J.  H.  Carstens,  of  Detroit,  Mich.,  said  it  was  impossible 
to  lay  down  any  abstract  rules  for  treatment.  Dr.  Edebohls, 
with  his  nice  institutions  and  Trendelenburg  postures  and 
favorable  surroundings,  could  do  this  ideal  operation,  but  the 
speaker  would  like,  or  rather  he  would  not  like,  toseeit  attempted 
by  the  great  majority  of  surgeons.  As  to  the  use  of  clamps  or 
ligatures,  he  thought  the  former  were  better,  except  in  a  well- 
equipped  hospital.  A  great  many  patients  could  be  saved  by 
the  use  of  the  clamp,  whereas  they  would  be  lost  if  the  ideal 
operation  of  Edebohls  were  attempted. 

Dr.  Charles  P.  Xoble,  of  Philadelphia,  Pa.,  was  very 
much  pleased  with  the  technique  of  Dr.  Edebohls.  as  the  loss  of 
blood  by  this  method  would  be  very  little.  At  the  same  time 
he  believed  it  was  applicable  only  to  simple  cases  where  the 
tumor  is  small  and  can  be  easily  delivered.  lie  considered 
abdominal  amputation  better  than  total  extirpation  because  of 
its  greater  simplicity.  He  begins  by  ligating  the  broad  liga- 
ments (using  clamps  alongside  of  the  uterus  and  cutting  between 
ligature  and  clamp),  and  instead  of  three  ligatures  on  each  side 
he  uses  four,  five,  or  six,  as  he  believes  it  necessary  to  use  that 
many  in  most  cases.  Having  reached  the  uterine  arteries,  he  ties 
them  off,  passing  the  ligature  well  down  along  the  vagina,  when 
the  tumor  can  be  cut  off  without  trouble  and  without  fear  of 
hemorrhage.  In  one  of  his  operations  he  had  stitched  the 
bladder  over  the  cervix,  because  it  was  not  possible  to  form  the 
usual  peritoneal  flaps.  The  main  question  in  suyjravagiual  am- 
putation is  the  nature  of  the  stump.  The  profession  has  got 
into  the  habit  of  speaking  of  intra-  and  extraperitoneal  stumps, 
but  in  Baer's  method  the  cervix  is  not  the  stump  at  all ;  the 
broad  ligaments  are  the  stumps.  It  is  a  mistake  to  say  we  have 
no  stump  in  total  extirpation  ;  there  are  two  stumps — the  broad 
ligaments.  In  his  experience  ovariotomy  for  fibromatous  uteri 
had  been  very  successful,  he  having  operated  seventeen  times 
for  this  condition,  and  in  only  one  case  does  the  patient  now 
suffer — a  case  in  which  the  tumor,  from  its  size  and  position, 
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acts  as  a  ball  valve  in  the  pelvis,  thus  interfering  with  defeca- 
tion. 

Dr.  I.  S.  Stone,  of  Washington,  D.  C,  said  his  experience  in 
the  new  operation  for  total  extirpation  of  the  uterus  was  lim- 
ited to  seven  cases,  nearly  all  of  which  were  done  in  the  last  six 
or  eight  months.  He  had  only  two  cases  to  the  credit  of  Baer's 
—or,  as  he  believed  it  should  be  called,  Goffe's — operation.  One 
ojjeration  was  begun  for  the  removal  of  the  ovaries  to  check  the 
growth  of  a  large  tumor ;  bnt  large  sinuses  compelled  the 
removal  of  the  tumor,  which  was  done  successfully.  In  one 
case  he  had  removed  a  tumor  weighing  twenty  pounds,  but  he 
lost  his  patient  from  mesenteric  hemorrhage.  He  thanked  Dr. 
Edebohls  for  his  suggestion  in  regard  to  tamponing  the  vagina, 
which  had  well  repaid  him  for  attending  the  Congress.  He 
exhibited  a  uterine  staff  or  elevator  intended  to  facilitate 
operations  from  above,  and  to  take  the  place,  to  a  certain  extent, 
of  the  Trendelenburg  posture. 


stone's  uterine  elevator. 

Dr.  Andrew  F.  Currier,  of  New  York,  praised  the  method 
described  by  Dr.  Edebohls,  which,  he  said,  might  without  im- 
propriety be  called  the  New  York  method.  He  had  done  this 
operation  in  three  cases,  and  had  assisted  others  in  a  number  of 
additional  cases.  Instead  of  the  preliminary  packing  of  the 
vagina  with  gauze,  as  advocated  by  the  author,  it  is  his  habit  to 
wait  until  the  vagina  has  been  incised  from  above  and  then  in- 
troduce the  packing  from  that  point.  He  replied  to  the  state- 
ment of  Dr.  Noble  that  stumps  were  left  in  this  operation  by 
saying  that  exceptionally  the  peritoneum  is  stripped  away  from 
the  front  and  rear  of  the  uterus,  the  leaves  of  the  broad  liga- 
ments are  separated,  the  separation  is  extended  up  as  far  as  the 
round  ligaments,  and,  of  course,  practically  nothing  remains  to 
form  a  stump.  Patients  who  are  very  anemic  from  prolonged 
loss  of  blood  are  ill-suited  to  withstand  the  prolonged  opera- 
tion of  total  extirpation,  and  in  these  cases  the  ideal  operation 
cannot  be  done.  It  is  the  life  of  the  patient  we  are  aiming  at, 
not  ideal  surgery.     Hegar's  operation  for  the  removal  of  the 
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tubes  requires  but  a  short  time  and  is  the  better  operation  in 
these  cases.  Afterward,  when  the  woman's  condition  has  im- 
proved, another  operation  for  the  total  extirpation  of  the  uterus 
can  be  done.  He  had  found  supravaginal  hysterectomy  the 
most  desirable  operation  in  cases  of  cancer,  and  with  improved 
methods  is  better  than  the  operation  through  the  vagina.  The 
chief  objection  to  that  operation  is  that  sometimes  the  perito- 
neum and  peritoneal  tissue  are  so  firmly  adherent  to  the  uterus 
that  it  is  extremely  difficult  to  dissect  them  away. 

Dr.  Henry  O.  Marcy.  of  Boston,  Mass.,  said  that  in  1880, 
when  he  first  published  his  views  on  the  pathology  and  surgical 
treatment  of  uterine  fibromata,  he  had  strongly  advocated  the 
intraperitoneal  treatment  of  the  stump  after  resection,  but  he 
had  found  few  operators  who  were  willing  to  adopt  them.  In 
young  subjects  with  small  but  rapidly  growing  myomatous  tu- 
mors of  tlie  uterus,  the  removal  of  the  appendages  should  be 
taken  into  favorable  consideration,  as  this  operation  is  of  mini- 
mum danger  and  is  usually  followed  by  an  arrest  of  the  growth 
or  a  great  improvement  in  the  condition  of  the  patient.  When 
the  tumor  has  developed  in  a  way  to  cause  an  elongation  of  the 
cervical  portion  of  the  uterus,  it  may  not  be  difficult  to  treat 
the  stump  extraperitoneally  by  fixation  of  the  pedicle  in  the 
lower  angle  of  the  wound  ;  but  the  great  majority  of  sufferers 
who  resort  to  the  sui-geon  have  developed  pelvic  growths  which 
render  extraperitoneal  treatment  of  the  pedicle  in  the  lower 
angle  of  the  wound  impossible.  He  agreed  in  tlie  main  with 
the  methods  pursued  by  the  authors  of  the  papers.  The  use  of 
the  Trendelenburg  position  is  of  signal  advantage.  The  abdo- 
minal incisiun  must  be  sufficiently  long  to  admit  of  free  access 
to  the  tumor,  which  must  be  lifted  from  the  pelvic  basin  suffi- 
ciently to  permit  of  the  ligation  of  the  great  vessels  on  either 
side.  When  the  growths  are  of  large  size  and  multiple  they 
may  be  enucleated  in  order  to  furnish  more  room.  It  is  usually 
wise  to  commence  on  either  side  above  the  selected  site  of  the 
division  of  the  pedicle,  and  dissect  down  the  peritoneal  envelope 
to  the  cervical  structures.  Through  this  base  it  is  better  to  sew 
with  a  douljle  continuous  tendon  sutui-e  before  division.  After 
resection  a  drop  of  liquid  carbolic  acid  applied  to  the  cervical 
opening  makes  safe  disinfection.  The  resected  peritoneal  cuff 
is  resected  to  the  desired  size  and  closed  with  a  continuous  Lem- 
bert  parallel  suture.  Dr.  Marcy  then  closes  the  abdominal 
wound  in  layers  of  animal  sutures,  and  seals  it  with  iodoform- 
collodion  without  drainage.  Hemori'hage  sometimes  occurs 
from  ectatic  ovarian  veins,  in  which  case  it  is  better  to  enclose 
all  the  tissues  with  a  line  of  double  continuous  sutures  taken 
quite  deeply  into  the  broad  ligaments,  including  the  uterine  ar- 
teries. When  the  pedicle  is  comparatively  long.  Dr.  Marcy 
often  uses  a  rubber  dam,  as  the  dentist  surrounds  a  carious  tooth, 
and  constricts  the  base  with  an  elastic  hgature.     Some  of  the 
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speakers  had  said  that  it  was  the  life  of  tlie  patient  which  they 
had  in  view,  and  not  ideal  surgery,  but  Dr.  Marcy  maintained 
that  "  ideal  surgery  "  means  the  life  of  the  patient.  Opening 
of  the  vagina,  necessitated  by  the  removal  of  the  entire  cervix, 
adds  to  the  danger  of  peritoneal  infection  ;  the  vagina  is  fore- 
shortened, and,  the  cervical  attachments  of  the  broad  ligaments 
having  been  lost,  both  bladder  and  rectum  arc  deprived  of  an 
important  support.  Vaginal  disinfection,  curetting  of  the  cer- 
vical structures,  and  tamponing  of  the  vagina  with  iodoform 
gauze  are  important  j)reliminary  steps,  and  may  be  wisely  done 
before  etherization.  Dr.  Marcy  closed  by  paying  a  tribute  to 
the  memory  of  the  late  Dr.  Minor,  of  Buffalo,  and  predicted 
that  in  the  near  future  the  method  as  outlined  by  him  %vould  be 
the  rule,  and  not  the  exception,  to  guide  the  surgeon  in  the  treat- 
ment of  ovarian  cystomata. 

Dk.  E.  E.  Montgomery,  of  Philadelphia,  Pa.,  said  that  when 
it  comes  to  a  consideration  of  the  question  of  whether  complete 
extirpation  of  the  uterus  should  be  done  or  a  part  of  the  cervix 
should  be  left  as  a  stump,  we  must  be  governed  by  the  individ- 
ual case.  Where  there  is  but  a  small  stump  the  operation  of 
Eastman,  Baer,  or  Goffe,  as  you  may  choose  to  designate  it,  is 
indicated.  His  method  is  to  ligate  the  ovarian  arteries  on 
either  side  en  onasse^  grasping  the  broad  ligament  with  a  hemo- 
stat  near  to  the  uterus  and  cutting  between  the  forceps  and 
ligatures.  Peritoneal  flaps  are  then  made  anteriorly  and  poste- 
riorly, the  broad  ligaments  split,  and  the  uterine  arteries  ligated. 
Tiie  remainder  of  the  operation  consists  in  theremoval  of  the 
entire  organ,  or  by  cutting  through  the  cervix,  leaving  a  small 
plug  in  the  upper  part  of  the  vagina.  Where  the  entire  uterus 
is  removed  he  packs  the  vagina  with  gauze  from  above  and 
stitches  tlie  peritoneum  over  it.  The  mucous  membrane  of  the 
stump  is  then  cauterized  with  the  Paquelin  cautery  or  with  car- 
bolic acid,  and  drainage  provided  for  by  passing  a  plug  of  gauze 
through  the  canal  into  the  vagina.  The  peritoneum  is  then 
sewed  over  the  stump.  As  to  the  operation  recommended  by 
Dr.  Baldy  in  inflammatory  cases,  he  believed  that  there  are 
many  patients  suffering  from  puerperal  sepsis  in  whom  the  re- 
moval of  the  uterus  is  clearlj^  indicated.  In  some  cases  where 
the  disease  involved  only  one  side  of  the  pelvis  he  has  removed 
a  portion  of  the  uterine  wall  and  stitched  it  up  with  catgut 
sutures. 

Dr.  R.  B.  Maury,  of  Memphis,  Tenn.,  having  taken  the  chair. 
Dr.  McMurtry  discussed  the  papers. 

Dr.  McMurtet  said  that  it  was  the  opinion  until  recently 
that  these  tumors  did  no  harm,  that  tliey  would  disappear  at 
the  menopause  ;  but  the  profession  now  accepts  the  views  of 
gynecologists  who  insisted  that  these  growths  are  of  very  grave 
surgical  importance.  He  pointed  out  the  danger  and  impossi- 
bility of  comparing  the  operations  of  Dr.  Edebohls  and  Dr. 
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Baldj,  or  any  other  two  men.  for  every  operator  is  influenced 
by  the  school  of  surgery  of  which  he  is  a  disciple,  and  each  can 
operate  better  according  to  his  method  than  by  any  other.     It  is 
fatal  to  fix  hard-and-fast  rules  for  performing  these  operations. 
We  should  never  determine  beforehand  to  perform  some  par- 
ticular operation  and  insist  upon  carrying  out  our  predetermined 
plans,  for  we  cannot  tell  what  difficulties  and  dangers  we  may 
meet  which  will  modify  the  conditions.     He  stated  that  he  had 
never  done  the  abdominal  operation  for  small  uterine  myomata 
to  which  Dr.  Edebohls  had  alluded,  for  he  did  not  believe  that, 
as  a  general  rule,  they  should   be  dealt  with  surgically,  unless 
they  are  giving  trouble.     In  the  African  race  these  growths  are 
very  common,  and  often  do  not  give  any  trouble  at  all.     But 
where  an  operation  is  indicated,  and  the  patient  can  withstand 
a  prolonged  operation,  he  believed  that  the  appendages  should 
be  removed.     In  skilled  hands  the  mortality  for  removal  of  the 
appendages  is  less  than  two  and  a  half  per  cent,  and  he  was  sur- 
prised to  hear  Dr.  Baldy  allude  to  it  in  such  a  deprecatory  way. 
The  great  danger  in  abdominal  hysterectomy  is  from  hemorrhage 
— hemorrhage  before  the  operation  from  the  tumor  itself,  hem- 
orrhage   during   the    operation,   and    secondary   hemorrhage — 
and  the  selection  of  the  method  of   operating  must  be  deter- 
mined  by  these   factors.     As  to   the  operation  itself,  in   those 
cases  where  the  tumor  can  be  mapped  out  and  moved  around 
you  open  the  vagina  and  find  no  adhesions,  and  as  a  rule  it  is  a 
simple  operation.     In  his  operations  he  includes  the  broad  liga- 
ment, tubes,  and  ovaries  in  the  clamp,  divides  the  peritoneum 
and  strips  it  down,  then  the  stump  is  lixed  in  the  lower  angle  of 
the  wound  with  the  peritoneum  thoroughly  closed  behind  it. 
Passing  to  the  consideration  of  more  difficult  cases,  you  open  the 
abdomen  and  find  the  tumor  up  in  the  folds  of  the  broad  liga- 
ment, fixed  and  anchored  in  the  pelvis,  and  very  difficult  to 
move.     The  operation  by  the   clamp  method  or   by  the  serre- 
neud  can  be  done  in   the   shortest   time  and  you  have  better 
chances  of  getting  good  results.     In  the  ligature  operation  there 
is  more  work  to  do  and  you  must  leave  the  ligatures  in  the  ab- 
domen.    There  is  one  point  about  Dr.  Edebohls'  operation  which 
he  thought  was  open  to  criticism — viz.,  that  the  strong  arrange- 
ment of  the  pelvic  floor  requires  a  great  deal  of  time,  which  is 
an  element  of  danger  to  the  patient.     He  thought  Dr.  Baldy's 
operation  had  been  done  an  injustice  in  the  discussions,  because 
those  who  saw  the  operation  in  its  early  days  remember  a  big 
sloughing  mass.     There  is  no  such  picture  presented  as  the  ope- 
ration is  done  now;  there  is  nothing  but  a  small,  dry  stump, 
dusted  with  iodoform,  which  shrivels  up  and  comes  away  in 
good  time.     He  believed  that  in  the  operations  of  Drs.  Edebohls 
and  Marcy,  as  well  as  in  Dr.  Baldy's,  drainage  is  essential.     As 
to  the  results  of  these  operations,  six  years  ago  he  had  operated 
on  a  lady,  35  years  of  age,  for  a  very  large  uterine  fibroid,  and 
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to-day  slie  is  in  perfect  health.  She  lias  no  hernia,  the  cicatrix 
is  small,  she  is  active,  well  formed,  and  a  good  wife  and  mother. 

Dr.  Hannah  T.  Croasdale,  of  Philadelphia,  Pa.,  said  she 
had  heen  called  upon  to  operate  within  the  last  year  for  a  myo- 
fibroma of  the  uterus  about  the  size  of  an  orange,  and  being  so 
small  she  supposed  the  hemorrhage  would  cease  after  the  re- 
moval of  the  ovaries,  but  the  patient  began  to  menstruate  freely 
again  and  lost  much  blood  every  month.  She  had  removed  the 
appendages  from  another  patient,  aged  20  years,  for  the  relief 
of  monorrhagia  and  metrorrhagia,  but  the  operation  was  unsuc- 
cessful as  far  as  a  cure  was  concerned,  and  she  had  been  com- 
pelled to  perform  a  supravaginal  hysterectomy.  In  her  experi- 
ence the  results  of  removal  of  the  appendages  for  myo-fibroma 
were  not  always  good  so  far  as  the  cessation  of  the  hemorrhages 
was  concerned. 

Dr.  Joseph  Taber  Johnson,  of  Washington,  D.  C,  had  ope- 
rated twenty-two  times  for  the  removal  of  the  appendages  for 
the  arrest  of  fibroid  growths  and  for  the  stoppage  of  hemorrhage. 
In  one  case  the  hemorrhages  continued  after  the  removal  of  the 
ovary  and  tube  of  one  side,  and  in  one  or  two  cases  there  had 
been  a  polypus  within  the  uterus,  following  the  removal  of 
which  the  condition  improved. 

Dr.  Gardiner,  of  Montreal,  Canada,  said  he  had  performed 
all  the  operations  mentioned  by  the  various  speakers  with  a  fair 
measure  of  success.  He  had  had  one  or  two  failures  in  his  ope- 
rations of  removal  of  the  appendages  for  tlie  relief  of  hemor- 
rhage. He  believed  in  operating  for  small  tumors,  and  had  done 
Dr.  Edebohls'  operation  and  thought  it  a  most  excellent  one. 
He  thought  it  would  be  better  for  our  patients  to  dilate  the 
uterus  before  removing  the  appendages  for  the  relief  of  hemor- 
rhage, in  order  to  see  if  it«be  not  due  to  a  polypus,  and  he  would 
then  curette  the  uterus  before  proceeding  to  more  serious  ope- 
rations. 

Dr.  Edebohls,  in  closing  the  discussion  on  his  paper,  said 
there  were  one  or  two  points  in  regard  to  the  technique  which  he 
wished  to  speak  of.  Some  operators  think  they  must  cut  the 
vaginal  mucous  membrane  from  below,  circumcising  the  cervix, 
but  this  is  not  at  all  necessary ;  simply  packing  the  vagina  with 
gauze  is  enough.  An  error  in  diagnosis  may  have  been  made, 
the  removal  of  the  uterus  may  prove  to  be  unnecessary,  or  you 
may  wish  to  change  your  technique  after  the  operation  is  fairly 
under  way,  when  less  harm  is  done  if  the  vagina  has  not  been 
opened.  Asepsis  is  altogether  a  matter  of  careful  preparation 
and  attention  to  details,  and  whenever  we  open  the  abdomen 
and  are  not  sure  we  are  going  to  do  a  total  extirpation  we  should 
have  the  uterine  cavity  absolutely  aseptic.  The  time  spent  in 
curettage  of  the  uterus  and  cleaning  the  vagina  thoroughly  will 
be  time  well  spent.  Then,  again,  thorough  distention  of  the 
vagina  with  gauze  makes  it  very  much  easier  to  ligate  the  uterine 
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arteries  securely,  a  point  for  counter-pressure  being  afforded  by 
the  gauze.  The  uterine  arteries  should  be  ligated  en  masse,  and, 
lastly,  a  running  Lembert  suture  of  the  peritoneum  should  close 
the  opening  left  after  the  removal  of  the  uterus.  Another  im- 
portant consideration  was  the  simplicity  of  the  instruments  and 
technique.  No  clamp  is  required,  and  the  instruments  are  few 
and  simple.  He  wished  to  correct  a  wrong  impression  which 
Dr.  McMurtry  seemed  to  have  received  in  regard  to  the  size  of 
the  tumors  for  which  he  operated ;  he  (Dr.  McMurtry)  seemed 
to  think  they  were  about  the  size  of  hazelnuts,  whereas  the  small- 
est one  he  had  removed  weighed  three  and  a  half  pounds. 

Dk.  Baldy,  in  closing  the  debate  on  his  paper,  said  that  to 
determine  the  relative  merits  of  the  two  operations — total  extir- 
pation, and  the  supravaginal  amputation  with  the  intrapelvic 
treatment  of  the  stump — it  is  necessary  to  consider  all  the  dan- 
gers incident  to  a  hysterectomy.  These  were  chiefly  sepsis, 
hemorrhage,  and  shock.  In  the  total  extirpation  the  additional 
element  of  shortening  the  vagina  must  be  taken  seriously  into 
consideration.  This,  everything  being  equal,  is  a  very  strong 
argument  against  total  extirpation.  Shock  is  frequently  de- 
pendent upon  a  prolonged  etherization  and  an  extensive  manipu- 
lation ;  and  as  amputation  with  intrapelvic  treatment  of  the 
stump  can  be  done  in  about  half  the  time  i-equired  by  total  ex- 
tirpation, the  danger  of  shock  is  very  much  less.  As  to  sepsis 
the  opening  of  the  vaginal  vault  and  the  consequent  exposure 
of  the  pelvic  connective  tissue  make  the  chances  of  septic  in- 
fection infinitely  greater  than  if  the  cervix  be  simply  ampu- 
tated, as  here  the  only  chance  of  sepsis  is  through  the  small 
cervical  canal.  The  chances  of  hemorrhage  are  also  less  in 
amputation  than  in  the  extensive  tearing  of  the  connective 
tissue  necessary  in  total  extirpation.  He  could  see  no  objection 
to  the  presence  of  the  small  bit  of  the  cervix  left  after  amputa- 
tion, provided,  of  course,  that  malignancy  be  not  present ;  while 
the  shortening  of  the  vagina,  involved  in  total  extirpation,  is  a 
decidedly  serious  matter,  especially  in  married  women.  The 
extraperitoneal  treatment  of  the  stump  with  a  wire  clamp  is  a 
good  and  safe  operation  for  those  who  have  not  had  sufficient 
experience  to  perform  the  other  operation,  but  in  the  hands  of 
a  specialist  he  thought  we  had  probably  heard  the  last  of  it. 

Dr.  Boldt  said  he  wished  to  make  one  correction  in  regard 
to  the  use  of  gauze  packing  and  drainage.  In  total  extirpation 
no  drainage  is  required.  The  main  feature  of  the  operation  is 
that  no  drainage  is  used  ;  there  is  nothing  to  drain. 

Dr.  G.  Bettox  Massey,  of  Philadelphia,  Pa.,  read  the  next 
paper,  entitled 

A     PLEA     FOR     THE     VALUE     OF      EARLY      DIAGNOSIS      AND      PROMPT 
ELECTRICAL  TREATMENT  OF  FIBROID  TUMORS  OF  THE  UTERUS. 

A  fibroid  of  the  uterus  was  almost  like  a  foreign  body  in  the 
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pelvis,  hence  it  excited  sym25toms  in  its  early  stages  and  should 
receive  appropriate  early  treatment.  Ovarian  disease  was  of  ten 
immediately  dependent  upon  sncli  a  process.  The  existence  of 
this  condition  was  sometimes  revealed  at  a  very  early  period  by 
the  use  of  electricity,  and  might  be  cured  at  an  early  stage  by 
snch  means.  But  in  many  cases  the  disease  could  not  be  thus 
made  out  and  the  process  was  far  advanced  before  it  was  dis- 
covered. It  was  not  always  essential  that  strong  currents  of 
electricity  should  be  used  in  treating  this  condition.  The  au- 
thor had  treated  many  cases  for  periods  ranging  from  a  year  to 
six  years.  He  believed  that  all  tlie  patients  had  been  benefited 
and  some  had  been  cured.  If  a  tumor  had  existed  a  long  time, 
especially  if  it  had  become  cystic  or  had  suffered  inflammatory 
changes,  electricity  was  uot  indicated. 


Second  Day,  Septemher  Qlh — Afternoon  Session. 
The  first  paper  read  at  the  afternoon  session  was  entitled 

THE    RESULTS    OF    VAGINAL    HYSTERECTOMY, 

by  Dr.  Andrew  J.  McCosh,  of  New  York.  Four  years  should 
elapse  after  an  operation  for  cancer  before  a  patient  could  be 
considered  cured.  Even  after  such  an  interval  recurrence 
might  take  place,  though  rarely.  If  infiltration  into  the  bi'oad 
ligaments  had  occurred,  radical  treatment  was  out  of  the  ques- 
tion, as  a  rule.  If  the  uterus  was  twice  as  large  as  the  normal 
unimpregnated  organ,  the  vaginal  operation  was  impracticable. 
There  could  be  no  fixed  plan  for  the  treatment  of  all  cases.  To 
secure  the  broad  ligaments  the  author  preferred  ligatures  to 
clamps,  but  the  latter  were  sometimes  required  in  emergencies. 
Fine  silk  was  preferred  to  catgut  as  a  ligature  material.  If  the 
disease  was  very  extensive  a  high  cervical  amputation  and  cau- 
terization were  indicated,  but  only  as  a  palliative.  The  sacral 
operation  was  not  favored.  For  prolapse  of  the  uterus  plastic 
operations  would  usually  suflice,  but  exceptionally  hysterectomy 
was  indicated.  Even  if  hysterectomy  was  performed  the  va- 
gina would  usually  protrude  again  in  from  three  to  six  months 
unless  plastic  operations  were  also  performed.  If  prolapse  re- 
curred an  abdominal  section  might  be  made  and  the  vagina  be 
drawn  upward  and  attached  to  the  abdominal  parietes.  The 
hemorrhage  from  the  vagina  was  often  troublesome  when  the 
uterus  was  removed  for  prolapse. 

Dr.  E.  E.  Montgomery,  of  Philadelphia,  Pa.,  read  the  next 
paper,  the  subject  being 

VAGINAL    hysterectomy,^ 

The  Chairman  invited  Dr.  Howard  A.  Kelly,  of  Baltimore, 
Md.,  to  open  the  discussion  on  this  paper. 
'  See  original  article,  p.  611. 
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Dr.  Kelly  said  that  a  great  difficulty  to  be  contended  against 
in  cancer  cases  is  in  securing  the  patients  at  an  earlier  period 
in  their  history.  He  had  been  insisting  upon  this  in  his  lec- 
tures for  the  past  four  years,  and  lie  would  like  to  see  the  adop- 
tion of  some  means  for  obviating  it.  To  this  end  he  -would  in- 
sist :  Firstly,  that  all  women  who  have  borne  children  should 
return  to  their  physician  within  six  months  after  the  delivery 
for  an  exact  inventory  of  the  condition  of  the  pelvic  organs, 
when  the  physician  must  state  in  a  written  record  the  lesions 
and  their  extent  produced  by  the  confinement.  Secondly,  cer- 
vical lacerations  should  be  carefully  described.  Thick,  infil- 
trated lips  associated  with  cervical  catarrh  call  for  depletory 
treatment  followed  by  repair  of  the  laceration.  Thirdly,  every 
woman  who  has  passed  35  years  of  age  and  has  borne  a  child 
should  have  this  examination  made  without  delay,  and  if  the 
lips  are  not  perfectly  sound  she  should  be  examined  at  intervals 
of  from  six  to  eight  months.  Fourthly,  every  woman  over  35 
with  a  cervical  tear  should  be  examined  at  least  once  a  year  for 
ten  years  or  longer,  if  the  appearance  is  not  perfectly  healthy. 
Fifthly,  this  applies  with  redoubled  force  to  patients  whose  fam- 
ily history  shows  a  marked  inclination  to  cancerous  diseases.  He 
thouo-ht  that  the  future  for  crynecoloffists  was  clearlv  in  the  di- 
rection  of  prophylaxis  and  anticipation,  in  either  preventing  or 
discovering  the  malady  in  its  earliest  stages,  and  that  the  vast 
majority  of  cancerous  uteri  develop  upon  infiltrated,  lacerated 
cervices. 

Total  vaginal  hysterectomy  is  now  one  of  the  safest  and  most 
satisfactory  major  gynecological  operations,  and  the  mortality  in 
favorable  cases  should  be  almost  7iiL  His  own  method  of  ope- 
rating: is,  brieflv,  this:  After  curettino-  awav  the  manifest  disease 
and  cleansing  the  vagina  thoroughly,  stout  ligatures  are  passed 
through  both  lips  of  the  cervix,  three  or  four  in  number,  and 
tied  tightly,  thus  closing  the  uterus  and  preventing  the  escape 
of  any  of  its  septic  contents  over  the  wound  during  the  opera- 
tion. The  cervix  is  then  ringed  with  a  knife,  cutting  through 
the  vagina  and  freeing  the  cervix  from  the  vault.  Both  broad 
ligaments  are  now  tied  off  below,  using  two  or  three  stout  silk 
lio:atures,  each  time  cutting  between  the  ligature  and  the  cervix 
until  the  uterine  arteries  are  tied.  The  operation  is  then  con- 
tinued all  the  way  up  one  broad  ligament  until  it  is  entirely 
severed  from  the  uterus,  which  is  now  delivered  through  the 
vaginal  vault  and  brought  entirely  outside  the  vulva.  It  is  now 
an  easv  matter  to  ligate  the  other  broad  ligraraent  from  above 
downward,  if  necessary  giving  the  disease  below  a  wide  berth. 

Dr.  Charles  P.  Xoble,  of  Philadelphia,  Pa.,  said  he  was  not 
an  advocate  of  hysterectomy  for  prolapse.  It  is  extremely  rare 
to  find  a  patient  on  whom  it  is  necessary  to  do  hysterectomy  to 
cure  prolapse,  although  there  are  cases  where  it  is  justifiable. 
His  method  of  treating  ordinary  cases  is  to  cut  off  an  inch  or  an 
45 
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inch  and  a  lialf  of  the  cervix  ;  the  mucous  membrane  of  the 
vagina  is  sewed  to  the  cervix,  making  its  mucous  membrane 
continuous  with  that  of  the  cervix  ;  th'en  he  does  Stolz's  opera- 
tion on  the  anterior  wall,  if  there  is  a  cvstocele  ;  then  the  pelvic 
floor  is  restored  by  Emmet's  operation.  In  all  the  cases  on 
v^hich  he  had  operated — perhaps  thirty — he  had  yet  to  see  a 
case  where  the  uterus  has  come  down.  He  had  recently  ope- 
rated on  two  cases  where  he  did  not  expect  to  get  a  cure,  and 
in  these  cases  the  prolapse  will  probably  recur.  In  a  woman 
with  reasonably  thin  abdominal  walls  he  thought  the  addition 
of  ventral  fixation  to  the  plastic  work  would  give  the  best  re- 
sults. Even  when  hysterectomy  is  done  we  have  to  perform  a 
plastic  operation  afterward,  and  he  thought  it  better  to  do  it  all 
in  one  operation.  In  performing  vaginal  hysterectomy  he  al- 
ways stitched  the  broad  ligaments  to  the  vagina  to  act  as  guy 
ropes,  but  these  guys  will  stretch  in  time  if  the  pelvic  floor  is  not 
restored. 

Dk.  George  M.  Edebohls,  of  New  York,  did  not  believe 
that  vaginal  hysterectomy  for  complete  prolapse  of  the  uterus 
and  vagina  was  ever  necessary  except  in  one  of  two  conditions  : 
first,  where  the  condition  of  the  uterus  is  such  that  a  neoplasm 
is  suspected  ;  and,  secondly,  where  the  uterus  itself,  both  cervix 
and  body,  is  so  large  that  it  is  not  possible  to  reduce  it  to  ap- 
proximately its  normal  size  by  amputation  of  the  cervix.  He 
believed  it  possible  to  cure  all  other  cases  without  resorting  to 
so  serious  an  operation,  either  by  doing  ventral  fixation  of  the 
uterus  alone,  or  by  combining  it  with  the  needed  plastic  opera- 
tions, doing  everything  at  one  sitting.  He  had  had  three  cases 
of  total  extirpation  for  prolapse,  but  removal  of  the  uterus 
alone  was  not  sufficient  to  cure  the  condition  ;  he  had  to  narrow 
the  vagina  and  close  the  perineum  at  the  same  sitting.  Yentral 
fixation  of  the  uterus  is  a  much  less  dangerous  operation  than 
hysterectomy.  It  is  just  as  easy  to  do  in  fat  women  as  in  lean 
ones,  and  there  is  no  danger  of  hernia  if  a  buried  permanent 
suture  be  used  to  unite  peritoneum,  muscle,  and  fascia  to  each 
other. 

Dr.  Andrew  F.  Currier,  of  I^ew  York,  believed  that  there 
is  but  one  operation  for  cancer  of  the  uterus,  and  that  is  com- 
plete removal.  He  would  not  discuss  the  question  of  hyste- 
rectomy for  prolapse,  as  he  coincided  entirely  with  the  views 
expressed  by  Dr.  Noble  and  Dr.  Edebohls.  There  are  several 
important  points  to  be  considered  in  regard  to  hysterectomy  for 
cancer.  When  extirpation  by  the  vagina  has  been  decided 
upon,  if  the  disease  is  in  the  cervix  and  is  extensive,  the  best 
plan  is  to  curette  out  the  uterus  preliminary  to  the  operation 
for  removal.  He  allowed  a  week  to  elapse  and  then  finished  the 
operation.  He  had  expected  Dr.  Kelly  to  refer  to  the  danger 
of  ligation  of  the  ureters,  and  he  thought  every  one  should 
familiarize  himself  with  the  catheterization  of  the  ureters  to 
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prevent  such  an  accident.  The  operator  should  not  consider  his 
connection  with  a  cancer  case  ended  when  he  had  closed  the 
peritoneum  and  seen  the  patient  put  to  bed,  for  it  is  often 
througli  the  neglect  of  operators  that  the  disease  recurs.  He 
fully  indorsed  Dr.  Kelly's  remarks  on  the  necessity  of  constant 
and  long-continued  surveillance  of  cancer  cases.  In  the  actual 
cautery  we  have  an  instrument  of  great  value  in  preventing  the 
recurrence  of  the  disease.  We  should  remove  the  cancer  with 
the  knife,  and  at  the  lirst  reappearance  of  the  disease  use  the 
cautery  ;  we  may  in  this  way  save  many  lives. 

Dr.  J.  M.  Baldy,  of  Philadelphia,  Pa.,  said  that  he  had  found 
from  personal  experience  that  hysterectomy  by  the  clamp  meth- 
od was  much  harder  and  more  dangerous  than  by  the  use  of 
the  ligature.  Two  out  of  the  three  deaths  which  had  followed 
his  operations  for  vaginal  hysterectomy  had  been  from  the  use 
of  the  clamp.  On  the  question  of  hysterectomy  for  prolapse  he 
expressed  himself  as  at  variance  with  most  of  the  gentlemen 
wiio  had  spoken.  He  believed  that  women  near  or  past  the 
menopause  are  proper  subjects  for  In'sterectomy,  and  he  would 
have  no  hesitation  in  doing  that  operation  for  prolapse  on  such 
patients.  Dr.  Baldy  adopted  hysterectomy  instead  of  hysterorrha- 
pliy,  and  the  testimony  of  several  previous  speakers  that  the  mor- 
tality should  be  almost  nil  agreed  with  his.  In  hysterorrhaphy 
we  take  all  the  risks  of  hysterectomy,  and,  moreover,  leave  be- 
hind a  large  mass  which  may  undergo  cancerous  degeneration, 
and  which,  i)y  its  weight  alone,  may  reproduce  the  condition 
of  prolapse.  The  question  is,  Can  you  get  some  support  for  the 
vagina  above  after  the  uterus  has  been  removed  \  Bringing 
down  the  stumps  of  the  broad  ligaments  into  the  vault  of  the 
vagina  and  stitching  them  to  the  vaginal  walls,  they  act  as  guy 
ropes  and  with  certainty  hold  the  vaginal  vault  well  up  in  the 
pelvis.  It  is  well  to  do  a  plastic  operation  afterward,  and  we 
may  wait  two,  three,  or  four  weeks  before  doing  it.  It  is 
simply  a  question  of  mortality  between  vaginal  hysterectomy 
and  hysterorrhaphy;  the  hysterectomy  could  be  performed  as 
rapidly  as  the  hysterorrhaphy,  if  done  by  a  competent  operator. 

Dr.  ]\IcCosh,  in  closing  the  discussion  on  his  paper,  said  that 
the  question  of  the  relative  merits  of  silk  and  catgut  enters  into 
every  branch  of  surgery,  and  that  there  are  as  many  advocates  of 
the  one  as  of  the  other.  He  found,  however,  that  most  of  the 
men  who  have  tried  both  are  coming  back  to  the  use  of  silk. 
If  heavy  silk  is  used  in  tying  the  broad  ligaments  trouble  will 
ensue,  but  if  tine  silk  be  used  no  danger  need  be  apprehended. 
Dr.  Montgomery  says  that  a  week  before  he  operates  for  va- 
ginal hysterectomy  he  cleans  out  and  curettes  the  uterus,  but  the 
speaker  thought  this  could  be  done  just  as  well  at  the  time  of 
the  operation.  Dr.  Kelly  had  said  that  it  was  easier  to  cut  off 
one  side  and  then  ligate  and  cut  off  the  other,  but  Dr.  McCosh 
believed  that  this  would  be  attended  by  a  greater  loss  of  blood 
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than  the  other  method.  He  defended  tlie  use  of  iodoform- 
gauze  packing.  The  attempt  to  draw  up  the  vagina  by  stitch- 
ing it  to  the  broad  ligaments  must,  as  a  rule,  result  in  failure, 
as  the  ligaments  have  been  drawn  down  and  stretched  by  the 
weight  of  the  hypertrophied  uterus. 

Dr.  Montgomery,  in  closing  the  discussion  on  his  paper,  said 
he  fully  agreed  with  Dr.  Noble  and  Dr.  Edebohls  in  regard  to 
the  infrequency  with  which  the  operation  of  hysterectomy 
should  be  done  for  prolapse  of  the  uterus.  He  had  never  done 
the  operation  for  that  condition  ;  he  had  simply  mentioned  it 
in  his  paper  as  a  possible  indication.  As  to  the  use  of  the  clamp 
or  ligature,  the  majority  of  his  operations  had  been  done  with 
the  clamp.  The  advantage  of  the  clamp  over  the  ligature  is 
the  greater  rapidity  with  which  the  operation  can  be  performed. 
He  had  done  the  operation  by  their  use  in  ten  minutes,  while  he 
did  not  believe  he  could  accomplish  it  and  ligate  the  broad  liga- 
ment inside  of  thirty  minutes. 

(To  be  continued.) 


SECTION   ON  OBSTETRICS. 


The  Executi've  President,  Giles  S.  Mitchell,  M.D.,  of  Cincin- 
nati, in  the  Chair. 

The  Section  was  called  to  order  at  3  p.m.  by  the  Executive 
President,  Dk.  Mitchell,  who  proceeded  to  read  his 

ADDRESS    OF    WELCOME.* 

Dr.  John  O.  Polak,  of  New  York,  read  the  first  paper,  en- 
titled 

the  HEMOKEHAGES  of  pregnancy  :  their  MANAGEMENT. 

Hemorrhages  occurring  during  pregnancy  were  either  ante- 
or  post-partum.  The  former  were  :  hemorrhage  as  a  symptom 
of  miscarriage,  placenta  previa,  accidental  hemorrhage  from 
partial  separation  of  a  normally  placed  placenta,  and  extra- 
uterine pregnancy;  hemorrhage  due  to  rupture  of  the  uterus 
and  ectopic  pregnancy  were  not  considered  in  this  paper.  Post- 
partum bleeding  occurred  in  atonicity  of  the  uterus  and  lacera- 
tions. 

The  measures  which  Di-.  Polak  resorted  to  for  the  control  of 
slight  hemorrhage  which  pointed  to  danger  of  miscarriage  had 
been  rest  in  bed,  suppositories  of  morphia  and  atropia,  and 
fluid  or  solid  extract  of  viburnum.  These  simple  measures  had 
proven  sufficient  in  many  cases.    In  more  severe  cases,  in  which 

>  See  p.  663. 
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abortion  was  inevitable,  he  would  tampon  the  cervix  and  vagina, 
empty  the  uterus,  and  bring  about  tirm  contraction.  Speaking 
more  in  detail  of  the  management  of  such  a  case,  he  would  first 
empty  the  bladder  and  rectum,  put  the  patient  in  Sims'  position, 
douche  with  a  two-per-cent  solution  of  creolin,  then  fix  the  an- 
terior lip  of  the  cervix,  introduce  strips  of  iodoform  gauze  into 
the  canal,  pack  well,  finally  pack  against  the  os,  and  fill  the  va- 
gina with  the  gauze.  If  the  bleeding  were  marked  he  would 
proceed  to  dilate  rapidly  by  instruments. 

In  placenta  previa  the  hemorrhage  was  from  the  uterine 
sinuses  exposed  by  the  separation  of  the  placenta,  or  from  the 
placenta  itself.  The  treatment  would  depend  somewhat  upon 
the  period  of  pregnancy,  whether  rhe  child  were  or  were  not 
yet  viable.  In  any  case,  however,  he  believed  the  uterus  should 
be  emptied  with  the  occurrence  of  the  first  bleeding,  in  order 
that  the  patient's  strength  might  not  be  wasted  by  loss  of  blood 
and  nervous  strain.  If  the  cervix  were  closed,  and  the  case  were 
not  too  urgent,  tampon  with  iodoform  gauze,  remove  in  eight  to 
ten  hours,  and  douche  with  an  antiseptic.  If  the  cervix  would 
admit  one  or  two  fingers — and  it  usually  would — turn  by  the 
Braxton  Hicks  method  and  bring  down  a  foot.  The  Braxton 
Hicks  method  was  of  advantage  in  three  ways  :  it  permitted  of 
turning  when  but  one  or  two  fingers  could  be  introduced ;  by 
rupture  of  the  membranes  further  separation  of  the  placenta  wag 
prevented  ;  the  breech  acted  as  a  natural  antiseptic  tampon,  con- 
trolling hemorrhage. 

The  author  referred  to  three  cases  in  which  he  had  incised  the 
umlilatable  cervix,  performed  version,  extracted  the  child,  and 
tamponed.  Regarding  the  use  of  ergot,  Dr.  Polak  condemned 
its  employment  before  emptying  the  uterus.  For  checking 
bleeding  post  partum  he  had  used  it  subcutaneously  three  hun- 
dred and  twenty-one  times  without  causing  an  abscess. 

A   COMPARISON    BETWEEN    THE    AMERICAN    AND     EUROPEAN    PELVIS, 

WITH    PRACTICAL   CONSEQUENCES    ARISING    FROM    THE 

PECULIAR    MEXICAN    PELVIS. 

Dr.  Manuel  Guiterrez,  of  the  City  of  Mexico,  summed  up 
the  conclusions  of  a  paper  on  this  subject  in  Spanish  as  follows: 
1.  The  Mexican  pelvis  is  characterized  by  a  general  reduction 
in  its  diameters,  the  more  remarkable  as  they  approach  the  peri- 
neal floor  ;  by  the  great  elevation  of  the  pubic  symphysis ;  by  the 
great  inclination  of  the  excavation  and  of  the  straits  ;  by  the 
great  extension  of  the  perineum  ;  and  by  the  straightness  and 
direction  of  the  vulva.  2.  The  consequences  of  this  configura- 
tion are:  {a)  some  difliculties  in  ectatic  accommodation :  (I)  the 
peculiar  manner  of  practising  vaginal  touch  ;  (c)  a  certain  ten- 
dency to  facial  presentation  during  the  maximum  of  parturi- 
tion ;  (d)  this  is  sometimes  slow  and  made  painful  by  difiicult 
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movement  of  descent,  rotation,  and  extension  of  the  head,  and 
the  accidents  caused  by  the  remaining  of  the  ovoid  in  the  vagi- 
nal canaL  4.  These  difficulties  are  sometimes  manageable,  but 
they  require  the  intervention  of  art.  5.  The  conformation  and 
diminution  of  the  floor  and  pelvic  outlet  expose  the  perineum  to 
great  danger. 

A    STUDY    OF     PLACENTA    PREVIA,    ESPECIALLY    THE    CAUSES 
OF    THE    HEMORRHAGES. 

Dr.  Sarah  Hackett  Stevenson,  of  Chicago,  111.,  read  a  paper 
bearing  the  above  title.  She  said  that  during  the  past  ten  years 
she  had  been  teaching  theories  regarding  placenta  previa 
which  had  not  yet  found  their  way  into  text  books  or  litera- 
ture except  in  one  instance.  All  are  agreed  that  the  relation 
between  the  uterus  and  the  placenta  is  disturbed  ;  that  the  so- 
called  utero-placental  vessels  are  ruptured  and  blood  escapes. 
But  all  are  not  agreed  as  to  the  factors  which  enter  into  the 
disturbed  relation  between  uterus  and  placenta,  nor  as  to  the 
source  of  the  hemorrhage.  Dr.  Stevenson  regarded  the  extra- 
vascular  development  in  the  lower  segment  of  the  uterus  as  the 
source  of  danger.  The  arterial  blood  reaches  the  placental  site 
in  opposition  to  gravity  in  ordinary  cases,  while  in  previa  it  is 
in  the  line  of  gravity,  the  vessels  in  the  neck  being  in  a 
vertical  direction,  while  in  the  body  they  take  a  horizontal 
course.  Then,  too,  when  uterine  contraction  takes  place  the 
blood  is  driven  out  from  the  fundus  into  the  vessels  of  the  neck, 
thus  still  further  dilating  them,  so  that  when  rupture  takes  place, 
as  it  must  do  some  time,  it  is  almost  like  tapping  the  aorta,  the 
hemorrhage  is  so  great.  The  scarcity  of  muscular  fibres  in  the 
lower  segment  tends  still  further  to  render  the  veins  in  this 
locality  diverticuli  for  the  blood  forced  down  by  gravity  and 
muscular  contraction  from  above.  Other  factors  may  enter  into 
the  problem,  but  they  are  not  constant. 

Dr.  Fernando  Zorraga,  of  the  City  of  Mexico,  read  a  paper, 
in  Spanish,  on 

THE   BLOOD    IN    PREGNANCY. 

The  Secretary,  Dr.  Hugh  Hamilton,  of  Harrisburg,  read  a 
paper  entitled 

the    APPLICATION    OF    GRAPHICS    TO    THE    FETAL    HEART     SOUNDS.* 

The   papers   read   during   the  afternoon  were  discussed  col- 
lectively. 

Dr.  de  Saussure,  of  Charleston,  inquired  of  Dr.  Guiterrez 
whether  the  cranial  diameters  of  the  Mexican   fetus   did   not 
differ  from  those  of  the  European,  and  thus  render  dystocia  less 
'  See  original  article,  p.  685. 
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marked  tlian  one  would  anticipate  from  the  peculiar  conforma- 
tion of  the  Mexican  pelvis. 

Dr.  Gciterrez  responded  in  the  negative. 

Dr.  Guiterrez  took  issue  with  Dr.  Folak  with  regard  to  the 
propriety  of  incising  the  undilated  cervix  in  order  to  effect 
prompt  delivery  in  placenta  previa,  and  said  that  in  Mexico 
they  were  generally  opposed  to  it  on  account  of  the  danger  of 
hemorrhage. 

Dr.  Hakris,  of  Paterson,  N.  J.,  said  he  knew  of  a  case 
where  a  surgeon  was  called  who  was  acquainted  with  the  work 
of  those  who  had  incised  the  cervix,  and  who  refused  to  resort 
to  this  procedure  in  a  case  of  placenta  previa,  and  performed 
Cesarean  section  as  the  safer  operation. 

Dr.  Dewees,  of  Kansas,  had  seen  thirteen  cases  in  which 
there  was  every  indication,  as  far  as  these  had  been  mentioned, 
for  cutting  the  os,  but  he  had  avoided  it  by  one  or  more  of  three 
measures — viz.,  the  use  of  hot  water,  venesection,  or  chloro- 
form. He  was  asked  whether  there  was  not  danger  of  post- 
partum hemorrhage  following  the  use  of  chloroform.  His  re- 
ply was  that  he  had  not  observed  that  danger.  Moreover,  it 
was  said  to  be  less  imminent  in  anemic  women,  and  in  plethoric 
patients  he  had  used  the  lancet.  The  dilatation  of  the  cervix 
was  almost  immediate  after  the  withdrawal  of,  say,  thirty 
ounces  of  blood.  In  eclampsia  he  had  taken  as  much  as  lifty 
ounces. 

Dr.  ZorraCtA  inquired  of  the  members  whether  in  asphyxia 
of  the  newly-born  they  had  observed  greater  or  less  frequency 
of  the  heart  beat.  European  and  American  authors  generally 
stated  that  there  was  diminished  heart  beat  and  circulation, 
while  the  contrary  had  been  observed  in  Mexico. 

the  status   of  obstetrics  in  general  practice. 

Dr.  Eliza  H.  Root,  of  Chicago,  read  this  paper.  It  was 
largely  a  plea  for  better  preparation  on  the  part  of  the  young 
physician  when  about  to  enter  on  general  practice  and  that  of 
midwifery.  The  conditions  which  prompted  the  patient  to  seek 
the  advice  of  the  gynecologist  were  largely  preventable  and  be- 
longed to  one  of  two  classes  of  causes,  or  to  both  combined — 
viz.,  traumatisms  and  inllammations.  Passing  to  the  subject  of 
inflammations,  these  were  largely  due  to  septic  infection,  and, 
like  traumatisms,  could  be  traced  to  ignorant  or  careless  prac- 
tice on  the  part  of  the  accoucheur,  patient,  or  her  attendant  dur- 
ing the  lying-in  period.  Dr.  Eoot  thought  that  in  this  country 
graduates  were  permitted  to  commence  the  practice  of  obstetrics 
without  the  necessary  clinical  experience  with  the  steps  of  labor, 
the  use  of  forceps, and  other  methods  of  artificial  labor.  Then, 
too,  carelessness  and  ignorance  on  the  part  of  the  patient  and 
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friends  frequently  put  the  skill  of  tlie  physician  to  a  severe  test. 
Often  the  doctor  was  not  called  before  pregnancy  was  well  ad- 
vanced, and  complications  had  arisen  which  might  have  been 
prevented.  Thus  nephritis  might  go  on  and  lead  to  eclampsia 
before  the  physician  was  sent  for.  One  of  the  most  constant 
conditions  allowed  to  continue  until  toxic  or  other  evil  results 
followed  was  constipation.  She  would  impress  upon  the  physi- 
cian the  importance  of  having  patients  seek  timely  advice,  and 
of  warning  them  against  those  habits  or  conditions  which  were 
liable  to  prejudice  a  favorable  termination  of  pregnancy.  There 
was  too  much  tendency,  she  said,  to  measure  one's  success  by  the 
mortality  rate,  and  to  overlook  the  miseries  arising  from  trau- 
matisms and  inflammations  which  might  have  been  prevented. 
Look  to  the  sick  list,  and  the  death  rate  would  take  care  of  it- 
self. 

Under  no  circumstances  could  the  obstetrician  do  careless 
or  indifferent  work.  Dr.  Root  alluded  to  that  class  of  midwives 
in  cities  who  advertised  in  the  daily  papers,  and  who  made  a 
custom  of  producing  abortion  for  a  fee.  It  was  the  duty  of  the 
profession  to  aid  in  stamping  out  this  vice.  The  last  division 
of  her  subject  impressed  the  necessity  for  care  during  several 
days  following  delivery.  No  circumstance  of  poverty  should 
lead  the  physician  to  limit  his  subsequent  attention  to  one  visit. 

THE   INDUCTION   OF    PREMATURE    LABOR. 

Dr.  J.  H.  W.  Chestnut,  of  Philadelphia,  Pa.,  read  a  paper 
with  this  title. 

The  groups  of  cases  whose  circumstances  may  call  for  the 
operation  for  the  induction  of  premature  labor  include,  first, 
cases  of  contracted  pelves  which  would  render  labor  at  term 
dangerously  difficult  to  the  mother,  to  the  child,  or  to  both ; 
second,  cases  of  maternal  disease  which  progressively  endanger 
the  life  of  the  mother;  third,  cases  in  which  in  previous  preg- 
nancies the  child  has  died  in  the  latter  weeks  of  gestation  ; 
fourth,  cases  of  hopeless  disease  of  the  mother  for  the  sake  of 
the  child  ;  fifth,  cases  in  which  the  child  is  known  to  be  dead  *, 
and,  sixth,  cases  complicated  by  the  presence  of  ovarian,  bony, 
or  malignant  tumor,  or  by  atresia  of  any  part  of  the  normally 
distensible  canal. 

The  relative  number  of  markedly  contracted  deformed  pel- 
ves is  very  small;  in  a  private  obstetrical  practice  of  more  than 
twenty  years,  averaging  from  sixteen  to  twenty  cases  per 
7Tionth  for  many  years,  the  writer  has  met  but  one  case  with  a 
conjugate  diameter  at  the  brim  of  less  than  two  and  one-half 
inches;  but  cases  of  lesser  contraction,  where  the  same  diame- 
ter measured  from  three  to  three  and  three-fourths  inches,  or 
where  there  appeared  to  be  a  slight  degree  of  lessening  in  all 
diameters,  were  not  so  uncommon. 


PAN-AMERICA  X    MEDICAL    CONGRESS.  T13 

In  view  of  considerations  set  forth  in  the  paper,  and  of  the 
results  of  cases  therein  reported,  the  writer  believes  that  in 
cases  of  deformed  pelves  where  the  antero-posterior  diameter 
at  the  brim  is  from  two  and  three-fourths  inches  to  three  and 
one-fourth  inches,  and  in  cases  of  justo-minor  pelves  where  the 
same  diameter  is  three  and  one-half  inches,  labor  should  be  in- 
duced before  term,  wlien  the  conditions  described  are  recog- 
nized in  due  time.  The  difficultv  of  diagnosis  at  the  proper 
time  is  tlie  obstacle  to  the  more  frequent  employment  of  the 
operation  in  these  cases.  The  means  used  to  reach  a  correct 
diagnosis  include  the  history  of  the  patient,  inspection,  and 
various  external  and  internal  measurements,  as  set  forth  in  the 
paper. 

In  the  other  groups  of  cases  submitted  no  difficulty  of  diag- 
nosis is  supposed ;  and  the  decision  as  to  the  advisability  of  the 
•operation  depends  on  a  comparison  of  the  possible  results  of 
prospective  conditions  and  measures. 

To  appreciate  tlie  advantages  of  induction  of  premature  labor 
it  WHS  necessary  to  review  the  operative  measures  which  might 
have  to  be  selected  at  term  ;  and  it  would  be  found  that,  however 
useful  they  might  be,  they  would  not  be  without  drawbacks. 
Forceps  and  version  had  their  place.  Cesarean  section,  not- 
withstanding its  improvement,  was  still  a  formidable  operation, 
fraught  with  great  danger  to  both  mother  and  child.  The  same 
criticism  applied  to  laparo-elytrotomy. 

Dr.  Chestnut  thought  that,  as  far  as  symphysiotomy  was  con- 
cerned, it  was  frequently  attended  with  hemorrhage  and  the 
symphysis  was  permanently  impaired.  The  physician  should 
make  pelvic  examination  his  custom  when  requested  to  take 
charge  of  a  case.  He  should  inquire  as  to  the  previous  physical 
condition  of  the  woman,  her  general  development,  whether  the 
abdomen  was  unduly  pendulous,  make  external  examination  of 
the  pelvis,  and,  if  possible,  vaginal  examination.  It  was  his 
firm  conviction  that  in  the  hands  of  the  general  practitioner  the 
induction  of  premature  labor  was  the  best  procedure  in  the 
management  of  cases  wliere  the  pelvis  was  contracted  within 
the  limits  before  named.  Exceptional  experience  and  excep- 
tional skill  might  be  a  law  unto  itself. 

Dr.  Sarah  Stevenson  emphasized  the  position  of  Dr.  Root, 
that  the  practice  of  obstetrics  should  not  be  permitted  in  this 
country  by  the  ignorant.  Only  two  persons  should  be  permit- 
ted to  enter  the  lying-iii  room — the  skilled  physician  and  the 
trained  nurse.  This  was  possible,  at  least  in  all  large  cities. 
"We  should,  at  any  rate,  throw  our  influence  against  the  licensing 
of  ignorant  midwives. 

Dr.  Upshur,  of  Kiehmond,  wished  that  a  copy  of  the  paper 
Tead  by  Dr.  Root  could  be  hung  up  in  the  office  of  every  young 
physician  and  of  many  older  ones.     He  was  sure  that  one  of 


714  TRANSACTIONS    OF    THE 

the  evils  of  the  day  was  carelessness  in  the  raanagement  of  mid- 
wifery cases.  Personally,  when  asked  to  attend  a  ease,  he  al- 
ways inquired  as  to  the  previous  condition  of  the  woman — 
whether  primipara,  as  to  general  health,  dyspneal  troubles, 
previous  menstrual  flow,  habits,  sleep,  exercise,  constipation, 
puffiness  of  face  and  ankles,  etc.  Down  in  liis  section  of  the 
country  physicians  frequently  attended  families  for  two  or  more 
generations,  and  it  was  their  duty  to  guard  the  health  of  the 
girl  as  she  was  developing.  One  of  the  greatest  difficulties 
which  they  had  to  encounter  in  the  South  was  to  impress  the 
necessity  of  cleanliness  upon  negroes.  He  was  sorry  to  make 
the  charge,  as  it  was  a  very  serious  one,  yet  it  was  true  that 
many  physicians,  for  want  of  time,  often  hurried  normal  labor 
up.  He  thought  there  was  too  much  tendency  to  routine  in 
obstetric  practice — for  instance,  using  the  vaginal  douche  in 
every  case,  regardless  of  conditions.  In  some  of  the  Southern 
States  anybody  could  obtain  license  to  practise  midwifery,  and 
there  would  always  be  some  persons  who  would  employ  them, 
no  matter  how  great  their  ignorance,  simply  because  their 
charge  was  low.  Primiparse  were  apt  to  look  forward  to  labor 
with  great  anxiety,  and  perhaps,  through  nervousness,  even  pre- 
cipitate a  convulsion.  It  was  the  dut)'  of  the  physician  to  quiet 
the  fears  of  such  patients. 

Dr.  Guiterrez,  of  Mexico,  said  that  in  his  country  they  had 
attempted  to  regulate  midwifery,  but  their  first  efforts  had 
failed  on  account  of  the  ignorance  of  the  applicants  for  license. 
It  was  now  proposed  to  establish  an  educational  course  divided 
into  two  periods,  three  and  two  years,  making  in  all  a  five-year 
term. 

RESOLUTIONS. 

Dr.  Hugh  Hamilton  offered  some  resolutions,  which  were 
referred  to  a  committee  to  be  reported  upon  the  next  day. 
When  modified  by  the  committee  and  adopted  by  the  Section 
they  read  as  follows : 

liesolved,  That  the  Section  on  Obstetrics  of  the  Pan-Ameri- 
can Medical  Congress  protests  against  the  irregular  practice  of 
obstetrics  by  midwives,  and  that,  in  view  of  the  great  danger 
to  the  community  incident  thereto,  recommends  that  the  boards 
of  health  or  licensing  boards  of  various  States  refuse  to  grant 
license  to  applicants  to  practise  midwifery  who  have  not  re- 
ceived technical  instruction  and  preliminary  training  for  at  least 
one  year  in  competent  schools  and  passed  an  examination  in  ob- 
stetrics equal  to  that  required  of  applicants  for  the  degree  of 
medicine. 

Ri'solDed^  That  copies  of  these  resolutions  be  sent  to  the 
licensing  boards  of  health  of  the  several  States. 

AIDS    TO    EASY    PARTURITION. 

Dr.  a.  J.  C.  Saunier,  of  Chicago,  111.,  read  a  paper  on  this 
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topic.  The  points  which  he  slioukl  mention  miglit  seem  minor 
in  themselves,  but  taken  collectively  were  likely  to  make  a 
great  difference  in  the  ease  of  parturition  and  in  lessening  the 
woman's  suffering.  If  the  physician  had  opportunity  he  shonld 
recommend  their  commencement  early  in  life.  Tlie  mother 
should  be  warned  against  such  habits  as  would  undermine  the 
general  health  of  her  daughters,  especially  such  as  favored 
pelvic  disease,  like  overlifting,  constipation,  habitual  retention 
of  urine,  sedentary  habits,  wearing  tightly  laced  dresses.  Ee- 
garding  the  latter  point.  Dr.  Saunier  said  that  a  well-secured, 
easy  corset  was  less  injurious  than  a  tight  dress  dragging  upon 
the  waist.  Care  should  be  exercised  by  young  women  at  the 
time  of  menstruation  to  prevent  undue  congestion  and  secure 
free  catamenial  flow. 

Pregnancy  having  taken  place,  attention  should  be  given  to 
diet.  The  child's  food  must  be  of  what  the  mother  partook. 
Therefore  the  condition  of  the  child's  bones  could  be  controlled 
by  feeding  as  easily  as  a  person  could  be  fatted  or  reduced  in 
adipose  tissue  by  regulating  the  diet.  The  object  was  to  avoid 
too  great  development  of  the  bony  system,  which  would  inter- 
fere with  the  moulding  of  the  head  and  easy  passage  of  the 
child  through  the  parturient  canal.  Those  foods  containing 
earthy  salts  in  large  proportion  should  be  avoided — oatmeal, 
Graham  bread,  other  cereals,  and  all  things  containing  large 
quantities  of  earthv  phosphates  ;  use  white  In-ead,  potatoes,  most 
kinds  of  vegetables,  and  especially  fruits.  The  latter  would 
keep  the  bowels  free  and  cause  solution  of  the  earthy  salts  in 
other  articles  so  that  they  could  be  carried  off  by  the  kidneys. 
He  said  he  had  often  seen  softer,  more  cartilaginous  bones 
in  the  child  when  the  mother  had  been  fed  largely  on  acid 
fruits. 

All  pelvic  troubles,  especially  those  of  an  inflammatory  na- 
ture, should  be  corrected  during  gestation. 

The  physician  should  cultivate  the  use  of  an  occasional  va- 
ginal douche  and  the  bath.  Hot  hip  baths  and  douches,  and  hot 
cloths  applied  to  the  perineum,  during  the  last  week,  helped  to 
ease  the  passage  of  the  child.  The  water  should  be  hot,  not 
warm — at  least  118°  F. — and  continued  a  long  time.  One 
means  of  abridging  the  first  stage  was  gentle  massage  of  the  ab- 
domen, which  at  intervals  might  be  kept  up  throughout  labor. 
Again,  the  first  stage  might  be  shortened  by  encouraging  dila- 
tation with  the  finger,  which  need  not  be  removed  from  the 
vagina  for  perhaps  half  an  hour,  thus  avoiding  possible  infec- 
tion from  frequent  reintroduction.  Belladonna  or  atropia  oint- 
ment applied  to  the  os,  or  a  hypodermic  of  opium,  would  lessen 
the  pain  and  favor  dilatation.  Some  cocaine  in  suppository 
introduced  into  the  vagina  was  very  pleasant  to  the  patient. 

Dr.  Chestntt,  of  Philadelphia,  Pa.,  said  that  the  teachings  of 
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the  paper  were  in  some  respects  different  from  those  which  he  had 
recommended.  It  was  desirable  that  the  labor  should  be  easy, 
but  it  migbt  be  questioned  whether  it  should  always  be  rapid. 
As  to  diet,  granting  the  possibility  of  softening  the  bones  of  the 
child,  he  doubted  if  it  would  be  a  justifiable  procedure.  "Would 
not  a  cbild  born  with  soft  bones  be  ill-prepared  to  withstand 
the  hardships  of  life  ?  And  would  it  not  be  difficult  to  rectify 
the  deficient  development  through  the  food  of  the  mother  after 
birth? 

Dr.  Saunier  said  he  had  applied  this  method  of  feeding 
the  past  twelve  years,  and  had  not  observed  that  it  produced 
osteomalacia  or  other  ill  condition  in  the  child. 

Dr.  Upshur,  of  Richmond,  had  observed  persons,  living  upon 
such  food  as  Dr.  Saunier  had  recommended,  suffer  from  in- 
creased caries  of  the  teeth  because  deprived  of  phosjjhates  or 
earthy  elements.  He  had  seen  women  relieved  of  great  suffer- 
ing from  pain  in  the  teeth — the  teeth  perhaps  being  apparently 
sound — by  the  hypophosphite  of  lime  or  some  such  preparation. 
He  also  asked  Dr.  Saunier  whether  he  had  observed  cocaine 
poisoning.  Very  small  doses  of  cocaine  in  the  nose  often  pro- 
duced alarming  symptoms. 

Dr.  Saunier  had  not  observed  symptoms  of  poisoning  from 
the  use  of  cocaine  in  the  vagina,  even  in  large  doses.  !Nor  had 
he  observed  any  ill  effects  of  this  form  of  diet  upon  the  mother. 
After  the  birth  of  the  child  she  was  again  given  such  food  as 
contained  earthy  salts. 

THE   mechanism   OF    LABOE. 

Dr.  Jacob  Chase  Rutherford,  of  Providence,  R.  I.,  at- 
tempted in  this  paper  to  prove  that  the  theory  of  the  mechanism 
of  labor  advanced  by  ancient  and  many  modern  obstetrical 
writers  was  erroneous.  He  asserted  that  the  pelvic  canal  was 
angular,  not  curved.  It  was  made  up  of  two  axes,  the  axis  of 
the  uterus  and  that  of  the  vagina,  which,  where  they  crossed  each 
other,  formed  an  angle  of  about  ninety-five  degrees.  He  said 
that  the  outer  or  vaginal  angle  performed  a  very  important  part 
in  the  mechanism  of  labor.  It  was  necessary  to  have  a  correct 
idea  of  the  mechanism  of  rotation  in  order  to  have  a  correct  one 
of  the  mechanism  of  labor.  Assuming  knowledge  of  this  sub- 
ject on  the  part  of  the  reader,  he  outlined  the  mechanism  of 
labor  as  follows,  which,  he  said,  went  to  prove  his  position  that 
the  parturient  canal  was  angular  and  not  curved  : 

In  head  presentations,  occipito-anterior,  the  head  descends  in 
the  axis  of  the  uterus  in  a  straight  line  until  it  reaches  the 
trough  of  the  levator  ani  muscle,  when  rotation  begins ;  continu- 
ing to  descend  in  the  same  line,  it  reaches  the  bottom  of  the 
trough,  which  is  the  floor  of  the  pelvis.  By  this  time  rotation 
is  completed,  and  now  begins  the  hardest  part  of  the  labor,  for 
the  head,  having  reached  the  floor  of  the  pelvis,  cannot  go  any 


PAN-AMEKICAN    MEDICAL    CONGRESS.  717 

further,  but  must  change  its  direction  and  pursue  a  course  at 
right  angles  with  the  one  it  has  been  following.  This  change  in 
direction  is  brought  about  by  extension  of  the  head  into  the 
vaginal  canal.  As  the  head  extends  the  body  descends,  and  by 
the  time  the  head  is  fully  extended  it  has  passed  the  vaginal 
orifice  and  the  shoulders  are  at  the  utero-vaginal  angle.  They 
pass  the  angle  by  a  lateral  bending  of  the  body  and  are  followed, 
by  the  hips  and  legs. 

In  occipito-posterior  cases  labor  is  prolonged  by  the  impossi- 
bility of  fui'ther  flexing  an  already  fully  flexed  head,  and  the 
perineum  has  to  be  enormously  distended  before  the  head  can 
be  delivered. 

In  face  cases  mento-posterior  delivery  is  impossible,  because 
the  head  cannot  be  further  extended,  and  the  stiff,  straight  fetal 
body  cannot  be  bent  around  the  angle. 

A  knowledge  of  the  mechanism  of  head  cases  embraces  a 
knowledge  of  the  mechanism  of  other  presentations. 

The  deductions  to  be  drawn  from  the  above  theory  are  :  first, 
the  parturient  canal  is  angular,  not  curved  ;  second,  when  the 
presenting  part  has  reached  the  bottom  of  the  trough  in  the 
pelvic  floor,  rotation  is  complete;  third,  flexion  and  extension 
take  place  at  the  utero-vagiual  angle  ;  fourth,  in  the  high  forceps 
delivery  traction  should  be  made  in  the  line  of  the  uterine  axis, 
and,  in  the  low  forceps  delivery,  in  the  line  of  the  vaginal  axis. 

OBSTETRICS    AMONG    THE    NEGROES    OF    SOUTH    CAROLINA. 

Dr.  p.  Gourdin  de  Saussure,  of  Charleston,  in  his  opening 
remarks  stated  that  it  was  very  difiicult  to  obtain  exact  statis- 
tics among  negroes  because  of  the  indiiierenee  which  they 
showed  as  to  time  and  figures.  Everything  with  them  was 
"  about,"  and  a  difi"erence  of  five  or  ten  years  in  age  was  re- 
garded as  of  little  importance.  Notwithstanding  the  difficulties 
experienced  in  collecting  the  statistics  which  he  had  to  cite, 
they  could  be  relied  upon  where  no  modifying  term  was  used. 
They  were  founded  upon  private  and  dispensary  practice  and 
upon  the  reports  of  the  Health  Board  of  Charleston. 

Menstrual  life  began  at  the  age  of  13.1 — at  least  a  year 
earlier  than  the  age  given  by  Emmet.  Negroes  were  not  virtu- 
ous, and  therefore  matured  early.  The  average  age  for  the  meno- 
pause was  48.8,  and  he  had  delivered  some  women  who  said 
their  age  was  53.  Amenorrhea,  dysmenorrhea,  and  hemori-hages 
were  extremely  rare.  He  had  seen  but  three  negroes  who  had 
been  compelled  to  give  up  their  occupation  on  account  of 
hemorrhages,  and  then  the  cause  had  been  anatomical.  They 
were  more  fruitful  than  wdiites,  the  average  number  of  children 
to  the  family  being  6.S.  For  several  years  past  the  negroes  had 
been  shirking  their  responsibility,  taking  means  to  prevent  the 
increase  of  family,  and  he  thought  that  within  five  years  more 
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the  average  number  of  eliildren  would  be  less  than  six  to  the 
family. 

With  the  negro,  pregnancy  was  physiological,  not  pathologi- 
cal. Eclampsia  was  not  unusual,  and  was  to  be  explained  per- 
haps by  poverty  and  anemia,  or  else  by  the  imitation  of  so  called 
civilized  liabits  of  the  whites.  The  bringing-on  of  abortion  be- 
fore the  fifth  month  was  becoming  very  common,  and  was  done, 
not  by  instruments,  but  by  drugs.  Z^either  doctor  nor  midwife 
was  called  when  the  abortion  was  not  later  than  the  fifth  month. 
Notwithstanding  the  great  frequency  of  abortion,  puerperal 
fever  or  septicemia  was  extremely  rare.  This,  he  thought,  was 
to  be  accounted  for  by  the  fact  that  vaginal  examination  or  the 
use  of  instruments  was  almost  never  employed. 

Syphilis  was  extremely  common  among  the  negroes  of  the 
South,  at  least  seventy  per  cent  having  inherited  or  acquired 
the  disease.  The  pelvic  diameters  were  larger  than  in  the 
whites  ;  labor  was  a  simple  act,  physicians  seldom  being  called. 
Midwives  attended  nine-tenths  of  the  confinements.  They 
never  made  a  vaginal  examination,  and  therefore  labor  almost 
always  terminated  without  accident,  notwithstanding  the  very 
foul  surroundings  of  the  patient.  Dr.  de  Saussure  had  been 
called  to  Init  two  cases  of  post-partum  hemorrhage  in  eighteen 
years.  The  scarcity  of  puerperal  fever  was  shown  by  the  fact 
that  out  of  14,-358  deliveries  there  had  been  but  57  deaths  from 
puerperal  fever,  including  cases  of  peritonitis  ;  yet  the  dirt  and 
filth  among  the  negroes  were  almost  inconceivable.  These  57 
deaths  represented  about  all  the  cases  of  puerperal  infection. 
This  meant  that  where  no  examination  was  made  auto-infection 
was  hardly  possible. 

THE    THEKAPECTIC    APPLICATION    OF    CHLOEOFOKil    IN    LABOR. 

Dr.  J.  X.  Upshur,  of  Richmond,  read  the  paper.  A  long 
experience  with  chloroform  had  led  him  to  question  its  sujj- 
posed  uniform  safety  in  labor.  "We  are  apt  to  forget  that  labor 
was  a  natural  phenomenon  except  under  abnoinial  conditions. 
Besides  possible  after-eifects,  it  was  a  question  whether,  when 
chloroform  was  used  in  normal  cases,  it  did  not  tend  to  produce 
some  form  of  d^'stocia,  making  interference  necessary  to  deliver 
the  woman. 

The  following  questions  naturally  arose  :  In  what  cases  should 
chloroform  be  administered  ^  At  what  stage  of  labor?  "What 
dan2:ers  arise  in  consequence  ?  At  what  stage  do  these  compli- 
cations arise?  The  best  means  of  combating  them  ?  Is  it  jus- 
tifiable to  administer  chloroform  in  natural  labor  progressing 
with  satisfactory  rapidity  ? 

In  order  to  make  the  subject  clear  Dr.  Upshur  ran  over  the 
effects  of  the  different  stages  of  chloroform  anesthesia.  He 
thought  that,  at  any  rate,  chloroform  ought  not  to  be  adminis- 
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tered  before  the  second  period  was  well  established,  and  it 
should  be  withdrawn  as  soon  as  the  occiput  had  passed  the 
vulva.  As  to  dangers  of  chloroform  used  short  of  complete 
anesthesia,  he  thought  it  was  worthy  of  investigation  whether 
it  might  not  produce  an  effect  upon  the  cardiac  ganglia  which 
would  predispose  to  hemorrhage  or  weakness  of  heart  ac- 
tion during  convalescence.  Moreover,  it  was  difficult  to  keep 
the  patient  at  the  stage  of  beginning  narcosis.  One  of  the  phy- 
siological effects  of  chloroform  was  to  diminish  muscular  excita- 
bility. Therefore  the  pains  were  less  potent  in  expelling  the 
child,  and  when  the  second  stage  was  completed  there  was 
greater  danger  of  hemorrhage  because  of  the  incomplete  re- 
traction of  the  uterus.  The  uterus  was  left  in  such  a  condition 
as  to  make  subinvolution  almost  inevitable.  Then,  too,  the 
spongy  condition  of  the  organ  rendered  the  patient  much  more 
liable  to  septic  infection.  He  had  known  instrumental  delivery 
to  be  made  necessar}'  by  chloroform  stopping  the  expulsive 
effort  of  the  uterus.  By  interfering  with  oxidation  of  the  blood 
it  endangered  the  life  of  the  fetus,  and  he  believed  it  increased 
the  percentage  of  still-births.  Although  there  were  few  cases 
of  death  from  chloroform  reported  in  practice,  yet  it  was  a 
question  whether  deaths  occurring  within  twenty-four  hours, 
said  to  be  due  to  heart  clot,  etc.,  might  not  have  been  due  to 
chloroform  plus  the  shock  of  labor. 

He  would  lay  down  the  proposition  that  whenever  chloroform 
had  been  used  a  full  dose  of  ergot  should  be  given  as  soon  as 
the  head  escaped.  He  would  also  suggest  that  it  would  be  safe 
practice  to  give  at  the  end  of  the  second  stage  some  quinine, 
lielladonna,  or  nitroglycerin,  or  a  hypodermic  of  atropine  or 
sulphate  of  strychnia. 

He  earnestly  avowed  his  belief  that  as  physicians  we  should 
place  chloroform  upon  the  same  platform  as  other  drugs,  and 
not  be  influenced  by  the  complaints  of  the  patient ;  that  it  be 
administered,  like  other  agents,  only  when  the  indications  im- 
peratively demanded  it.  ,^ 


A    METHOD    OF     PERFORMfNG     RAPID     MANUAL    DILATATION    OF    THE 

OS    UTERI,    AND    ITS    ADVANTAGES    IN    THE    TREATMENT 

OF    PLACENTA   PREVIA. 

Dr.  p.  a.  Harris,  of  Paterson,  'N.  J.,  read  this  paper.  The 
method  consisted  in  using  the  index  finger,  followed  by  others 
as  dilatation  w^ent  on,  in  flexion  instead  of  in  extension,  as  was 
usually  done,  for  the  flexor  muscles  are  much  more  powerful 
than  the  extensors.  The  thumb  is  emploj^ed  for  passive  pi-essure 
against  the  opposite  wall  of  the  cervix,  the  flexors  of  this  mem- 
ber being  also  the  active  agents.  Great  power  could  thus  be 
exerted,  and  the  os  fully  dilated  in  a  short  time.  In  the  eight 
cases  of  placenta  previa  in  which  he  had  employed  it,  twenty 
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minutes  was  the  average  time.  Delivery  was  complete  in  forty 
minutes.  All  the  mothers  were  saved.  The  method  is  also  ap- 
plicable in  all  cross-births. 

De.  H.  J.  Garrigues,  of  Kew  York,  said  the  method  de- 
scribed in  Dr.  Plarris'  paper  was  new  to  him,  although  he  had 
practised  manual  dilatation  of  the  os  in  placenta  previa  for 
many  years,  and  it  was  the  method  commonly  practised  in  New 
York  at  the  present.  Thus  far  it  had  been  the  custom  to  use 
extensor  muscles,  but,  as  there  was  much  greater  strength  in  the 
flexors,  he  thought  the  method  described  must  possess  marked 
advantage. 

Dr.  R.  a.  Murray,  of  New  York,  said  he  had  been  extremely 
interested  in  Dr.  Harris'  paper.  His  remarks,  however,  were 
directed  less  to  the  method  of  manual  dilatation  than  to  the 
general  principle  of  this  mode  of  treatment  of  placenta  previa. 
He  said  that  in  the  lying-in  institutions  of  New  York  the  very 
great  reduction  of  mortality  from  puerperal  sepsis  was  due  to 
strict  cleanliness  in  all  manipulations  in  these  and  other  cases. 
If  one  finger  could  enter  there  was  no  reason  why,  up  to  the 
fifth  month,  an  instrument  should  not  be  introduced  and  the 
fetus  be  removed.  In  lateral  implantation  it  was  not  necessary 
to  dilate  in  the  later  months;  but  rupture  the  waters,  and  the 
membranes  would  come  down  and  plug  the  cervix  and  stop 
hemorrhage.  It  was  in  central  implantation  that  manual  dila- 
tation and  extraction  were  called  for. 

Dr.  Saunier,  of  Chicago,  had  frequently  found  it  difiicult  to 
reach  the  os  with  the  end  of  the  finger,  and  asked  Dr.  Harris 
how  it  was  that  he  could  introduce  both  finger  and  thumb. 

Dr.  Harris  replied  that  the  hand  followed  the  finger  into  the 
vagina.  He  further  stated  that  he  did  not  resort  to  this  method 
in  normal  labor  in  order  to  hasten  dilatation. 

MATERNITY    HOSPITALS    AND   THEIR    RESULTS. 

Dr.  Joseph  Price,  of  Philadelphia,  discussed  in  this  paper  the 
improved  results  of  maternity  hospitals,  and  the  causes  therefor. 
We  had  learned  the  evil  results  of  hurry  and  want  of  cleanli- 
ness, and  had  found  that  the  interest  of  mother  and  child  could 
no  longer  be  sacrificed  to  the  exigencies  of  private  practice.  It 
was  not  unsafe  to  predict  that  obstetrics  would  become  a  spe- 
cialty and  in  its  ranks  would  be  found  the  clearest  and  most 
scientific  men  of  the  profession.  The  advantage  of  maternities 
over  the  home  lying-in  chamber  was  due  to  the  fact  that  they 
were  under  the  control  of  the  best  men,  were  cleanly,  were  not 
overcrowded,  and  in  them  there  was  less  tendency  to  hasten 
delivery.  Unfortunately,  under  the  present  educational  system, 
many  of  those  going  out  from  the  schools  to  practise  were  ill- 
equipped  for  obstetrical  work  and  carried  many  risks  to  mother 
and  child.     The  lessons  taught  by  both  gynecological  and  ob- 
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stetrical  experience  were  that  we  had  no  right  to  tolerate  filth  or 
blunder.  Old  theories  and  beliefs  had  been  gradually  giving 
way  before  the  assaults  of  better  facts,  and  each  age  found  fewer 
superstitions  in  medicine  and  surgery.  The  trustees  of  our 
schools  and  fraternities  held  the  highest  trust  existing  in  a 
community — a  trust  which  affected  the  welfare  of  mother  and 
offspring,  a  trust  which  reached  every  grade  of  life — and  he  re- 
gretted to  say  that  they  had  not  always  exercised  it  with  the  best 
judgment.  Yet  no  better  work  had  been  done  than  in  the 
maternities,  especially  those  of  Baltimore,  Philadelphia,  Isew 
York,  and  Boston,  In  many  of  them  the  mortality  from  puer- 
peral sepsis  had  been  reduced  from  about  twenty  per  cent  to 
almost  nothing.  This  had  been  due  to  non-interference  in 
normal  labor,  to  prompt  aid  where  art  vfs  let^uiieo,  to  tliict 
cleanliness  and  attention  to  hygiene. 

Teachers  should  not  be  appointed  on  account  of  their  pedigree, 
their  family  connections,  or  wealth,  but  for  their  knowledge  of 
the  subject  and  their  love  for  teaching.  There  should  be  no 
small  men,  morally  or  mentally,  in  the  faculties  of  our  great 
schools.  The  work  could  not  be  so  well  done  but  that  it  could 
be  done  better.  "^Vitll  each  death  the  community  would  become 
more  angry  and  the  demand  for  better  obstetrical  teaching 
would  become  more  imperative. 

THE    AXIS-TKACTION    PKIKCIPLE   IN   OBSTETRICS. 

Dr.  Joseph  Hoffmax,  of  Philadelphia,  Pa., said  theobject  of  his 
paper  upon  this  subject  was,  if  possible,  to  bring  into  more  gene- 
ral prominence  a  principle  which  was  mechanical  and  therefore 
rational.  The  principle  and  theinstrument  presented  fulfilled  the 
conditions  demanded  of  a  perfect  machine.  The  pelvic  axis  had 
been  considered  by  some,  as  it  were,  a  broken  cylinder,  by  others 
as  a  curve;  but  whether  the  axis  was  made  up  of  straight  lines 
or  a  curved  one  amounted  to  nothing  in  the  present  instance. 
Tarnier  had  estimated  that  for  every  tliirty  pounds  of  force  exerted 
by  the  ordinary  forceps  upon  the  fetal  head  to  carry  it  along  the 
canal,  twenty-six  pounds  were  lost  upon  the  symphysis.  In  the 
instrument  presented  by  Dr.  Hoffman  he  said  these  figures  were 
reversed.  It  was  desired  to  make  traction  in  line  of  the  canal, 
which  was  first  downward  and  backward,  then  downward  and 
forward;  and  in  order  to  accom}>lish  this  with  the  ordinary  in- 
strument we  were  tanght  to  compress  and  pull  on  the  handle 
with  the  left  hand  and  to  push  upon  the  shanks  with  the  right, 
which  seemed  to  him  about  as  practical  a  procedure  as  to  try  to 
go  in  two  directions  at  once. 

The  axis-traction  forceps  presented  by  Dr.  Hoffman  dispensed 
with  the  traction  rods  present  in  the  Tarnier  and  other  instru- 
ments, or,  rather,  these  were  attached  to  the  blades  of  the  forceps 
through  the  medium  of  tapes  or  cords.     The  cords  were  fastened 
46 
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to  the  middle  of  tlie  blades,  the  rod  in  turn  was  fastened  to  the 
cords,  and,  when  pulled  upon,  traction  was  necessarily  made  in 
the  axis  of  the  canal.  The  rod  had  a  bend  almost  at  right  angles, 
and  in  accordance  with  the  laws  of  mechanics  the  force  was 
exerted  in  the  line  of  the  hjpothenuse.  Unlike  the  ordinary 
forceps,  there  was  no  other  compression  force  upon  the  child's 
head  than  resulted  from  actual  tractu)n  in  the  line  of  the  canal. 
When  the  perineum  was  reached  the  handles  of  the  forceps 
turned  upward  over  the  symphysis,  the  head  w^as  lifted  from  the 
perineum,  and  this  structure  was  actually  protected  rather  than 
endangered  by  leaving  the  instrument  on  until  extraction  of 
the  head  had  been  complete.  Again,  the  forceps  presented 
could  be  used  in  breech  ])resentations  with  perfect  saiety.  He 
showed  the  forceps  which  Prof,  Winckler  had  recommended 
with  characteristic  German  enthusiasm,  and  said  it  was  objec- 
tional)le  in  that  it  did  not  make  allowance  for  lateral  motion, 
whereas  the  instrument  with  tapes  did  not  interfere  in  the  least 
with  normal  rotation  and  required  no  training  of  the  hand  to 
accomplish  this. 

FORCEPS    DELIVERY. 

Dr.  James  Campbell,  of  Hartford,  read  this  paper.  He  had 
nothing  to  say  against  the  use  of  forceps  in  proper  cases;  they 
had  done  much  to  save  human  life.  But  the  mechanical  ten- 
dency in  some  young  physicians,  and  the  disposition  on  the  part 
of  some  older  ones  to  save  time,  had  led  to  their  abuse,  cr  to 
their  use  where  not  required.  To  shoAv  that  his  assertions  were 
not  without  foundation,  he  cited  four  cases  illustrating  different 
forms  of  forceps  abuse.  A  young  physician,  in  order  to  meet 
another  engagement  by  a  certain  hour,  applied  the  forceps  and 
hastened  delivery  where  the  labor  was  pursuing  a  normal  course  ; 
and  although  he  was  enabled  to  keep  his  engagement,  it  was  at 
the  cost  of  perineal  and  cervical  tears  and  subsequent  suffering 
therefrom  on  the  part  of  the  woman.  Extra-conservatism  was 
fraught  with  as  great  evil,  as  was  shown  by  the  case  where  an 
old  physician  allowed  the  woman  to  remain  in  labor  over  two 
days  with  final  loss  of  mother  and  child.  Then,  too,  physicians 
often  made  repeated  attempts  to  deliver  with  forceps  when  some 
other  procedure  alone  could  prove  successful. 

A    FEW    PRACTICAL    QUESTIONS    CONCERNING    THE  FORCEPS 

Dr.  "W.  Frank  Haehnlen,  of  Philadelphia,  Pa.,  changed  the 
title  of  his  paper  from  that  of  the  use  and  abuse  of  the  forceps 
to  that  given  above.  Are  we  justified  in  using  the  forceps  for 
the  sole  purpose  of  economizing  time?  Are  we  justified  in 
using  it  in  normal  labor  in  hyperesthetic  women  ?  Should 
we  apply  it  before  the  head  is  engaged  at  the  superior  strait  ? 
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Are  we  justified  in  making  traction  regardless  of  the  natural 
curve  ?  Is  compression  by  tlie  forceps  justifiable  beyond  the 
degree  which  secures  firm  liold  of  the  head  ?  How  long  should 
the  head  be  allowed  to  remain  in  the  vagina,  Imlging  at  the 
perineum  ?  Are  oscillatory  movements  of  the  forceps  allow- 
able ? 

Briefly  stated,  his  answers  were  :  Forceps  should  not  be  used 
solely  for  economizing  time  ;  they  shoukl  not  be  used  without 
good  reason.  If  the  woman  were  hyperesthetic,  use  anesthesia 
if  necessary.  The  instrument  should  not  be  applied  to  the 
head  at  the  superior  strait,  if  movable.  Nor  did  he  think  for- 
ceps should  be  used  in  slow  labors  which  otherwise  were  nor- 
mal. The  blades  should  be  applied  to  the  sides  of  the  head,  not 
oljliquely,  and  it  was  only  when  the  head  was  in  the  antero- 
posterior position  that  the  blades  should  be  transverse  with 
reference  to  the  mother's  pelvis.  Traction  should  be  made  in 
the  line  of  the  curve  through  \vhich  the  fetus  had  to  pass.  The 
conditions  of  the  case  would  have  to  determine  how  long  it  was 
safe  to  leave  the  head  bulging  at  the  perineum.  Regarding  os- 
cillatory movements  of  the  forceps,  he  thought  that  when  prac- 
tised with  care  they  would  facilitate  delivery  without  in  the 
least  endangering  the  interests  of  mother  or  child. 

The  discussion  on  the  papers  relating  to  forceps  was  then 
taken  up. 

Dr.  H.  J.  Garrigues  said  he  had  not  used  the  instrument 
presented  by  Dr.  Hoffman,  but,  in  so  far  as  the  principle  of  at- 
taching tapes  to  the  middle  of  the  blades  was  concerned,  it 
was  the  most  rational.  The  instrument  which  he  used  was 
Simpson's  modification  of  Tarnier's.  He  could  not  say  it  saved 
the  perineum,  for  he  had  more  torn  perinei  where  forceps  were 
used  than  where  not,  or  more  than  when  the  old  forceps  were 
employed  and  removed  on  reaching  the  floor.  But  he  did  not 
care  so  much  nowadays  about  a  torn  perineum,  since  with  clean- 
liness it  could  be  permanently  united  with  a  few  stitches  ap- 
plied immediately.  The  advantage  of  the  axis-traction  forceps 
was  shown  in  the  fact  that  a  tyro  could  do  now  what  an  ac- 
complished obstetrician  could  do  with  older  instruments.  The 
power  required  was  but  a  fraction  of  what  he  formerly  had  to 
use,  and  to  a  man  of  advancing  years  this  was  a  factor  of  impor- 
tance. He  agreed  with  Dr.  Haehnlen  that  it  was  much  better 
to  turn  and  extract,  where  possible,  now  that  we  could  observe 
antisepsis.  Regarding  low  forceps  application,  he  thought  that 
as  soon  as  i^s'ature  gave  out  and  failed  to  do  her  work  we  should 
not  wait,  but  interfere  at  once.  He  closed  with  the  advice  : 
Let  everybody  apply  antiseptic  midwifery  in  private  practice: 
let  nobody  examine  a  woman  without  an  antiseptic  finger. 

Dr.  Joseph  Price  indorsed  the  forceps  and  the  remarks  of 
Dr.  Hoffman.     The  use  of  other  instruments  was  often  equiva- 
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lent  to  a  criminal  assault,  No  mother  should  allow  her  daughter 
to  be  attended  in  confinement  by  a  physician  who  had  not  had 
practical  experience  in  obstetrics.  In  order  to  obtain  such  prac- 
tical experience  our  maternities  should  be  open  to  students 
under  the  supervision  of  a  reliable  obstetrician.  The  superior- 
ity of  modern  methods  and  training  was  shown  in  the  fact  that 
young  doctors,  wlien  sent  out  to  a  case  by  their  busy  superiors, 
gave  their  directions,  washed  their  hands,  and  managed  the 
lying-in  chamber  in  a  cleanly  and  practical  manner,  which  often 
led  to  their  employment  thereafter  in  preference  to  the  older 
members  of  the  profession.  All  the  maternities  of  Philadelphia, 
with  one  exception  whose  charter  would  not  permit,  were  open 
for  instruction  to  students.  In  private  practice  the  indiscri- 
minate and  foolish  use  of  the  forceps  was  due  to  the  old,  not  to 
the  younger  school. 

As  to  nurses,  a  few  years  ago  they  were  looked  upon  simply 
as  a  pair  of  hands — and  usually  they  were  in  deep  mourning : 
they  were  very  tilthy. 

He  was  glad  to  hear  Dr.  Garrigues  praise  the  Simpson  for- 
ceps. It  was  a  life-saving  instrument.  With  it  one  could 
bring  forth  alive  many  infants  which  formerly  under  the  use  of 
the  Hodge  and  other  older  forceps  were  still-born.  Even  in 
Philadelphia,  justly  celebrated  as  a  medical  educational  centre, 
he  found  many  physicians  ignorant  of  the  very  existence  of  the 
axis-traction  principle. 

Dr.  W.  Reynolds  Wilson,  of  Philadelphia,  Pa.,  referred  to 
the  methods  of  teaching  practical  midwifery  to  students  in  a 
maternity  with  which  he  was  connected,  each  student  being  re- 
quired to  sign  a  card  that  he  had  not  been  engaged  recently  in 
pathological  work,  that  he  would  observe  certain  aseptic  rules, 
etc.  By  strict  enforcement  of  the  rules  they  succeeded  in  keep- 
ing the  puerperal  fever  percentage  very  low. 

Dr.  F.  Zorraga,  of  the  City  of  Mexico,  said  he  had  not  used 
the  forceps  presented  by  Dr.  Hoffman,  Imt  it  did  not  seem  to 
him  to  possess  the  advantages  which  had  been  advanced  in  its 
favor.  He  did  not  think  it  rendered  compression  more  effec- 
tual, and  if  it  were  to  slip,  as  he  thought  it  was  liable  to  do,  it 
would  cause  much  injury  to  the  mother. 

Dr.  R,  L.  Sibbett,  of  Pennsylvania,  said  that  his  practice  was 
village  and  country  ;  that  it  was  only  those  connected  with  hos- 
pitals who  could  have  all  the  advantages  of  our  science  ;  but  it 
should  be  remembered  that  three-fourths  of  mankind  were  born 
out  of  cities.  His  own  impression  was  that  in  obstetrics  to-day^ 
instruments  were  used  too  frequently  ;  that  axis-traction  for- 
ceps were  all  right  theoretically,  but  he  doubted  whether  they 
would  come  into  general  use,  especially  in  the  country. 

Dr.  Chestnut,  of  Philadelphia,  Pa  ,  thought  the  advantage  of 
such  meetings  as  this  was  a  diffusion  of  knowledge  and  the  in- 
troduction of  improved  methods,  such  as  were  found  in  hospitals^ 
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into  general  practice.  Regarding  the  forceps  exhibited  bj  Dr. 
Hoffman,  he  thought  the  tapes  constituted  its  weak  points  ;  tliat 
they  were  liable  to  break,  as  thej  had  once  done  in  Dr.  Hoff- 
man's hands. 

Dr.  Nelson,  of  Virginia,  said  that  a  good  many  years  ago  he 
applied  the  Hodge  forceps  in  a  given  case  and  was  unable  to 
extract  the  child,  then  took  out  his  handkerchief  and  put  it 
into  the  fenestra,  after  which  he  was  able  to  extract  the  child 
without  difficulty.  That  was  before  he  had  ev^er  heard  of  axis- 
traction  or  of  the  Tarnier  forceps. 

Dr.  Edward  A.  Ayers,  of  New  York,  said  that  we  had  to 
work,  as  it  were,  in  the  dark  in  the  use  of  the  axis-traction  for- 
ceps, which  was  not  true  of  the  older  class  of  forceps. 

Taking,  say,  the  Elliot  or  Simpson  forceps,  he  applied  them 
with  a  knowledge  of  the  position  of  the  occiput,  and  in  making 
traction  deviated  slightly  from  the  median  line  in  order  to  favor 
rotation.  He  also  took  off  the  screw  tap  at  the  handle  and 
regulated  the  pressure  entirely  by  his  hand.  One  finger  of  the 
right  hand  was  kept  against  the  head,  which  enabled  him  to 
judge  whether  rotation  was  taking  place  properly  and  whether 
the  blades  were  likely  to  slip.  He  did  not  mean  to  say,  how- 
ever, that  he  never  used  the  axis-traction  forceps.  It  was  cer- 
tainly of  decided  advantage,  in  that  the  traction  w^as  made  in 
the  line  of  the  canal.  He  did  not  approve  of  keeping  the  in- 
strument on  during  extraction  through  the  vulva.  It  neces- 
sarily enlarged  the  diameters  of  the  extruding  object  and  in- 
creased the  liability  to  tear. 

Dr.  Joseph  Price,  of  Philadelphia,  Pa.,  was  called  upon  to 
close  the  discussion.  He  said  it  was  a  common  thing  in  the  large 
cities  and  societies  to  make  some  little  criticism  of  the  country 
practitioner.  The  work  which  they  attributed  to  him  was  likely 
to  consist  of  vaccinating  the  baby  and  using  a  little  electricity, 
which  was  about  as  far  as  he  ought  to  go.  This  notion,  how- 
ever, was  an  unjust  one,  at  least  so  far  as  the  younger  members 
of  the  profession  in  the  country  were  concerned  ;  for,  starting 
out  with  the  excellent  experience  which  they  were  able  prima- 
rily to  avail  themselves  of  during  their  student  days,  they  often 
performed  superior  work.  Moreover,  it  should  not  be  forgotten 
that  the  first  ovariotomy  and  the  first  operation  for  ectopic  preg- 
nancy were  performed  by  country  practitioners.  Yet  among 
all  classes  and  in  all  localities  there  was  room  for  improve- 
ment. 

Referring  again  to  teaching  in  maternities,  he  said  he  had 
tried  to  impress  the  importance  of  the  ante-partum  and  post- 
partum douche.  He  always  used  them,  but  he  valued  the  ante- 
partum douche  more  for  saving  eyes  than  for  saving  mothers. 
He  believed  that  if  every  mother  should  receive  the  ante-partum 
douche  it  would  result  in  reducing  the  number  of  blind  in  our 
asylums  from  five  to  one.     Ophthalmia  in  the  Eye  Dispensary 
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of  Philadelphia  was  now  hardly  known,  whereas  a  few  years 
ago  it  was  the  prevailing  affection.  In  a  maternity  there  during 
a  receut  period  there  had  been  but  three  cases  of  ophtlialmia 
out  of  thirteen  hundred  births,  and  all  the  mothers  had  received 
the  antepartum  douche  except  these  three  cases,  where  circum- 
stances made  it  impossible.  Some  years  ago  ophthalmia  neo- 
natorum in  country  districts  was  unknown ;  but  now,  since  the 
advent  of  the  drummer,  the  bummer,  and  perhaps  the  reckless 
medical  student,  it  occurred  there  occasionally. 

Dr.  Price  condemned  the  reckless  and  indiscriminate  use  of 
the  forceps.  Symphysiotomy  had  been  revived  with  some 
flourish  of  trumpets,  but  he  was  satistied  that  he  could  extract 
any  living  child  with  the  axis-traction  forceps  which  could  be 
extracted  after  symphysiotomy.  He  was  also  of  the  opinion 
that  the  axis-traction  forceps  actually  protected  ratlier  than  en- 
dangered the  perineum  as  the  head  passed  through  the  vulva. 
It  lifted  the  head  against  the  symphysis  and  lessened  the  pres- 
sure against  the  soft  parts,  while  the  old  forceps  would  pull  the 
head  directly  through  the  perineum. 

THE    INFLUENCE    OF    SUKGEKr    UPON    MODERN    OBSTETRICS. 

Dr.  Thomas  Opie,  of  Baltimore,  in  a  paper  with  this  title, 
touched  upon  the  influence  of  antise^Jsis.  laparatomy  for  ectopic 
gestation,  for  puerperal  peritonitis,  and  other  legacies  of  sur- 
gery, upon  the  practice  of  obstetrics.  The  general  practitioner 
who  attended  midwifery  cases  must  keep  pace  with  modern  ad- 
vancement if  he  would  reduce  the  number  of  his  cases  of  lacera- 
tion, of  still-birth,  of  puerperal  fever,  etc.  The  first  thought 
of  the  surgeon  to-day  was,  Am  I  clean  ^  Are  my  instruments 
and  appliances  clean?  Are  my  assistants  clean  ?  These  should 
also  be  the  questions  asked  of  himself  by  the  obstetrician. 

Dr.  Opie  condemned  the  murderous  violence  practised  by 
midwives  or  mothers  upon  themselves.  He  also  regretted  the 
disposition  shown  by  many  women  to  avoid  the  responsibility 
of  nursing  and  caring  for  the  infant  after  birth. 

SYMPHYSIOTOMY.' 

Dr.  Henry  J.  Garrigues,  of  I^ew  York,  read  this  paper. 

Dr.  Noble,  of  Philadelphia,  said  he  thought  the  chief  advan- 
tage of  sjmiphysiotomy  was  that  it  would  do  away  largely  with 
craniotomy  on  the  living  child.  Although  Cesarean  section  and 
Porro's  operation  had  ceased  to  be  very  dangerous,  it  was  impos- 
sible to  convince  the  public  of  that  fact,  and  craniotomy  had 
continued  to  be  performed.  He  had  done  symphysiotomy  once 
and  assisted  in  another  case.  In  both  instances  they  had  fol- 
lowed the  Italian  method — had  cut  from  behind  forward — and 
he  thought  with  Dr.  Garrigues  that  it  were  better  to  adopt  it  in 

'  See  original  article,  p.  626. 
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tliis  country  in  preference  to  tliat  of  cutting  from  before  back- 
ward. He  was  not  in  favor  of  version  in  these  cases.  He  be- 
lieved the  able  surgeon  should  not  have  a  death  rate  of  more  than 
one  or  two  per  cent  from  Cesarean  section  and  none  whatever 
from  symphysiotomy.  Where  death  had  occurred  from  the  lat- 
ter procedure  it  was  due  to  tlie  fact  that  the  woman  was  already 
in  extremis  He  might  add  that  in  his  own  case  he  deliberately 
let  the  time  go  by  for  the  induction  of  premature  labor,  taking 
the  ground  that  symphysiotomy  was  safest  for  tlie  child. 

Dk.  Gciterrez  said  he  had  not  performed  symphysiotomy, 
but  he  approved  the  writings  and  work  of  Dr.  Garrigues  in  this 
direction,  and  thought  the  new  method  should  supplant  crani- 
otomy. 

Dr.  Garrigues  thought  Dr.  Price  was  beyond  doubt  mis- 
taken in  the  view  that  any  living  child  could  be  extracted  with 
forceps  if  it  were  possible  to  deliver  after  symphysiotomy. 

EECENT    SURGICAL    ADVANCES    AND    THEIR    RELATION    TO 
CONSERVATIVE    OBSTETKICS.' 

Dr.  "W.  Reynolds  Wilson,  of  Philadelphia,  read  a  paper 
with  this  title. 

puerperal  sepsis.^ 

Dk.  Edwakd  a.  Ayers,  of  IsTew  York,  read  a  paper  on  this 
subject. 

A  number  of  papers  in  the  hands  of  the  secretary  were,  in  the 
absence  of  the  authors,  read  by  title. 

A  vote  of  thanks  was  tendered  the  officers,  after  which  the 
Section  adjourned. 
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Stated  Meeting,  March  \%th,  1892. 
TJie  President,  W.  W.  Johnston,  M.D.,  in  the  C%air. 
Dr.  John  T.  AVintek  reported 

TWO    CASES    OF    PHLEGMASIA    DOLENS.' 

Dr.  W.  p.  Carr,  in  opening  the  discussion,  said  we  should 
distinctly  define  the  disease  in  order  to  discuss  it  intelligently. 
In  examining  the  older  literature  of  the  subject  he  had  found 
that  the  French  authors  especially  spoke  of  inflammation  of 

'  See  original  article,  p.  648.  -  See  original  article,  p.  657. 

'"■  See  original  article,  p.  680. 
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the  superficial  veins  as  being  the  cause  ;  while  later  writers, 
except  the  French,  considered  the  condition  to  be  due  to  throm- 
bosis. He  had  read  of  cases  occurring  in  the  arm.  The  ques- 
tion arises,  Should  we  consider  all  cases  of  thrombosis  as  phleg- 
masia dolens  ?  He  thought  it  best  to  follow  the  rule  suggested 
bj  Dr.  A.  F.  A.  King,  from  whose  book  he  got  the  most  satis- 
factory information  upon  the  subject.  He  found  many  cases  re- 
ported as  produced  by  other  causes  than  parturition.  There 
were  three  sets  of  causes.  Many  cases  proceeded  directly  from 
inflammation  of  the  uterine  or  peri-uterine  tissues,  otliers  were 
due  to  alterations  in  the  blood,  wdiile  others  were  attributable 
to  weakening  of  the  circulation.  Of  the  first,  in  which  the  dis- 
ease proceeded  directl}'  from  the  uterus,  nine-tenths  followed 
labor.  Septic  infection  was  much  more  common  after  labor 
than  was  generally  supposed.  The  infection  niight  extend  to 
the  common  or  external  iliac  vein  thus  producing  the  disease. 
He  described  the  condition  found  post  mortem  in  a  woman  wdio 
died  in  the  puerperal  state.  There  was  infiltration  and  pus 
around  the  uterus  and  broad  ligaments,  involving  the  iliac  vein. 
Had  the  patient  lived  longer  he  had  no  doubt  phlegmasia  would 
have  followed.  Cancer  of  the  uterus  involving  the  vein  would 
produce  phlegmasia.  Most  cases  were  reported  as  thrombo- 
sis of  the  femoral  vein.  He  thought  the  iliac  was  the  one 
affected. 

Of  the  second  set  of  causes,  the  toxic  materials  of  rheumatism 
and  Bright's  disease  retained  in  the  blood  were  causes  of  inflam- 
mation of  the  serous  membranes,  and,  the  lining  membrane  of 
the  blood  vessels  being  of  that  character,  phlebitis  might  i-esult 
from  their  presence. 

Third,  pressure  on  the  vena  cava  had  a  tendency  to  produce 
dilatation  of  the  veins  below. 

There  was  little  difference  of  opinion  as  to  prognosis  and 
treatment.  He  thought  that  prophylaxis  was  overlooked,  and 
that  antisepsis  should  be  strictly  enforced  with  the  puerperal 
woman.  In  Dr.  Winter's  first  case  there  was  Bright's  disease 
with  consequent  alteration  of  the  blood.  In  the  second  case 
there  was  a  condition  of  weakened  circulation  produced  by  the 
exhaustion  of  hemorrhage. 

Dr.  a.  F.  a.  King  said  he  agreed  in  the  main  with  what  Dr. 
Carr  had  said.  In  one  of  the  cases  reported  there  was  uremic 
poisoning  of  the  blood  ;  in  the  other  impoverishment  of  the 
blood  by  hemorrhage,  producing  a  condition  of  inopexia.  He 
objected  to  Dr.  "Winter's  putting  ice  in  the  uterus  and  keep 
ing  it  there  so  long.  Hemorrhage  increased  the  coagulability 
of  the  blood,  as  did  septicemia.  Coagulation  of  the  blood  was 
its  last  act  of  vitality,  and,  thus  poisoned,  it  was  liable  to  die. 
Sick  blood  coagulated  more  readily  than  healthy  blood.  The 
treatment  would  be  the  same  whether  the  clot  formed  first  or 
the  inflammation  preceded. 
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Dr.  W.  p.  Carr  said  that  poisoned  blood  clotted  because,  in 
coming  in  contact  with  the  walls  of  the  veins,  tibrin  ferment, 
fibrinogen,  etc.,  were  set  free. 

Dr.  a.  F.  a.  King  said  slowness  of  circnlation  was  a  cause  of 
clotting,  as  in  heart  clot.  The  patient  being  kept  in  a  horizontal 
position,  it  was  not  so  likely  to  occur. 

The  President,  Dr.  W,  W.  Johnston,  said  that  thrombosis  took 
place  after  sepsis  had  passed  off,  as  in  convalescence  from  ty- 
phoid fever;  so  also  after  the  subsidence  of  puerperal  fever. 
He  thought  that  something  more  than  a  poisoned  state  of  the 
blood  was  necessary  to  account  for  the  condition. 

Dr.  G.  K.  Acker  said  he  was  surprised  to  hear  that  both  of 
Dr.  Winter's  cases  were  affected  on  the  right  side.  He  had  had 
two  cases,  in  both  of  which  the  left  side  was  affected,  and  the 
books  spoke  of  the  disease  as  occnrring  on  that  side.  One  of 
his  cases  was  delivered  with  forceps  ;  she  recovered  entirely, 
except  having  a  slight  weakness  in  the  limb.  The  second  case 
had  some  premonitory  symptoms,  as  pain  on  the  left  side,  and 
the  suffering  continued  after  much  exercise.  He  asked  Dr. 
Winter  if  there  were  any  premonitory  symptoms  of  the  disease 
before  labor.  As  to  prognosis,  he  thought  we  should  be  cau- 
tious not  to  promise  complete  recovery.  The  treatment  was 
rest  and  efforts  to  get  the  veins  in  a  healthy  condition. 

Dr.  a.  F.  a.  King  objected  to  the  friction  of  the  limb  in  the 
application  of  liniments,  because  it  might  loosen  clots,  which 
might  produce  pulmonary  thrombosis.  He  disputed  the  wis- 
dom of  raising  the  limb  or  the  foot  of  the  bed. 

Dr.  W.  W.  Johnston  asked  Dr.  Acker  if  the  intima  of  the 
veins  was  the  same  as  in  other  serous  membranes. 

Dr.  Acker  said  yes,  and  in  return  asked  Dr.  Johnston  to  state 
his  views  as  to  the  propriety  of  raising  the  limb.  He  used  bella- 
donna and  other  soothing  applications,  and  enveloped  the  limb 
in  cotton  wool. 

Dk.  Johnston,  in  reply  to  Dr.  Acker,  said  that  in  elevating  the 
limb  he  considered  the  coinfort  of  the  patient. 

Dr.  J.  T.  Winter,  in  closing,  said  there  were  no  premonitory 
symptoms  in  his  first  case.  As  to  the  second  he  could  not  say, 
as  he  saw  the  patient  for  the  first  time  after  the  labor  had  com- 
menced. He  had  examined  the  urine  of  the  first  patient  lately, 
and  it  contained  albumin.     The  leg  was  still  swollen. 


Stated  Meeting,  April  16th,  1892. 

The  President  pro  tern.,  A.  F.  A.  King,  M.D.,  in  the  Chair. 

Dr.  Edmund  Lee  Tompkins  read  a  paper  entitled 

exophthalmic  goItre  in  women.* 

'  See  original  article,  p.  669. 
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Dr.  "Wm.  M.  Sprigg  said  lie  had  had  five  cases  of  exophthal- 
mic goitre  in  his  practice.  Had  one  under  observation  at  that 
time,  in  which  degeneration  of  the  goitre  had  taken  place.  He 
treated  the  case  with  electricity  and  the  tumor  was  somewhat 
reduced.  He  lost  sight  of  the  patient  for  a  time,  but  recently 
she  had  come  under  his  care  again  with  cystic  degeneration. 
Three  days  previously  he  had  aspirated  the  tumor,  evacuating 
several  cysts,  and  the  tumor  collapsed. 

Dr.  a.  F.  a.  King  asked  if  the  use  of  lime  water,  as  recom- 
mended, would  not  have  a  tendency  to  encourage  the  growth 
of  goitre.  Said  he  had  had  a  case  some  years  ago  who  went  to 
a  limestone  country  and  the  goitre  grew  rapidly. 

Dr.  G.  N^.  Acker  said  he  had  used  aromatic  sulphuric  acid  in 
several  cases  with  decided  benefit.  He  had  two  cases  at  that 
time,  in  one  of  whom  the  goitre  was  quite  marked.  When  she 
was  pregnant  her  pulse  was  increased  in  frequency  and  there 
was  greater  protrusion  of  the  goitrous  tumor. 

Dr.  E.  L.  Tompkins,  in  closing  the  discussion,  said  that 
Wilmer  had  said  that  faradism  of  the  eyes  relieved  pain.  The 
electrodes  applied  directly  to  the  enlarged  gland  reduced  its 
size.  Strophanthus  and  digitah's  were  beneficial  in  the  disease, 
as  also  were  strychnia  and  caffeine. 
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2Ieeting  of  Apr  if,  1893. 
T/ie  Presidtnt,  Dr.  Herman,  in  the  Chair. 

The  following  specimens  were  shown  :  Dr.  Duncan  for  Dr. 
Le  Diard,  of  Carlisle :  Fibromyoma  of  supravaginal  cervix  re- 
moved by  laparatomy.     Dr.  Ballance  :  Anencephalic  fetus. 

A  paper  by  Dr.  Arthur  Giles  was  read  on 

OBSERVATIONS   ON   THE    ETIOLOGY    OF   THE    SICKNESS    OF 
PREGNANCY. 

"With  a  view  to  discovering  what  are  the  chief  factors  which 
influence  the  occurrence  of  ordinary  morning  sickness  during 
pregnancy,  the  author  has  analyzed  the  records  of  300  cases  at 
the  General  Lying-in  Hospital,  and  comes  to  the  following  con- 
clusions : 

1.  About  one-third  of  pregnant  women  are  free  from  sick- 
ness throughout  pregnancy  ;  45  per  cent  are  free  from  sickness 
during  the  first  three  months.  Hence  absence  of  sickness  can- 
not be  regarded  as  of  much  weight  in  the  early  diagnosis  of 
pregnancy. 

2"  When  sickness  occurs  it  begins  in  70  per  cent  of  cases  in 
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tlie  first  month  ;  a  few  bcj^in  in  the  second,  tliird,  and  fourth 
montlis ;  tlie  fifth  and  sixth  are  nearly  free,  and  about  9  or  10 
per  cent  begin  in  the  last  three  months.  The  duration  varies 
from  a  few  days  to  all  through.  Sickness  is  most  frequent  dur- 
ing the  second  month,  as  found  also  by  Horwitz. 

3.  Sickness  occurs  rather  more  frequently  in  the  last  six 
months  among  single  women. 

4.  Between  the  ages  of  20  and  25  sickness  is  least  frequent; 
90  per  cent  of  primiparte  over  25  suffer  from  sickness. 

5.  There  is  less  sickness  in  the  third  than  in  other  pregnan- 
cies ;  and  the  sickness  that  occurs,  both  in  this  and  in  later 
pregnancies,  is  frequently  in  the  later  months  or  throughout. 
In  the  iirst  two  pregnancies  there  is  much  more  sickness  in  the 
first  three  months.  Comparing  primiparse  with  multiparse,  sick- 
ness in  the  early  or  middle  portion  is  more  common  among  the 
former  by  13  per  cent ;  sickness  all  through  is  more  common 
in  multipara  by  9  per  cent. 

6.  "Sickness  in  the  later  period  and  throughout  increases 
markedly  with  the  weight  of  the  cliild  and  placenta ;  but  the 
mother's  sickness  does  not  interfere  with  the  child's  nutrition, 

7.  Women  who  habitually  menstruate  painlessly  and  scantily 
suffer  much  less  from  sickness  than  those  who  suffer  much  pain 
and  lose  abundantly.  The  degree  of  pain  has  a  more  marked 
influence  than  the  quantity  lost. 

8.  Generally  speaking,  scanty  menstruation  is  associated  with 
little  or  no  pain,  and  profuse  menstruation  with  more  or  less 
severe  pain.  Pain  before  the  onset  of  the  menstrual  flow  is 
more  apt  to  be  sacral,  suprapubic  pain  being  more  frequent 
during  the  flow.     Sacral  is  oftener  severe  than  suprapubic. 

In  reviewing  the  subject  generally,  the  author  agrees  with 
those  writers  who  do  not  regard  sickness  in  any  form  as  phy- 
siological. The  most  important  views  as  to  the  causation  of 
sickness,  both  mild  and.  severe,  are  reviewed,  and  the  insuffi- 
ciency of  any  one  of  them  to  explain  all  cases  is  pointed  out. 
Founding  largely  on  the  analogy  of  eclampsia,  the  author  re- 
gards vomiting  as  chiefly  one  mode  of  manifestation  of  nervous 
instability,  and  so  dependent  on  the  interaction  of  three  main 
factors : 

1.  The  increased  nervous  irritability  of  pregnancy. 

2.  A  local  source  of  irritation. 

3.  A  ready  efferent  channel  for  nervous  energy  (the  vagi). 

The  relative  influence  of  these  factors  is  discussed.  The  gen- 
eral irritability  varies  according  to  age,  class,  race,  and  parity, 
and  may  manifest  ittelf  not  only  by  vomiting,  but  by  chorea, 
eclampsia,  hysteria,  or  mania. 

The  mode  of  action  of  factors  associated  with  menstruation  it  is 
difficult  to  explain  ;  it  may  be  by  its  influence  on  either  general 
or  local  conditions.  The  local  irritation  may  act  in  the  earlier 
or  the  later  months  of  pregnancy.     If  the  latter,  it  is  often 
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closely  connected  with  great  distention   of  the  uterus,  as  indi- 
cated by  twins,  or  by  a  heavy  child  and  large  placenta. 

The  fact  is  recognized  that  mild  and  severe  vomiting  may 
alike  come  on  from  causes  quite  unconnected  with  pregnancy. 

Dr.  Horrocks  thought  tiie  sickness  of  pregnancy,  in  the  gi-eat 
majority  of  cases,  began  after  the  first  period  was  missed.  He 
considered  the  sickness  of  pregnancy  purely  physiological,  and 
that  the  cases  in  which  it  was  absent  should  be  looked  upon  as 
abnormal,  jnst  the  same  as  the  sickness  produced  by  tartar 
emetic,  in  66.5  per  cent  of  cases  in  which  it  was  given,  was  phy- 
siological, and  its  absence  in  33.5  was  abnormal  and  required  ex- 
planation. 

As  to  the  cause  of  the  sickness  of  pregnancy,  it  was  not  defi- 
nitely known.  For  himself,  he  looked  upon  it  as  a  reflex  phe- 
nomenon, the  pregnant  uterus  being  the  exciting  cause,  the 
nervous  system  the  conductor,  and  the  stomach  and  vomiting 
apparatus  the  parts  affected.  ^ 

Dr.  Leith  Napier  agreed  with  Dr.  Horrocks  as  to  the  time 
when  the  sickness  first  appeared.  He  mentioned  excess  of  the 
liquor  amnii  as  a  cause.  He  suggested  that  all  cases  of  simple 
sickness  of  pregnancy  came  under  one  of  two  classes  :  (1)  reflex 
irritability;  (2)  abnormal  uterine  conditions,  which  might  be 
extra-  or  intra-uterine.  He  had  found  much  benefit  from  the 
administration  of  menthol  in  one  and  a  half  grain  doses. 

Dr.  Dakin  was  glad  to  find  the  author  had  not  given  the 
supposed  "  distention  "  of  the  uterus  by  the  normally  growing 
ovum  to  be  one  of  the  causes  of  the  vomiting  of  pregnancy,  as 
the  uterus  is  not  distended  by,  but  grows  with,  the  developing 
ovum.  He  asked  the  author  if  he  had  made  any  observations 
on  the  occurrence  of  cardiac  palpitations  or  quasi-asthmatic  at- 
tacks, either  simultaneously  or  alternating  with  attacks  of  vom- 
iting. He  pointed  out  that  no  deductions  could  be  drawn  from 
the  results  of  treatment  of  this  disorder,  seeing  that  the  vomit- 
ing ceases  of  itself  at  the  end  of  the  third  month  in  half  the 
cases.  He  considered  that  far  more  value  was  to  be  placed,  as 
regards  the  onset  of  vomiting,  on  the  large  number  of  cases  ob- 
served by  the  author  than  on  any  general  impressions. 

The  President  considered  the  paper  a  most  valuable  one,  as 
{a)  it  was  based  on  a  larger  number  of  cases  than  any  other  he 
was  acquainted  with,  and  {h)  the  author  had  analyzed  these 
cases  in  an  impartial,  unbiassed  way.  He  agreed  with  what  the 
previous  speaker  had  said  as  to  the  fallacy  of  drawing  conclu- 
sions about  this  disease  from  the  effect  of  treatment.  The  au- 
thor had  brought  out  some  important,  novel,  and  interesting 
facts.  First,  that  the  patients  who  suffered  pain  when  they 
menstruated  were  more  liable  to  vomit  when  they  became  preg- 
nant ;  and  this  was  not  hard  to  understand,  for  patients  whose 
nervous  systems  were  very  sensitive  were  those  liable  to  pain 
and  also  to  vomiting  from  slight  causes.     Second,  the  concur- 
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rence  of  vomiting  at  the  end  of  pregnancy  with  uDusnal  dis- 
tention of  the  uterus.  This,  he  (the  President)  thought,  might 
be  a  local  effect  due  to  pressure  on  the  stomach.  Thirdly,  as 
the  late  Dr.  Matthews  Duncan  had  shown  that  the  most  favor- 
able age  for  child-bearmg  was  25,  and  that,  as  a  rule,  the  third 
child  was  the  best  specimen  of  a  family,  so  it  was  precisely  in 
these  patients  (as  shown  by  the  author)  that  the  vomiting  was 
least. 

Dr.  Giles  (in  reply)  could  not  agree  with  Dr.  Horrocks  that 
the  sickness  was  physiological,  as  it  was  absent  in  one-third  of 
the  cases.  The  effect  of  tartar  emetic  was  pharmacological,  not 
physiological,  and  therefore  could  not  be  compared  with  the 
sickness  of  pregnancy.  He  regarded  sickness  as  due,  not  to  any 
one  action,  but  to  the  interaction  of  several. 

Under  the  term  ''local  source  of  irritation"  he  included  both 
13athological  conditions  of  the  uterus,  such  as  erosions,  flexions, 
etc.,  and  also  the  presence  of  the  fetus,  which,  though  not  nec- 
essarily a  focus  of  irritation,  might  become  so  when  other  con- 
ditions predisposed  thereto.  He  quite  agreed  with  tiie  Presi- 
dent that  the  sickness  was,  above  all,  a  nervous  disease. 

A  paper  was  next  communicated  by  Dr.  Addinsell 

ON    THE    EFFECTS    OF   THE    INFLUENZA    POISON    UPON    THE 
LYING-IN    WOMAN. 

He  described  several  cases  which  had  been  under  his  care, 
and  showed  how  they  differed  from  puerperal  septicemia.  He 
also  cited  the  case  of  a  lady  who  suffered  from  dengue  in  her 
confinement,  and  its  effects  on  the  lochia  and  milk,  pointing  out 
the  strong  resemblance  between  this  disease  and  influenza.  He 
considered  influenza  attacked  the  weakest  spot,  and  he  quoted 
instances  of  several  patients,  seized  with  the  disease  at  the  time 
of  menstruation,  who  suffered,  and  still  suffer,  from  ovaritis 
traceable  to  that  time;  and  he  finally  threw  out  the  suggestion 
that  the  nervous  symptoms  so  often  seen  in  puerperal  septice- 
mia, and  which  were  very  marked  in  the  most  severe  of  his  se- 
ries of  cases,  might  be  due  to  the  necrotic  elements  of  the  en- 
dometrium not  being  carried  off  in  the  usual  lochial  discharge, 
and  thus  being  absorbed  and  carried  into  the  cerebral  circula- 
tion. 

The  President  said  that  influenza  was  such  a  recent  disease 
among  us  that  he  did  not  feel  competent  to  define  its  "  classi- 
cal "  symptoms.  He  had  seen  two  cases  of  febrile  illness,  one 
consisting  of  repeated  febrile  attacks  following  delivery,  the 
other  of  a  febrile  attack  interrupting  recovery  after  the  open- 
ing of  a  pelvic  abscess;  and  he  had  concurred  with  the  doc- 
tors in  attendance  in  ascribing  these  cases  to  influenza,  rather 
because  no  other  cause  was  found  than  because  there  was  any- 
thing- distinctive  in  the  illness. 
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Akbeitejst  Ars  der  Konigi>ichen  Feauenklinik    IX    Dresden. 
1.  Band.     Report  from  the  Dresden  Eoyal  Lying-in  Hospi- 
tal.    By  G.  Leopold,  GeheimerMediciualratb,  Professor  der 
Gyniikologie,  Director    der  Koniglicheu    Frauenkliiiik,    etc. 
11  illustrations.     S.  Hirzei,  Leipzig,  1893. 
Leopold's  work  represents  a  large  mass  of  extremely  valuable 
material  admirably  sifted  and  clearly  discussed.    It  is  not  simply 
a  report  of  cases,  but  an  interesting  and  important  chapter  of 
obstetrics,  the  relative  value  of  obstetrical  operations  in  con- 
tracted pelves,  is  exhaustively  treated  b}^  Leopold  and  his  assist- 
ants.    Busehbeck  confines  himself  to  "  the  induction  of  prema- 
ture labor  "  and  reports  eighty-one  cases.     Rosenthal  discusses 
one  hundred  and  two  cases  of  version  and  extraction  in  pelvic 
contraction.     Zeitelmann's  material  comprises  one  hundred  and 
twenty-one    craniotomies,   and   Corner  reports   fifty    Cesarean 
sections.     Wehle   writes   an  excellent  resume   of  our   present 
knowledge  of  symphysiotomy.     This  last  paper,  on  account  of 
its  exceptional  value,  was  exteusivel}' discussed  in  the  May  num- 
ber of  The  American  Journal  of  Obstetrics. 

Besides  these  papers  the  work  contains  an  interesting  descrip- 
tion of  the  management  of  the  Dresden  Clinic,  and  the  advan- 
tages which  this  institution  offers  to  physicians  who  wish  to 
broaden  and  perfect  their  knowledge  in  the  field  of  obstetrics 
and  gynecology.  The  days  spent  by  the  writer  in  the  Dresden 
Clinic  have  been  of  inestimable  value  to  him,  and  he  considers  it 
a  debt  of  gratitude  and  a  duty  to  the  medical  profession  to  again 
call  attention  to  this  peerless  institution.  The  hospital  has  a 
larger  material  than  any  other  German  clinic,  and,  if  the  ability 
and  high  professional  standing  of  its  director  are  considered,  it  is 
understood  why  numbers  of  young  physicians  flock  there  to 
carry  away  treasures  of  wisdom.  The  cordial  reception  which 
one  meets  there,  and  the  generous  liberality  with  which  the  rich 
material  is  placed  at  one's  disposal,  are  a  pleasant  contrast  to  many 
similar  institutions,  in  which  the  director  is  an  unapproachable 
monarch  and  the  assistants  treat  the  anxious  seeker  after  knowl- 
edge as  an  intruder,  only  tolerated  after  paying  handsome  bribes 
in  the  shape  of  fees  for  so-called  special  courses. 

The  book  closes  with  a  chapter  by  Leopold.  He  discusses  in 
his  clear,  masterly  style  a  review  of  the  various  operations,  their 
indications,  advantages,  and  shortcomings.  Some  of  his  deduc- 
tions are  here  reproduced.  They  all  deserve  the  closest  study. 
A  conjugata  vera  of  T  centimetres  in  a  iiat.  rachitic  pelvis,  and 
7.5  centimetres  in  a  uniformly  contracted  pelvis,  are  lowest 
limits  for  which  premature  labor  may  be  induced  with  any  pros- 
pect of  favorable  result.     He  says  :    "  The  results  of  premature 
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labor  are  as  vet  decidedly  iinsatisfaetorj.  TTe  must  strive  to 
avoid  infection,  discover  means  to  induce  labor  more  rapidly, 
prevent  the  premature  rupture  of  tlie  membranes,  seek  the  most 
opportune  time  at  which  to  induce  labor,  and  surround  the  pre- 
mature child  with  conditions  most  favorable  to  its  future  well- 
fare  and  development. 

'•  The  statistics  of  version  in  contracted  pelves  must  also  im- 
prove. The  reports  of  death  from  hemorrhage  or  infection 
must  cease.  The  most  favorable  moment  for  the  performance 
of  this  operation  is  a  fully  dilated  os  with  membrane  intact. 
Undue  haste  must  be  avoided.  The  extraction  of  the  head  should 
never  be  hurried.  By  introducing  the  finger  into  the  child's 
mouth  sufficient  air  may  be  inspired  to  prevent  asphyxia. 

"  If  the  pelvic  contraction  extends  below  the  above-mentioned 
measurements,  7  and  7.5  centimetres  respectively,  craniotomy, 
symphysiotomy,  and  Cesarean  section  come  under  consideration. 
It  is  doubtful  whether  the  perforation  of  the  living  child  will  ever 
cease  to  be  a  justiliable  operation,  but  it  seems  as  if  symphysi- 
otomy is  destined  to  limit  the  scope  of  both  the  relative  Cesarean 
section  and  craniotomy  ;  yes,  it  is  probable  that  the  relative  Ce- 
sarean section  will  be  entirely  displaced  through  the  symphysi- 
otomy." But  Leopold  warns  not  to  be  too  hasty  in  adopting 
this  operation.  The  indications  and  hmits  have  not  been  suf- 
ficiently studied  to  warrant  its  universal  and  indiscriminate  per- 
formance, and  if  the  warning  cry  is  not  heeded  we  may  again 
be  confronted  with  the  terrible  statistics  of  the  old  Cesarean 
section. 

Every  physician  will  find  much  of  interest  in  this  work,  but 
to  the  specialist  its  study  is  a  necessity.  j.  e. 

Traxsactioxs  of  the  Americax  Associatiox  of  Obstetkiciaxs 

AXD  Gynecologists.     Volume   Y.,  for  the  vear   1892.     Pp. 

522.     Philadelphia,  Wm.  J.  Dornan,  1893. 
Tkaxsactioxs  of  the  Southerx  Surgical  axd  Gynecological 

Association.     Yolume    Y.,  for    the  year  1892.      Pp.  431. 

Published  by  the  Association,  1893.     W.  E.   B.  Davis,  Sec- 
retary, Birmingham,  Ala. 

These  volumes,  which  maintain  the  high  standard  set  by 
these  societies,  contain  the  papers  and  discussions  which  came 
before  their  meetings  in  September  and  November  of  last  year, 
many  of  which  have  appeared  in  the  pages  of  this  Journal  for 
November  and  December,  1892. 
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Bd.  xxiv.,  Heft.  3). — Based  upon  a  large  clinical  experience,  the 
indications  for  these  operations  are  discussed.  The  dilatation  of 
the  cervix  by  deep  incisions  is  advised  in  all  cases  in  v^'hich  the 
life  of  mother  or  child  is  endangered,  while  the  os  is  not  dilated 
or  its  margins  are  abnormally  rigid. 

Before  attempting  this  operation  the  supravaginal  cervix 
must  be  dilated,  and  if  this  condition  does  not  exist  it  will  be  nec- 
essary to  dilate  it  by  means  of  rubber  dilators.  The  method  ad- 
vised to  accomplish  this  is,  to  rupture  the  membranes,  introduce 
a  colpenrynter  into  the  cervix,  and,  after  distending  the  latter  to 
the  size  of  a  fetal  head,  to  make  slow  but  continuous  traction. 
The  pelvis  should  be  normal,  or  nearly  so.  The  child  must  not 
be  of  excessive  size,  and  its  position  either  normal  or  easily  cor- 
rected. This  operation  is  of  especial  value  in  old  primiparse  in 
whom,  for  one  or  the  other  reason,  rapid  delivery  has  to  be  per- 
formed. Twenty -four  women  out  of  twenty-seven  reported 
eases  were  above  30  years  of  age. 

The  technique  of  the  operation  is  as  follows  :  Grasp  the  cervix 
with  two  lingers  of  the  left  hand,  using  them  as  a  guide,  and, 
after  fixing  the  anterior  and  posterior  lips  with  two  bullet  for- 
ceps, divide  the  os  in  four  places  up  to  the  vaginal  junction.  A 
pair  of  long,  blunt-pointed  scissors  is  said  to  be  most  handy. 
It  is  best  to  divide  first  the  posterior  lip,  next  on  either  side,  and 
last  the  anterior  lip.  After  pressing  the  head  into  the  pelvis 
the  child  is  extracted  with  the  forceps.  In  case  of  an  ensuing 
hemorrhage  the  uterus  and  vagina  should  be  tamponed  with 
iodoform  gauze.  The  incisions  are  not  united  by  sutures.  This 
operation,  if  properly  performed,  is  practically  without  danger. 
Diihrssen  has  never  observed  an  untoward  accident.  Further 
tearing  of  the  wounds  need  not  be  feared,  and  a  subsequent 
hemorrhage  is  rare.  The  bleeding  will  generally  cease  with  the 
extraction  of  the  child  and  contraction  of  the  uterus. 

If  the  fetal  head  has  passed  through  the  os  and  the  soft  parts 
of  the  pelvic  outlet  offer  an  undue  resistance,  episiotomy  is  re- 
commended. Divide  on  one  side  only,  midway  between  the 
tuberosity  of  the  ischium  and  the  anus.  The  cut  must  extend 
down  to  the  levator  ani.  and  is  about  four  to  seven  centimetres 
in  length.  This  wound  should,  after  complete  delivery,  be  care- 
fullv  united.  j.  r. 


ITEM. 

The  sixth  annual  meeting  of  the  Southern  Suegical  and 
Gynecological  Association  will  be  held  at  New  Orleans,  La., 
on  November  14th.  15th,  and  16th.  Members  of  the  medical 
profession  are  cordially  invited  to  attend  the  meeting,  which 
promises  to  be  most  interesting. 
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THE  PRESENT  STATUS  OF  OUR   KNOWLEDGE    OF  THE 

PATHOLOGY  OF    PELVIC    INFLAMMATION,  WITH 

SPECIAL  REFERENCE  TO  THE  TREATMENT 

OF  PELVIC  ABSCESS.' 


BY 

RICHARD  B.   3IAURY,  M.D., 
Memphis,  Term. 


We  are  in  a  position  to-day  to  entertain  clearer  views  than 
ever  before  of  the  pathology  of  the  pelvic  iniiammations,  and 
upon  these  views  must  be  based  the  treatment  of  pelvic  ab- 
scesses. I  do  not  propose  to  present  here  a  complete  history 
of  the  subject,  but  merely  to  touch  upon  the  salient  features 
of  diseases  which  for  so  long  have  been  the  subject  of  contro- 
versy. My  aim  is  to  state  concisely  what  appear  to  be  well-estab- 
lished facts. 

Pelvic  Cellulitis. — The  history  of  pelvic  cellulitis  is  one  of 
the  most  remarkable  in  the  annals  of  medicine.     Dominating 

'  Read  before  the  Section  on  Gynecology  and  Abdominal  Surgery  of  the 
Pan-American  Medical  Congress. 
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pelvic  pathology  from  the  time  of  Churchill  and  Marchal  until 
the  recent  development  of  pelvic  surger}',  it  was  considered  by 
the  foremost  men  in  medicine  to  he  responsible  for  nearly  all  of 
the  inflammatory  exudations  in  the  pelvis.  In  proof  of  this 
allow  me  to  quote  in  brief  from  two  of  tlie  most  influential  and 
respected  authors  of  our  age. 

Emmet  wrote  ten  years  ago  :  "  My  convictions  are  that,  while 
the  primary  cause  of  uterine  disease  lies,  through  the  influence 
of  the  sympathetic  system,  in  impaired  nutrition,  we  must  look 
to  pathological  changes  in  the  connective  tissue  as  the  immedi- 
ate cause  of  the  results  we  now  regard  as  the  original  disease  in 
the  uterus  and  ovaries. 

"  I  have  never  seen  a  case  of  ovaritis  without  inflammation  of 
the  neighboring'  tissues,  and,  where  I  have  had  the  opportunity 
of  observing  early  enongli,  I  have  always  detected  the  cellulitis 
before  the  ovary  became  involved. 

"  We  have  no  means  of  judging  with  accuracy  as  to  the  con- 
dition of  the  Fallopian  tubes  during  life  ;  but  unless  they  have 
been  directly  poisoned  by  some  foreign  irritation,  as  by  gonor- 
rheal discharges,  the  probabilities  are  that  inflammation  of  their 
mucous  meml)rane,  as  of  that  of  the  uterine  canal,  is  secondary 
to  some  previous  lesion  in  the  cellular  tissue."  * 

Thomas,  about  the  same  time,  while  accepting  the  teachings 
of  Bernutz  in  regard  to  pelvic  peritonitis,  wrote  thus  upon  the 
pathology  of  pelvic  abscess  : 

"  There  are  three  sources  of  pelvic  abscess :  (1)  the  break- 
ing-down of  tubercular  material  deposited  in  the  tissues  of  the 
pelvis;  (2)  suppurative  action  taking  place  in  the  walls  of  a 
cavity  formed  by  a  hematocele  or  ovarian  cyst ;  (3)  inflamma- 
tory suppuration  in  the  areolar  tissue,  the  ovaries,  the  tubes, 
the  pelvic  peritoneum,  or  the  parenchyma  of  the  uterus  itself. 
Of  "all  these  sources  tlie  third  is  decidedly  the  most  frequently 
met  with,  and  is  most  generally  the  result  of  cellulitis  occurring 
after  parturition  or  in  the  non -puerperal  state."  ^ 

Surgical  treatment  in  every  country  has  been  based  upon  this 
doctrine.  To-day,  after  the  lapse  of  ten  years,  these  teachings 
do  not  appear  to  represent  the  truth,  and  it  may  be  that  they  do 
not  now  express  the  opinions  of  the  writers.  That  such  views 
were  then  held  it  is  perhaps  not  strange  when  we  remember  that 

'  "  Principles  and  Practice  of  Gynecology,"  1884. 
-  "  Diseases  of  "Women,"  1880. 
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the  enucleation  of  pelvic  pus  sacs  is  of  very  recent  date  ;  that  at 
the  time  Mr.  Tait's  work  on  the  ovaries  was  written  (1882)  ova- 
rian abscess  was  regarded  as  a  condition  of  extreme  rarity,  and 
that  about  the  same  period  the  gynecological  surgeons  of  London 
were  under  the  impression  that  the  pyosalpinx  cases  all  went  to 
the  Birmingham  market.  But  these  doctrines  are  still  being 
taught  to-day. 

Pelvic  cellulitis  is  now  recognized  as  one  of  the  features  of  an 
acute  sejDtic  inflammation  which  invades  the  sexual  organs  dur- 
ing the  puerperium,  and  which  may  occur  also  as  a  sequel  to 
surgical  operations  upon  the  genital  canal.  The  inflammation 
of  the  cellular  tissue  does  not  here  represent  a  separate  and  dis- 
tinct morbid  condition ;  it  is  associated  with  inflammation  of 
the  other  pelvic  structures — the  lymphatics,  the  veins,  the  mu- 
cous and  serous  coverinsfs  of  the  uterus.  The  clinical  condition 
thus  described  is  a  general  pelvic  inflammation. 

The  question  has  often  been  raised,  and  much  discussed, 
whether  cellulitis  ever  exists  pure  and  simple,  un associated  with 
pelvic  peritonitis.  Practically  speaking,  we  would  answer,  No  ! 
To  decide  the  question  absolutely  will  require  more  accuracy  in 
autopsical  evidence  than  has  been  forthcoming  during  the  past 
thirty  years.  Cellulitis  to  the  extent  of  forming  distinct  pelvic 
exudations  appreciable  at  the  bedside  is  of  infrequent  occurrence, 
even  in  the  puerperal  woman.  Outside  of  the  jDuerperal  state 
it  may  be  said  that  practically  we  know  nothing  of  it,  now  that 
the  operation  for  the  deligation  of  polypus  and  the  use  of  sponge 
tents  have  been  abandoned.  Improved  knowledge  of  patho- 
logy, better  acquaintance  with  the  exudations  incident  to  pelvic 
peritonitis,  the  frequent  resort  to  abdominal  section,  have  proven 
the  comparative  rarity  of  pelvic  cellulitis  to  the  extent  of  causing 
noticeable  exudations.  This  statement  is  true  even  when  applied 
to  cases  of  most  pronoun3ed  septic  character.  In  many  grave 
cases  of  puerperal  fever  I  have  been  unable  to  discover  lesions 
due  to  cellulitis.  I  have  done  five  life-saving  operations  on 
puerperal  women  in  whom  the  lesions  wei-e  tubal  and  pentoneal, 
and  not  cellulitic,  so  far  as  could  be  discovered  before  operation 
or  after  opening  the  abdomen.  Others  have  had  a  similar  expe- 
rience. 

Coe's  observations  upon  the  surgical  cases  which  terminated 
fatally  by  septic  infection  are  generally  known  :  "  Of  half  a 
dozen  fatal  cases  of  hystero-traclielorrhaphy  and  incision  of  the 
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cervix  ia  which  I  have  enjoyed  the  rare  opportunity  of  studying 
the  sequences,  in  every  instance  the  cause  of  death  was  acute 
diffuse  peritonitis.  In  none  of  these  cases  was  there  any  evi- 
dence of  acute  cellulitis,  although  old  cicatrices  were  not  want- 
ing." ' 

In  the  case  of  a  woman  from  whom  a  fibrous  polypus  had 
been  removed  by  deligation,  McClintock  found  at  the  autopsy 
"intense  recent  peritonitis."  This  woman  lived  fifteen  days 
after  the  operation  of  deligation,  and  there  was  found,  in  addition 
to  the  fatal  peritonitis,  an  abscess  of  one  broad  ligament.  The 
great  majority  of  exudations  in  the  cellular  tissue  undergo  re- 
solution. This  is  true  also  of  very  large  exudations.  Abscess 
formation  is  the  exception,  even  in  large  inflammatory  masses. 
For  this  statement  we  have  the  high  authority  of  "Winckel  and 
of  Yeit  in  pre-antiseptic  times ;  and  in  more  modern,  of  Lusk 
and  E.  Ziegler. 

When  suppuration  does  ensue,  the  pus  collections  which  may 
require  surgical  interference  will  be  found  : 

1.  Between  the  layers  of  the  broad  ligament. 

2.  In  the  iliac  fossa. 

3.  In  the  anterior  abdominal  wall  between  the  navel  and 
pubes. 

•i.  Possibly  in  the  tissue  behind  the  cervix. 
Phlegmon  of  the  broad  ligament,  the  most  important  of  these 
collections,  is  usually  associated  with  a  recent  labor,  but  it  has 
repeatedly  followed  operations  upon  the  uterus.  It  is  remark- 
able how  much  obscurity  and  doubt  surround,  even  now,  the 
subject  of  broad-ligament  abscess.  There  has  been  the  greatest 
lack  of  scientific  accuracy  in  the  post-mortem  reports.  Courty^ 
says  "  abscess  of  the  broad  ligament  is  common."  "W.  H.  By- 
ford  ^  thought  that  "  the  most  frequent  locality  of  pelvic  ab- 
scess is  between  the  layers  of  the  broad  ligament."  Matthews 
Duncan*  says  "post-mortem  examinations  have  rarely  shown 
the  broad  ligaments  distended  with  pus."  Thomas  Savage,^ 
recording  the  forms  and  localities  of  twenty  cases  of  pelvic  ab- 
scess, mentions  but  two  of  the  broad  ligament.  One  of  these 
followed  deligation  of  a  polypus;  the  other  was  associated  with 

1  New  York  Medical  Journal,  May  15tli,  1886. 

^  Mann's  "  American  System  of  Gynecology,"  vol.  i.,  p.  733. 

"  Ibid. 

*  "Parametritis  and  Perimetritis." 

^  "  Anatomy  of  Female  Pelvic  Organs." 
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a  Uterine  fibroid,  and,  I  venture  to  suggest,  was  a  tubal  ratlier 
than  a  broad-ligament  abscess.  Berry  Hart '  uses  this  remark- 
able language:  "There  is  little  doubt  that  we  can  have  a  cellu- 
litis of  the  broad  ligament,  and  that  it  may  go  on  to  abscess  of 
'the  broad  ligament.  This  I  have  seen  in  an  abdominal  section 
by  Prof.  Simpson,  where  the  existence  of  pus  distending  the 
broad  ligament  was  verified  by  the  aspirator  passed  in  from 
above."  Xo  doubt  many  observers  have  mistaken  ovarian  and 
tubal  abscesses  for  suppurating  phlegmons  of  the  broad  liga- 
ment. The  differentiation  cannot  usually  be  made  by  passing 
the  aspirator.  The  tube  must  be  separated  from  the  mass. 
Careful  dissection  will  be  required. 

During  the  past  year  Polk  has  reported  the  single  case  of 
broad-ligament  abscess  from  cellulitis  which  he  has  seen  in  his 
entire  experience  as  an  abdominal  surgeon  :" 

"  The  woman  was  in  the  secondary  stage  of  syphilis,  had 
been  confined  five  Aveeks  prior  to  the  operation,  and  had  been 
^suffering  from  puerperal  fever  of  moderate  severity. 

"  There  were  discovered  before  operation  masses  on  each  side 
"of  the  uterus,  that  on  the  right  being  the  larger.  On  opening 
the  abdomen  the  ovaries  and  fimbriated  ends  of  both  tubes  were 
found  free  from  any  displacement ;  both  fimbriae  were  open. 
A  mass  of  exudation  lay  between  the  layers  of  the  right  broad 
ligament,  bounded  above  by  Fallopian  tube  and  round  ligament, 
within  by  the  right  wall  of  the  uterus,  below  and  to  the  outside 
by  a  line  corresponding  to  the  base  of  the  broad  ligament. 
From  before  backward  this  mass  was  one  inch  in  thickness. 

"  On  the  left  side  a  similar  but  smaller  mass  was  found.  The 
masses  were  dissected  from  their  position  and  removed.  Each 
ovary  and  tube  was  also  removed.  Examination  of  the  tubes 
showed  a  slight  catarrhal  salpingitis  with  thickening  of  tube 
walls.  Cutting  into  the  mass,  an  abscess  was  found  having  no 
connection  with  tube  or  ovary.  There  was  slight  thickening  of 
the  ovaries  from  serous  infiltration.'" 

The  report  is  to  be  commended  for  its  scientific  accuracy. 
Joseph  Price  states  that  in  over  fourteen  hundred  abdominal 
sections  he  has  not  observed  an  exudation  from  cellulitis  once.' 

In   view  of  these  facts  I  would  emphasize  the  statement  that 

'  "  Manual  of  Gynecology." 

2  New  York  Journal  of  Gynecology  and  Obstetrics,  April,  1893. 

^  Personal  statement. 
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suppuration  of  the  cellular  tissue  of  the  pelvis  is  rare  as  com- 
pared loith  the  other  forms  of  pelmc  ahscess. 

Chronic  Cellulitis. — Cellulitis  has  been  defined  as  an  acute 
infiamniation.  Chronic  cellulitis,  as  a  discoverable  clinical  con- 
dition, does  not  rest  npon  a  foundation  of  exact  knowledge. 
The  '•'  parametritis  posterior  "  of  Schultze  cannot  be  accepted 
as  a  correct  definition  of  the  morbid  condition  to  which  it  is  ap- 
plied. Schroder's  opinion  was  that  the  shortening  of  the  utero- 
sacral  ligaments  was  due  to  a  peritonitis.  Hart  sajs  it  should 
more  properly  be  regarded  as  a  combined  peritonitis  and  cel- 
lulitis. Pozzi  considers  the  lesion  to  be  a  perisalpingitis  about 
the  diseased  adnexa.  Bandl's^  extensive  and  careful  dissections- 
show  that  "  in  the  anteflexion  cases  residues  of  inflammation 
were  found  in  the  parametric  tissue,  in  the  muscular  tissue  of 
the  folds  of  Douglas,  and  in  the  connective  tissue  and  perito- 
neum surrounding  them."  According  to  Coe,^  "  the  thickening 
of  the  utero-sacral  ligaments,  so  frequently  alluded  to  in  works 
on  gynecology,  has,  when  carefully  dissected  out,  proved  in  my 
experience  to  be  due  not  so  much  to  a  disease  of  the  connective 
tissue  of  these  ligaments  as  to  a  cicatricial  condition  of  the  peri- 
toneum covering  them." 

The  propriety  of  designating  these  complicated  inflammatory 
processes,  in  which  peritonitis  plays  the  major  part,  by  the  term 
"  chronic  cellulitis  "  cannot  be  justified. 

What  we  recognize  as  "  parametritis  posterior  "  is  a  cicatri- 
cial contraction  of  all  the  tissues  of  the  utero-sacral  ligaments. 
This  is  not  a  chronic  inflammation,  but  simply  the  relic  of  an 
inflammation  long:  since  gone — an  inflammation  more  or  less 
acute  in  the  puerperal  woman,  and  therefore  septic  in  character ;. 
or  else  the  result  of  infection,  in  the  non-puerperal  subject,  of  the 
cervical  secretions  by  gonococci  or  other  bacterial  organisms. 
So  also  must  we  regard  the  "  chronic  cellulitis  "  in  proximity  to 
cervical  lacerations.  It  originally  is  a  mild,  acute  puerperal  in- 
fection which  runs  its  course.  The  tissue  changes  due  to  this 
process — "  residues  "  of  inflammation — are  more  or  less  per- 
manent, even  after  the  cervix  has  been  restored  to  a  healthy 
condition  by  trachelorrhaphy.  These  cicatricial  formations,  as 
well  as  the  parametritis  chronica,  circumscripta,  et  diffusa  of 
Freund,  are  of  interest  to  the  pathological  anatomist,  but  we  are 

'  "  Cyclopedia  of  Obstetrics  and  Gynecology,"  vol.  xii. 

-  Mann's  "  American  System  of  Gynecology,"  vol.  i.,  p.  700. 
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unable  to  recognize  clinically  the  existence  of  the  inflammation 
of  which  they  are  the  evidence.  We  therefore  deny  the  pro- 
priety of  erecting  them  into  a  group  to  be  designated  as  forms 
of  chronic  cellulitis.  BandP  urged  years  ago  that  they  should 
be  regarded  simply  as  ''  remnants "  of  an  inflammation  long 
since  gone. 

These  remnants  are  often  found  in  the  cadaver.  Bandl's  ex- 
tensive autopsical  observations  were  made  upon  three  classes 
of  subjects:  1.  Girls  under  12  years  of  age  and  menstruating 
virgins.  2.  Nulliparous  women  and  prostitutes.  3.  Parous 
women. 

In  the  first  class  "  remnants  "  were  rare  and  were  exclusively 
tubal  and  peritoneal,  none  parametric. 

In  the  second  class  "  both  parametric  and  peritoneal  '  resi- 
dues '  were  often  found,  having  their  seat  around  the  tubes  and 
ovaries,  the  latter  being  connected  with  each  other  and  with  the 
surroundings  of  the  broad  ligaments  and  the  peritoneum  of 
Douglas'  cul-de-sac  by  pseudo-membranes. 

"  The  residues  of  parametritis  are  slighter  and  more  obscure 
than  those  of  peritonitis,  but  by  comparison  with  normal  or- 
gans they  can  easily  be  recognized." 

From  these  researches  it  is  clear  that  the  cellulitis  could  not 
have  been  recognized  clinically,  being  associated  with  an  over- 
shadowing peritonitis  whose  lesions  markedly  predominated. 

Polk's  investigations  ^  corroborate  those  of  Bandl.  He  states 
that  "in  a  large  number  of  post-mortem  examinations  made  in 
the  dead-house  of  Bellevue  Hospital  it  is  noticed  that,  excepting 
those  patients  who  have  died  of  septicemia,  it  is  the  rarest  thing 
to  find  cellulitis,  unless  the  cellulitis  be  clearly  secondary  to  a 
previous  inflammation  of  the  pelvic  peritoneum." 

In  Bandl's  third  class  "residues  "  were  even  more  marked. 

"We  cannot  now,  without  autopsical  evidence,  accept  the  oft- 
repeated  statement  that  pelvic  cellulitis  occurs  in  young  girls 
and  old  women.  I  have  been  able  to  find  no  positive  proof  of 
its  existence  in  the  former,  and  the  only  authority  for  its  exist- 
ence in  old  women  is  the  case  cited  bj-  Avan.  She  was  80  years 
old  and  had  a  swelling  on  the  side  of  the  uterus,  which  Pobin 
found  to  contain  fibro-plastic  cells.  One  swallow  does  not  make 
a  summer ! 

'  Loc.  cit. 

'^  Mann's  "  American  System  of  Gynecology,''  vol.  i.,  p.  700. 
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Conclusions. — 1.  Pelvic  cellulitis  is  an  acute  form  of  disease, 
recognized  clinically  only  in  the  puerperal  woman,  or  in  one 
who  has  suffered  sejDtic  infection  after  a  surgical  operation  on 
the  genital  canal. 

2.  Chronic  celhilitis  is  a  misnomer. 

3.  The  occurrence  of  cellulitis  to  the  extent  of  forming  appre- 
ciable exudations  in  the  pelvis  is  of  infrequent  occurrence. 

4.  Cellulitis  to  an  inappreciable  degree,  clinically,  often  oc- 
curs in  connection  with  peritonitis.  It  is  discoverable,  on  the 
cadaver,  in  the  shape  of  small  cicatrices,  especially  in  the  neigh- 
borhood of  the  tubes  and  ovaries,  between  the  layers  of  the 
broad  ligaments,  and  in  the  utero-sacral  ligaments,  and  is  asso- 
ciated with  evidences  of  extensive  peritoneal  lesions. 

5.  When  large  exudations  form  in  the  cellular  tissue  the  great 
majority  undergo  resolution.     Suppuration  is  the  exception. 

6.  Pus  collections  in  the  pelvic  celhilar  tissue  are  seldom  seen 
in  comparison  with  other  forms  of  pelvic  abscess. 

Pelvic  Peritonitis. — The  gravest  lesions,  the  most  numer- 
ous, the  most  difficult  to  deal  with  in  the  practice  of  gynecology, 
are  those  which  are  caused  by  inflammation  having  its  origin  in 
one  form  of  infection  or  another,  and  which,  after  obtaining 
access  through  the  external  organs  of  generation,  localizes  itself 
in  the  endometrium  or  in  the  lining  of  the  tubes  for  a  time,  and 
extends  therefrom  to  the  pelvic  peritoneum  and  the  ovaries — 
pelvic  peritonitis. 

This  infection  may  be  of  a  mild  character — catarrhal,  as  it 
is  called ;  or  it  may  be  very  pernicious  in  its  nature — that  is, 
gonorrheal ;  or  septic  and  rapidly  fatal.  The  history  of  pelvic 
peritonitis  was  accurately  written  thirty  years  ago  by  Bemutz. 
We,  his  successors,  have  found  little  more  to  do  than  confirm 
the  results  of  his  labors.  It  is  not  until  the  last  few  years  that 
they  have  been  fully  understood.  Pelvic  peritonitis  is  the  key 
to  gynecological  pathology.  The  one  constant  lesion  in  pelvic 
peritonitis  is  diseased  tubes — salpingitis. 

Pelvic  Abscess. — In  this  paper  the  term  "pelvic  abscess"  is 
applied  to  any  collection  of  pus  in  the  pelvis,  no  matter  what  its 
anatomical  relations,  l^o  just  grounds  can  be  assigned  for  its 
limitation  to  suppuration  of  the  cellular  tissue.  Medical  custom 
and  necessity  authorize  the  use  of  the  word  "  abscess  "  to  mean 
a  collection  of  pus  in  the  substance  of  the  tissues  or  in  natural 
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cavities.*  Pozzi  would  apply  the  term  to  all  encysted  pus  col- 
lections whose  enucleation  would  he  impossible  or  dangerous. 
At  the  bedside,  where  is  the  man  so  wise,  with  tact  so  erudite, 
that  he  can  say  precisely  what  are  the  confines  of  the  pus  cavity  ? 
The  pelvic  abscesses  which  concern  us  are  those  which  are 
located  in  the  cellular  tissue,  on  the  one  hand,  and  are  extrcqyeri- 
toneal;  and  those  which,  on  the  other,  result  from  the  intlam- 
matory  processes  that  constitute  pelvic  peritonitis  and  hence 
are  intraperitoneal. 

Extraperitoneal  abscesses  have  already  been  described. 

Intraperitoneal  abscesses  are  found  in  the  following  localities : 

1.  Ovarian  collections,  often  large,  with  several  compartments 
having  no  channel  of  communication  with  each  other  and  none 
with  the  uterus. 

2.  The  pyosalpinx  cases  forming  distinct  tumors,  often  sim- 
ple cystic  formations ;  at  other  times  multilocular  in  character, 
and,  like  the  ovarian  abscesses,  fixed  by  strong  and  deep  ad- 
hesions. 

3.  Pyosalpinx  collections  which,  by  leakage  at  the  fimbriated 
end,  have  caused  a  suppurative  peritonitis ;  the  pus  cavity  being 
walled  in  by  intestines  and  oftentimes  communicating  with  the 
intestinal  canal. 

4.  Fluctuating  tumors  between  the  rectum  and  vagina,  encap- 
sulated by  the  bridging  of  false  membranes  or  of  intestinal  coils 
between  the  fundus  of  the  uterus  and  the  rectum.  These  are 
complex  affairs,  alwaj'S  associated  with  pus  tubes,  and  often 
communicate  by  an  opening  with  higher  accumulations  between 
the  intestines. 

5.  Dermoid  suppurating  cysts. 

In  the  very  great  majority  of  cases  the  pelvic  abscesses  which 
we  are  called  upon  to  deal  with  will  be  found  to  belong  to  one 
or  the  other  of  these  different  varieties  of  intraperitoneal  col- 
lections. Occasionally  we  will  meet  with  an  extraperitoneal  ab- 
scess, or  we  may  find  both  varieties  present  in  the  same  indi- 
vidual— mixed  cases. 

Diagnosis. — It  should  be  our  utmost  endeavor  in  every  case 
to  diagnose  as  accurately  as  possible  the  nature  of  the  abscess. 
The  history  of  the  case  may  be  of  much  assistance.  If  the 
patient  has  not  been  recently  delivered  or  undergone  a  surgical 
operation,  we  can  feel  sure  that  the  collection  is  intraperitoneal. 
'  See  Abscess  in  Foster's  "Encyclopedic  Medical  Dictionary." 
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The  only  exception  to  this  rule  that  I  know  of  is  a  possible  sup- 
purating hematoma.  This  nearly  always  implies  the  existence 
of  an  ectopic  gestation  sac.  Even  though  the  case  be  a  puer- 
peral one,  the  probabilities  are  that  the  abscess  is  intraperitoneal. 
Careful  physical  exploration,  with  a  knowledge  of  the  haunts 
of  cellulitic  exudations,  will  generally  guide  us  to  the  truth. 
"When  cellulitic  abscesses  exist  in  association  with  large  intra- 
peritoneal exudations  a  diagnosis  may  be  impossible  without 
resort  to  abdominal  section. 

Treatment. — Just  so  long  as  the  doctrines  of  cellulitis  which 
I  have  quoted  in  the  beginning  of  this  paper  dominated  pelvic 
pathology,  no  method  was  jjroposed  for  opening  pelvic  abscesses 
except  through  the  vagina,  or  by  incision  of  the  outer  structures 
of  the  abdominal  wall  above  Poupart's  ligament.  When  Tait 
devised  the  method  of  abdominal  section  for  pelvic  abscesses 
it  was  not  suggested  by  a  more  enlightened  pathology,  but  was 
undertaken  because  his  experience  with  the  vaginal  route  had 
been  that  the  relief  thus  obtained  was,  in  most  of  the  cases, 
neither  complete  nor  permanent.  The  experience  of  other  sur- 
geons with  vaginal  methods  has  been,  like  that  of  Tait,  unsatis- 
factory. 

Let  us  consider  methods  of  treatment  applicable — 

1.  To  extraiyerito Ileal  ahscesses. 

Operation  through  the  vagina  is  the  operation  of  election  if 
the  abscess  lies  between  the  layers  of  the  broad  ligaments,  or 
in  the  cellular  tissue  between  the  cervix  and  rectum,  and  if  it 
is  found  that  an  opening  can  there  be  judiciously  made. 

Some  broad-ligament  collections  located  high,  and  extending 
toward  the  side  of  the  pelvis,  can  be  better  opened  by  an  oblique 
incision  through  the  structures  of  the  abdominal  wall  above  the 
groin  down  to  the  peritoneum.  This  membrane  being  then 
pushed  aside,  the  finger  can  be  worked  downward  into  the  ab- 
scess. Other  broad -ligament  collections  extending  downward 
near  the  rectum  can  be  safely  reached  by  an  opening  made 
through  the  ischio-rectal  fossa — "  vertical  perineotomy,"  as  prac- 
tised by  Hegar  and  others. 

Iliac  abscesses  are  to  be  reached  by  careful  section  of  the 
abdominal-wall  structures  near  the  iliac  crest. 

In  a  case  of  desperate  character,  no  matter  what  the  anatomi- 
cal relations,  I  would  avail  myself  of  an  opportunity  to  open  the 
abscess  wherever  it  might  point,  through  the  cutaneous  surface 
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or  through  the  vagina,  but  hardly  through  the  rectum,  in  the 
hope  of  gaining  time  to  improve  the  situation. 

Yet  my  experience  with  the  vaginal  method  of  operating, 
even  under  such  circumstances,  has  been  very  unsatisfactory, 
and  I  would  not  deliberately  select  it  except  for  extraperitoneal 
abscesses.  By  this  method  I  have  cured  a  few  cases  and  bene- 
fited others,  but  in  the  main  it  has  been  disappointing,  and  I 
feel  sure  it  must  prove  so  in  the  treatment  of  all  intraperitoneal 
collections.  In  one  of  my  experiences  the  patient  had  contracted 
a  pelvic  peritonitis  after  standing  on  damp  ground  at  a  funeral. 
The  gastric  symptoms  were  distressing ;  she  lost  strength  and 
flesh  fast ;  and  after  four  weeks  a  tumor  was  found  rising  above 
the  pubes  on  the  left  side.  She  was  a  bad  case  for  operation, 
and  I  used  a  trocar,  at  a  venture,  through  the  roof  of  the  vagina, 
though  there  was  no  pointing,  or  spot  that  seemed  favorable  for 
puncture.  Thirteen  ounces  of  pus  were  withdrawn,  but  no  im- 
provement followed.  She  steadily  declined  like  one  dying  with 
phthisis.  In  another,  the  patient  was  first  seen  six  weeks  after  a 
miscarriage,  with  a  fiuctuating  tumor  between  the  uterus  and 
rectum.  It  was  incised  with  a  knife  and  its  cavity  washed  out 
daily  with  a  carbolic  solution.  In  a  few  weeks  it  closed,  the 
woman  apparently  was  restored  to  healtb,  and  it  looked  as 
though  the  method  of  treatment  was  correct.  Yet  a  few  years 
afterward  she  was  brought  to  me  in  a  state  of  collapse  from  rup- 
ture of  a  tubal  pregnancy.  I  operated  under  most  unfavorable 
circumstances,  and  she  narrowly  escaped  death. 

In  a  third  case  the  pelvis  was  filled  with  a  hard  mass  which 
seemed  to  be  a  solid  tumor,  but  the  history  showed  that  it  was 
an  exudation  following  labor.  The  patient's  husband  would  not 
consent  to  abdominal  section.  An  incision  was  therefore  made 
behind  the  uterus.  The  finger  passed  into  the  abscess  cavity 
was  used  as  a  curette.  A  rul)ber  drainage  tube  was  stitched  to 
the  edges  of  the  opening,  and  for  one  month  the  most  assiduous 
attention  was  given  to  the  closure  of  the  abscess,  but  without 
avail.     I  then  lost  sight  of  her. 

I  would  not  elect  the  vaginal  route  for  the  treatment  of  any 
but  extraperitoneal  collections.  Xotwithstanding  the  ingenuity 
displayed  in  devising,  and  the  skill  in  performing,  vaginal  opera- 
tions, the  results  generally  have  been  unsatisfactory.  Pus  has 
been  imperfectly  evacuated,  fistulous  drains  continue  to  dis- 
charge, and  diseased  structures  remain  in  the  pelvis,  precluding 
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the  possibility  of  a  cure.  This  statement  is  made  with  the 
knowledge  that  now  and  then  the  trocar  or  the  bistoury  has  suc- 
cessfully dealt,  for  the  time  being,  with  a  unilocular  tubal  or 
orariau  abscess  after  inflammatory  processes  were  quiescent; 
jet  the  subsequent  history  of  these  cases  is  not  written. 

2.  To  intraperitoneal  ahscesses. 

The  ideal  method  for  the  treatment  of  intraperitoneal  pus 
collections  is  abdominal  section  followed  by  the  enucleation  and 
removal  of  diseased  structures.  There  is  a  period  m  the  history 
of  all  intraperitoneal  abscesses  when  this  procedure  is  feasible 
and  safe.  Unfortunately  many  cases  come  to  us  after  long  de- 
lay, with  grave  complications,  and  the  method  must  be  modified. 
Increasing  experience  leads  us  to  appreciate  more  and  more  the 
value  as  well  as  the  gravity  of  this  procedure.  In  very  large 
abscesses  shock  is  often  great,  sometimes  fatal.  Enucleation 
may  not  be  possible  without  doing  irreparable  injury  to  bowel, 
bladder,  or  other  structures.  Yet,  in  the  majority  of  cases,  in 
intelligent  hands  the  method  is  j)racticable  and  safe,  and  it  leaves 
the  pelvis  free  from  disease.  TVhere  enucleation  is  found  im- 
practicable after  the  section  is  made,  abdominal  drainage  leads 
to  satisfactory  results,  and  to  it  may  be  added  intelligent  vagi- 
nal drainage,  should  it  seem  to  be  required.  In  four  instances 
when,  after  opening  the  abdomen,  I  found  enucleation  impossible 
and  the  pus  sac  too  deep  to  allow  the  stitching  of  its  edges  to 
the  incision,  parallel  drainage  was  used  after  opening  and  cleans- 
ing the  abscess  cavity.  A  glass  drain  was  passed  to  the  bottom 
of  the  sac,  and  a  rubber  or  gauze  drain  alongside  to  relieve  the 
l^eritoneum.  These  patients  made  good  recoveries  and  have  re- 
mained well  for  years. 

Large  ovarian  abscesses  with  multiple  compartments  are  dif- 
ficult to  deal  with.  Such  an  abscess  may  fill  the  entire  pelvis, 
extending  from  one  iliac  crest  to  the  other,  and  reaching  above 
the  navel.  Appearing  like  a  uterine  fibroid,  it  may  seem  to  be 
a  solid  tumor,  may  obliterate  the  vaginal  cervix,  and  so  soften 
and  shrink  the  uterine  body  that  the  operator  will  require  the 
aid  of  an  assistant's  finger  in  the  vagina,  after  enucleation  has 
been  effected,  to  guide  him  to  the  limits  of  the  uterus.  The 
enucleation  of  such  a  tumor  will  involve  great  shock,  and  the 
operator's  judgment  may  be  taxed  to  enable  him  to  decide 
whether  to  enucleate  or  to  incise,  break  up  the  partitions  which 
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separate  tlie  several  cavities,  and  drain  the  whole.  The  saving 
of  life  is  the  first  consideration  in  these  cases. 

I  report  here  a  case  of  acute  ovarian  abscess  which  was  treated 
one  year  ago.  It  was  that  of  a  young  woman  with  a  pinhole 
OS,  suffering  pain  in  the  right  ovary,  and  sterile  after  two  years 
of  married  life.  There  were  no  signs  of  endometritis  or  sal- 
pingitis, but  there  was  more  or  less  constant  pain  in  the  right 
ovary.  Treatment  was  of  little  benefit,  but  after  a  time,  and  the 
use  of  baths  at  the  Hot  Springs  of  Arkansas,  she  was  relieved  of 
the  pain.  She  then  returned  to  me,  having  been  married  three 
years,  for  the  relief  of  sterility.  There  was  no  exudation  in 
the  pelvis,  no  tenderness  on  pressure.  Under  the  strictest  an- 
tisepsis the  cervix  was  divided,  the  uterus  scraped  with  a  dull 
curette,  its  cavity  irrigated  and  then  packed  with  a  gauze  drain. 
The  vagina  was  filled  with  an  antiseptic  tampon.  The  dressings 
were  removed  in  due  time,  and  all  went  well  for  a  week,  when 
she  had  a  bloody  discharge,  and  pain  in  the  right  ovary,  without 
fever.  Nausea  and  complete  anorexia  were  persistent.  The 
pain  continued,  a  globular  swelling  appeared  in  the  right  ovarian 
region,  and  after  three  weeks  from  the  time  of  the  operation 
the  patient  wasi/i  extremis,  with  a  globular  tumor  occupying  tlie 
lower  half  of  the  belly  and  extending  from  one  iliac  spine  to  the 
other.  The  abdomen  was  incised  and  the  tumor  exposed.  Pus 
was  seen  oozing  through  its  w^all  near  the  lower  end  of  the  in- 
cision. The  sac  was  opened,  stitched  to  the  edges  of  the  wound, 
and  drained.  Rapid  recovery  ensued,  leaving  the  pelvis  clear 
of  all  appreciable  exudation.  Enucleation  would  have  been 
easy,  but  would,  I  feel  sure,  have  resulted  in  the  patient's 
death.  A  more  radical  operation  could  be  done  later  with  good 
prospect  of  success,  if  need  be. 

The  pyosalpinx  cases  must  be  enucleated.  Very  large  tubal 
collections  occasionally  fill  up  the  pelvis  like  the  ovarian  ab- 
scesses, and,  if  their  complete  removal  involved  too  great  shock, 
could  be  treated  by  incision  and  drainage.  Cases  of  pyosalpinx 
which  by  leakage  cause  a  suppurative  peritonitis,  and  perhaps 
establish  communication  with  the  intestine,  cannot  usually  be 
safely  treated  by  enucleation. 

Three  years  ago  a  puerperal  woman  was  seen  in  the  fourth 
week  after  delivery,  profoundly  septic,  with  high  fever,  sweats, 
and  rapid  pulse.  There  was  a  tumor  on  the  right  side  of  the 
abdomen.     After  section  and  carefully  separating  coils  of  intes- 
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tine,  a  pus  cavitj  was  opened  which  communicated  with  the 
bowel  and  with  the  tube  on  that  side.  Cleansing  and  draining 
were  all  that  could  be  done.  Complete  recovery  followed,  and 
she  is  well  to-day. 

Still  more  recently  another  case,  in  which  from  one  ilium  to 
the  other  the  abdomen  was  as  hard  as  a  board,  and  an  inch  be- 
low and  to  the  right  of  the  navel  there  was  a  fistulous  opening 
through  the  abdominal  wall.  She  was  profoundly  anemic  and 
dropsical,  and  had  been  bed-ridden  the  greater  part  of  one  year. 
After  confinement,  twelve  months  before,  she  had  puerperal 
fever.  She  got  out  of  bed  with  masses  on  each  side  of  the  uterus. 
Five  months  after  delivery  she  was  suddenly  seized  with  severe 
abdominal  pain  and  collapse.  An  abscess  formed  and  discharged 
through  the  opening  in  the  abdominal  wall.  "Wasted  as  she 
was  by  suppurative  fever  for  nine  months,  she  evidently  had  but 
little  longer  to  live.  Section  through  indurated  structures  re- 
vealed a  confused  mass  of  exudation  without  landmarks.  Cau- 
tious breaking-up  of  this  opened  the  abscess  cavity,  and  at  the 
same  instant  there  was  an  escape  of  water.  Two  separate  cavi- 
ties had  been  thus  laid  open.  They  were  both  drained,  as  was 
also  the  healthy  peritoneum  above.  "While  yet  half-unconscious 
from  ether,  her  first  cry  was  that  she  wanted  to  urinate.  The 
bladder  had  been  opened,  and  all  the  urine  for  a  time  came 
through  the  drain.  She  recovered  absolutely  and  completely, 
without  unfavorable  symptoms,  and  is  in  good  health  to-day. 
These  cases  had  not  the  vitality  to  stand  an  enucleation. 

Intraperitoneal  abscesses  discharging  through  the  rectum  con- 
stitute a  difficult  class  to  deal  with.  In  some  the  sac  can  be 
opened,  stitched  to  the  edges  of  the  abdominal  wound,  and 
drained.  The  discharge  of  pus  through  the  rectum  will  then 
cease.  In  others  enucleation  must  be  done,  and  the  rectal  open- 
ing closed,  if  possible,  by  suture.  Some  cases  may  require  to  be 
let  alone.  The  fluctuating  tumors  between  the  rectum  and  ute- 
rus can,  as  a  rule,  be  properly  dealt  with  only  by  section. 

Su^^purating  dermoid  cysts  constitute  a  quite  common  variety 
of  pelvic  abscess.  They  are  usually  found  under  complex  patho- 
logical conditions.  The  pelvis  is  choked  with  inflammatory 
masses.  Section  reveals,  perhaps,  a  small  parovarian  cyst  ex- 
tending deeply  between  the  uterus  and  rectum,  a  large  Fallopian 
tube  with  greatly  thickened  walls,  and  a  suppurating  dermoid 
cyst,  all  blended  closely  together.    Nothing  but  an  enucleation, 
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often  attended  with  great  difficulty,  can  possibly  remedy  such  a 
condition.     Jfo  vaginal  operation  can  effect  a  cure. 

In  conclusion,  I  would  insist  that  all  intraperitoneal  abscesses 
should  be  approached  through  the  peritoneal  cavity  by  abdomi- 
nal section,  with  a  view  to  enucleation  and  complete  removal  of 
the  diseased  structures  which  constitute  the  pus  sac,  and  which, 
if  allowed  to  remain,  are  liable  to  cause  a  recurrence  of  pelvic 
disease.  I  would  deprecate  all  endeavors  to  reach  these  abscesses 
by  extraperitoneal  methods ;  believing,  should  the  complete  and 
radical  removal  of  the  diseased  tissues  be  impracticable  or  at- 
tended with  too  great  risk,  that  drainage  through  an  abdominal 
incision  is  safer  and  is  attended  with  more  complete  rehef  than 
can  be  obtained  by  any  vaginal  operation.  Any  other  conclu- 
sion than  this  is  imworthy  the  consideration  of  those  of  us  who 
are  now  aiming  and  striving  to  do  thorough  work  in  dealing  with 
the  varied  problems  of  abdominal  and  pelvic  disease. 

Yaginal  hysterectomy,  proposed  by  Pean  and  advocated  by 
Segond  as  a  substitute  for  abdominal  section  in  the  treatment  of 
pelvic  suppuration,  commands  consideration  only  from  the  high 
character  of  its  authors.  This  method  is  applied  by  them  to 
the  relief  of  all  bilateral  inflammatory  lesions  of  ovaries  and 
tubes,  whether  simple  or  complex,  suppurative  or  non-suppura- 
tive.  After  removal  of  the  uterus  the  trocar  is  used.  This 
method  is  based  on  the  idea  that  the  primary  lesion  is  found  in 
the  uterus,  and  that  its  existence  there  perpetuates  the  disease  in 
the  appendages.  Its  authors  claim  that  removal  of  the  uterus 
leads  to  atrophy  of  the  inflamed  appendages.  The  operation  is 
commended  on  the  ground  that  it  is  devoid  of  shock,  that  it  is 
easy  of  accomplishment,  and  that  it  leaves  no  visible  cicatrix. 
Yaginal  hysterectomy,  as  here  made  use  of,  is  in  principle  but 
a  modification  of  the  old  methods  of  vaginal  incision  and  punc- 
ture, and,  when  applied  to  intraperitoneal  abscesses,  is  open  to  the 
objection  that  it  must  leave  in  the  pelvis  diseased  structures. 
The  theory  that  removal  o§  the  uterus  will  eradicate  the  cause 
of  the  disease  is  a  fallacy.  Bernutz's  dissections  showed  that 
though  the  pelvis  was  full  of  exudation  masses,  in  some  cases 
the  endometrium  was  healthy,  in  others  it  was  inflamed,  in  only 
one  was  it  covered  with  pus. 

We  are  often  cognizant  of  the  fact  that  appreciable  disease 
has  disappeared  from  the  endometrium  before  we  are  called 
upon  to  operate  for  disease  in  the  pelvis.     In  some  cases  we 
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decide  to  curette  the  endometrium  before  or  after  enucleation 
and  removal  of  diseased  appendages. 

The  operation,  removal  of  the  nterus  morcellement,  mnst 
necessarily  be  a  groping  in  the  dark.  "What  is  beyond  ?  Can  the 
finger  define  pus  collections  ?  Can  we  wisely  and  successfully 
evacuate  the  different  compartments  of  an  ovarian  or  tubal  ab- 
scess by  plunging  a  trocar  into  the  exudations,  as  Segond '  is 
said  to  do  after  the  hysterectomy  ?  Is  it  good  surgery,  or  is  it 
humane,  to  extirpate  the  uterus  in  a  woman  who,  in  many  of 
these  cases,  is  suffering  from  an  inflammation  which  is  curable 
without  any  operative  procedure  ? 

Their  claim  that  hysterectomy  leads  to  atrophy  of  the  inflamed 
appendages  is  contrary  to  reason  and  to  observed  facts. 

"Grammatihati  has  review^ed  the  after-histories  in  a  number 
of  cases  in  which  the  ovaries  have  been  removed,  the  uterus 
being  left  behind,  and  compared  them  with  the  histories  of  cases 
where  the  uterus  has  been  removed  by  vaginal  hysterectomy 
(Pean  and  Segond's  operation),  the  ovaries  being  left  behind. 
Removal  of  the  ovaries,  if  complete,  is  followed  in  at  least 
half  the  cases  by  menstrual  molimina  which  last  for  a  few 
months.  Then  appear  climacteric  troubles.  When  the  uterus 
is  removed  and  the  ovaries  left  behind  the  effects  are  far  more 
serious,  especially  in  young  subjects.  The  menstrual  molimen, 
which  cannot  find  its  natural  relief,  becomes  very  trying ;  hence 
the  ovaries  should  be  removed  with  the  uterus.  Contrary  to 
what  is  taught  by  the  supporters  of  hj-sterectomy,  it  appears 
that  the  ovaries  do  not  disappear  if  left  behind.  Gammatihati 
examined  the  ovaries  of  a  woman,  43  years  old,  three  years  after 
he  had  removed  her  uterus.  He  found  the  ovaries  quite  normal 
and  full  of  follicles,  some  ripening  or  breaking." "" 

The  Pean-Segond  operation  is  incapable  of  producing  a  per- 
manent cure  in  most  of  the  grave  forms  of  pelvic  suppuration. 
It  is  incapable  of  dealing  with  those  cases  in  which  it  is  not 
only  necessary  to  remove  diseased  organs,  but  to  liberate  the 
extensive  bowel  adhesions  associated  with  them.  It  is  power- 
less to  contend  with  the  cases  of  pelvic  inflammation  due  to 
ruptured  Fallopian  pregnancy.  While  this  method  might  suc- 
cessfully drain  a  suppurating  dermoid,  the  tufts  of  hair  growing 
from  its  walls,  the  plates  of  bone,  and  the  teeth  embedded  in  its 

'  British  Obstetrical  Society  Transactions,  1892,  p.  449. 

-  British  Medical  Journal,  October  1st,  1892.     Epitome,  p.  55. 
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tissues  could  not  be  expected  to  disappear  by  any  process  of 
atrophy  or  absorption. 

Lastly,  the  statistics  of  the  two  operations,  as  furnished  by 
Pozzi,  are  largely  in  favor  of  abdominal  section. 


THE   RELATION  OF    CERTAIN  URINARY  CONDITIONS    TO 
GYNECOLOGICAL  SURGERY. > 


CHARLES   P.    NOBLE,    M.D., 

Surgeon-in-Chief ,  Kensington  Hospital  for  Women, 

Philadelphia,  Pa. 


Early  in  my  career  as  an  operator  I  lost  three  patients  from 
suppression  of  urine  following  operation.  This  experience 
called  my  attention  forcibly  to  the  relation  which  exists  between 
the  condition  of  the  urinary  organs  and  the  successful  or  dis- 
astrous results  of  operation,  and  led  me  to  give  the  subject  care- 
ful and  systematic  study.  It  is  my  purpose  to  record  in  this 
paper  the  observations  which  have  been  made  and  the  conclu- 
sions which  have  been  reached  in  a  study  of  some  five  hundred 
cases  at  the  Kensington  Hospital  for  '^omen.  It  will  be  con- 
venient to  cover  the  subject  by  a  discussion  of  several  propo- 
sitions, the  discussion  being  "rather  from  the  standj)oint  of  the 
practitioner  than  from  that  of  the  pathologist. 

1.  Albuminuria  is  a  Frequent  Condition  among  Gynecologi- 
cal Patients. — It  is  my  custom  to  have  the  urine  of  every  pa- 
tient admitted  to  the  hospital  examined  chemically  and  micro- 
scopically. When  convenient  the  urine  of  patients  requiring 
grave  operations  is  examined  repeatedly,  and  this  is  always  done 
wlien  the  first  examination  proves  unsatisfactory.  The  "  heat 
and  acetic  acid  "  and  the  "  ring  "  (nitric  acid)  tests  have  been 
used  to  determine  the  presence  of  albumin,  being  considered 
the  best  for  clinical  purposes.  It  has  been  found  that  ten  per 
cent  of  the  patients  admitted  have  albuminuria. 

2.  Albicminuria  often  is  not  signijicayit  of  Serious  Disease. — 
In  general  medicine  it  has  been  learned  that  albuminuria  is  by 
no  means  necessarily  of  serious  import.  Frequently  it  is  of 
a  transient  character,  due  to  acute  conditions  from  which  the 

'  Read  before  the  Section  on  Gynecology  and  Abdominal  Surgery  of  the 
Pan-American  Medical  Congress. 
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patient  entirely  recovers.     This  is  even  more  frequently  tiie  case 
among  gynecological  patients. 

The  urine,  of  women,  intended  for  a  chemical  examination 
should  always  be  drawn  by  catheter.  Unless  this  is  done  the 
presence  of  albumin  in  the  urine  may  mean  only  that  a  certain 
amount  of  vaginal  discharge,  or  perhaps  of  menstrual  discharge, 
has  become  mixed  with  the  urine.  In  private  practice,  when  a 
catheter  is  not  available,  the  woman  should  at  least  be  given  a 
vaginal  douche  and  have  the  external  genitals  washed  before 
passing  urine  intended  for  examination.  In  this  way  fairly 
accurate  results  may  be  obtained.  Eliminating  such  external 
sources  of  contamination,  albuminuria  in  women  may  be,  and 
often  is,  due  simply  to  bladder  irritation  or  to  cystitis.  Should 
a  careful  examination  of  the  urine  show  the  absence  of  tube 
casts  and  the  presence  of  some  albumin,  pus,  and  bladder  epi- 
thelium, especially  if  the  specific  gravity  is  1.018  or  more,  it 
would  indicate  that  the  albuminuria  was  from  bladder  and  not 
from  renal  disease. 

Albuminuria  from  ureteral  disease  and  from  pyelitis  is  not  so 
very  easy  to  determine,  and  it  is  to  be  hoped  that  the  use  of  the 
ureteral  catheter  in  the  study  of  this  question  may  help  to  make 
it  clear. 

Albuminuria  from  the  above  sources  does  not  unfavorably  in- 
fluence the  prognosis  of  operations. 

Albuminuria  of  renal  origin  is  not  always  significant  of  seri- 
ous disease.  At  times  it  is  not  accompanied  by  the  presence  of 
tube  casts  in  the  urine  and  is  of  an  intermittent  character ;  in 
such  cases  being  due  probably  not  so  much  to  the  renal  disease 
as  to  some  interference  in  the  metabolism  of  the  nitrogenous 
food  products.  Several  such  cases  have  been  under  my  care ; 
and  quite  recently  I  performed  ovariotomy  upon  one  in  which 
large  quantities  of  albumin  would  be  jiresent  on  one  day,  and 
the  next  day  it  would  be  entirely  absent.  The  urine  was  other- 
wise normal.  The  urinary  condition  was  not  at  all  influenced 
by  the  operation.  Repeated  examinations  of  the  urine  in  this 
case  showed  the  absence  of  tube  casts,  and  I  believe  that  the 
kidneys  are  perfectly  sound. 

Another  class  of  cases  in  which  albuminuria  of  renal  origin  is 
not  significant  of  danger  is  that  in  which  it  is  produced,  by  the 
presence  of  large  tumors.  Here  the  presence  of  the  albumin  is 
due  to  the  pressure  of  the  tumor  upon  the  renal  vessels. 
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3.  The  Presence  of  Tiibe  Casts  iii  the  Urine  is  not  ahoays 
significant. — la  the  case  of  large  tumors,  even  the  presence  of 
tube  casts  in  the  urine  does  not  signify  that  the  patient  will  not 
recover  from  operation.  In  many  such  cases  the  condition  of 
-the  kidneys  is  directly  due  to  the  pressure  of  the  tumor,  and 
Tvhen  this  is  removed  such  patients  often  get  surprisingly  well 
and  their  kidneys  become  practically  normal. 

But  all  gynecological  cases  requiring  operation  and  having 
tube  casts  in  the  urine  require,  in  my  judgment,  the  most  care- 
ful consideration.  Repeated  examinations  of  the  urine  to  de- 
termine not  only  the  presence  and  quantity  of  albumin,  casts,  and 
sugar,  but  also  its  specific  gravity,  the  total  amount  of  the  urine 
passed,  and  the  amount  of  urea  and  other  solids  it  contains,  are 
of  the  greatest  importance.  Should  such  examinations  show 
the  existence  of  gross  structural  disease  of  the  kidneys  and  indi- 
cate the  early  death  of  the  patient  from  the  kidney  disease,  it  is 
more  than  questionable  in  such  cases  whether  it  is  wise  to  operate. 

The  existence  of  chronic  interstitial  nephritis  (contracted  kid- 
neys) is  a  contra-indication  to  any  operation  of  gravity.  In  such 
cases  at  times  albumin  is  absent  or  only  occasionally  present, 
and  then  in  very  small  quantities.  Tube  casts  may  be  absent,  or 
at  least  the  most  careful  examinations  may  fail  to  reveal  them. 
If  repeated  examinations  of  the  urine  show  the  occasional  pre- 
sence of  small  quantities  of  albumin  and  of  granular  casts,  and  a 
low  specific  gravity,  the  surgeon  should  be  on  his  guard.  A 
woman  having  such  kidneys  will  not  survive  a  serious  and  pro- 
longed operation.  She  will  die  from  shock  or  from  suppression 
of  the  urine. 

I  believe  that  the  prognosis  after  operation  is  most  favorable 
in  women  (the  subjects  of  renal  disease)  having  fairly  large  tu- 
mors, especially  ovarian  cysts.  In  this  class  of  cases,  in  general, 
the  operation  is  quick  and  easy,  and  no  septic  material  is  pre- 
sent. By  the  operation  the  pressure  of  the  tumor  is  removed 
from  the  crippled  kidneys,  \v\l\\  the  result  that  they  secrete  usu- 
ally more  urine  than  normal  kidneys.  An  illustrative  case  will 
be  given.  When  kidney  disease  complicates  a  small  tumor  (or, 
in  other  words,  when  the  kidney  disease  is  not  dependent  on  the 
presence  of  the  tumor),  the  prognosis  depends  entirely  upon  the 
character  and  "extent  of  the  kidney  disease.  The  factor  of  the 
removal  of  the  intra-abdominal  pressure  does  not  come  into  play 
in  such  cases. 
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In  cases  of  tubo-ovarian  inflammation,  especially  of  marked 
character  in  women  whose  health  is  entirely  broken  down,  the 
prognosis  is  very  bad  when  the  renal  disease  is  of  a  serious  cha- 
racter. The  reason  why  such  cases  do  not  do  so  well  after 
operation  as  cases  of  large  cysts  is  clear.  The  factor  of  the  re- 
moval of  tlie  intra-abdominal  pressure  is  absent  here,  and  in  addi- 
tion we  have  a  long  operation,  involving  considerable  handling 
of  the  pelvic  viscera  and  usually  the  escape  of  septic  matter 
into  the  peritoneal  cavity,  necessitating  irrigation  and  drainage. 
The  long  operation  and  the  handling  of  the  abdominal  viscera 
promote  shock,  and  such  patients  are  apt  to  die  from  suppres- 
sion of  urine.  I  speak  from  the  experience  of  two  deaths  in 
this  class  of  cases. 

Occasionally  women  will  have  suppression  of  urine  after  ope- 
ration even  when  no  kidney  disease  exists.  I  have  had  one 
such  case,  in  which  the  operation  was  very  simple. 

4.  The  Secretion  of  Urine  is  diminished,  after  Operation,  for 
several  Days. — This  statement  is  a  matter  of  universal  observa- 
tion. I  have  had  careful  records  kept  of  the  amount  of  urine 
passed  b}'  patients  after  abdominal  section  in  all  my  cases. 
These  records  are  practically  accurate.  In  the  time  at  my  dis- 
posal it  was  not  possible  to  look  through  the  entire  list  of  cases, 
hence  I  have  selected  the  last  fifty  consecutive  celiotomies  for 
tabulation.  Dr.  "W.  E.  Parke,  assistant  in  gynecology  at  the 
Kensington  Hospital  for  "Women,  has  kindly  prepared  this  table 
forme.  "We  find  that  the  patients  pass  on  an  average  ten  ounces 
of  urine  the  first  day  after  abdominal  section,  fifteen  ounces 
the  second  day,  thirteen  ounces  the  third  day,  fifteen  ounces 
the  fourth  day,  and  nineteen  the  fifth  day,  after  which  time 
the  amount  gradually  increases.  There  are  certain  sources  of 
error  in  this  table.  The  first  day  really  includes  only  about 
eighteen  hours,  and  is  made  up  of  that  part  of  the  day  subse- 
quent to  the  hour  of  operation,  and  the  following  night.  The 
other  days  are  twentj-four  hours  each.  On  the  third  day,  at 
times,  the  amount  of  urine  is  estimated,  because  upon  that  day 
the  patient's  bowels  move.  With  the  free  purgation  naturally 
the  amount  of  urine  secreted  is  less.  The  same  source  of  error 
exists  for  the  subsequent  days.  One  patient  died  at  the  end 
of  twenty-four  hours — a  slight  source  of  error  for  the  following 
days.  The  smallest  amount  of  urine  passed  on  the  first  day  was 
three  ounces,   the    laro;est   amount   thirtv-three    ounces.     The 
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smallest  amount  passed  on  the  second  day  was  six  ounces,  the 
largest  amount  twenty-nine  and  a  half  onnces. 

As  illustrating  what  I  have  said  with  reference  to  the  relation 
of  the  condition  of  the  urine  to  operation,  I  will  make  brief 
reference  to  the  following  cases  : 

Case  1  illustrates  the  fact  that  suppression  of  urine  may  fol- 
low celiotomy,  even  after  simple  operations,  in  women  having 
sound  kidneys.  This  patient  had  healthy  kidneys,  and  the  ope- 
ration consisted  in  removing  the  ovaries,  the  seat  of  chronic  in- 
flammation ;  yet  on  the  third  day  she  developed  an  acute  ne- 
phritis, was  extremely  ill  with  uremic  symptoms,  but  fortunately 
recovered.     The  history  of  Case  1  is  appended. 

Case  2  illustrates  the  danger  of  death  from  suppression  of 
airine,  after  even  a  simple  celiotomy,  in  women  suffering  with 
well-marked  chronic  kidney  disease.  This  woman  had  small, 
contracted  kidneys  and  was  a  physical  wreck  at  the  time  of  ope- 
ration. The  operation  consisted  in  the  quick  removal  of  a  small 
ovarian  tumor  and  of  a  small  parovarian  tumor,  the  operation 
consuming  only  fifteen  minutes.  In  this  case  the  kidney  dis- 
ease had  antedated  the  presence  of  the  tumor,  and  the  vitality 
pf  the  woman  was  so  reduced  that  the  shock  from  even  so  sim- 
ple an  operation  caused  death  from  suppression  of  urine. 

Case  3  illustrates  the  favorable  issue  of  operations  for  large 
ovarian  cysts  when  albumin  and  casts  are  found  in  the  urine  as 
a  result  of  the  pi'essure  of  the  tumor.  This  patient  was  a  feeble 
and  greatly  emaciated  woman,  who  consulted  me  when  the  ova- 
rian tumor  was  very  large,  quite  nodulated,  and  very  painful. 
The  presence  of  albumin  and  granular  casts  in  the  urine,  the 
nodular  outline  of  the  tumor,  and  the  fact  that  it  caused  great 
pain  (giving  rise  to  a  suspicion  of  malignancy)  caused  me  to 
give  a  guarded  prognosis  as  to  the  issue  of  the  operation.  The 
patient's  conclusion  was  that,  as  I  could  not  promise  her  posi- 
tively that  she  would  recover  from  the  operation,  she  would  live 
as  long  as  possible  with  the  tumor  and  then  have  it  out.  She 
carried  out  this  purpose  literally,  and  it  was  not  until  her  kid- 
neys were  greatly  crippled,  and  that  she  was  suffering  with 
paresis  of  the  bowels  and  with  orthopnea  from  the  pressure  of 
the  growth,  that  she  desired  operation.  The  removal  of  the  tu- 
mor was  easily  accomplished,  and  she  made  as  good  a  recovery 
as  any  patient  upon  whom  I  have  ever  operated.  Curiousl}',  she 
passed  very  much  more  urine  after  her  operation  than  is  the 
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rule,  tliy  first  day  passing  twenty-nine  and  a  half  ounces ;  the 
second  day  thirteen  ounces  which  was  measured,  and  very  much 
more  with  bowel  movements;  the  third  day  twenty-five  and  a 
half  ounces,  etc.  The  condition  of  the  urine  constantly  im- 
proved, and  at  the  present  time,  six  months  after  operation,  it 
is  perfectly  normal. 

Cases  4  and  5  illustrate  the  grave  prognosis  as  to  operations 
done  for  well-marked  inflammatory  conditions  of  the  uterine 
appendages  in  women  having  serious  chronic  renal  disease. 
Case  4:  had  small,  contracted  kidneys  and  was  the  subject  of  both 
gonorrhea  and  syphilis  (tertiary).  Her  general  health  was  fairly 
good.  The  operation  consisted  in  the  quick  enucleation  of  dis- 
eased uterine  appendages  from  a  pelvis  absolutely  filled  up  with 
exudate.  The  duration  of  the  operation  was  thirty-five  min- 
utes. She  went  to  bed  in  good  condition,  did  well  for  two  days,, 
then  developed  uremic  symptoms  and  died  on  the  fifth  day. 

Case  5  was  perhaps  the  worst  subject  (from  the  standpoint  of 
renal  disease)  for  a  serious  operation  in  my  experience.  She  had 
been  an  invalid  for  several  years,  had  albuminuria  due  to  large 
white  kidneys,  and  was  so  debilitated  at  the  time  of  the  opera- 
tion that  she  had  been  confined  to  her  bed  for  some  weeks. 
This  was  one  of  my  early  operations,  and  I  might  here  add  that 
I  should  not  operate  at  the  present  time  upon  such  a  patient  for 
tubo-ovarian  inflammatory  conditions.  The  operation  was  ex- 
tremely difiicult  and  lasted  forty  minutes.  Upon  the  left  side, 
in  addition  to  the  diseased  tube,  a  small,  intraligamentous  ova- 
rian cyst,  the  size  of  an  orange,  was  removed.  When  the  tumor 
was  enucleated  from  the  broad  ligament  the  ureter  came  up 
with  it.  This  was  separated  and  dropped  back.  It  was  ob- 
served to  be  very  much  thickened,  and  the  supposition  was  that 
the  woman  had  a  surgical  kidney,  which  proved  to  be  the  case. 
Suppression  of  urine  followed  the  operation,  and  she  died  on  the 
third  day. 

Case  6  illustrates  the  fact  that  albuminuria,  and  even  casts, 
in  the  urine,  when  due  to  acute  inflammatory  conditions  of  the 
pelvis  (and  personally  I  believe  that  cystitis  and  nephritis  are 
often  induced  by  suppuration  connected  with  the  uterine  ap- 
pendages), are  not  a  bar  to  a  successful  result  after  operations 
done  for  the  removal  of  the  diseased  uterme  appendages.  IMiss 
P.,  aged  19  years,  contracted  gonorrhea  in  December,  1892. 
She  had  a  sharp  attack  of  pelvic  peritonitis  in  that  month,  a 
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second  one  in  January,  and  a  third  one  in  March.  In  April  and 
May  she  bled  very  freely  from  the  womb,  and  when  I  saw  her 
in  consultation  I  found  the  bed  elevated  to  prevent  syncope. 
Examination  showed  a  large,  fixed  mass  to  the  right  of  the 
womb  and  a  hard,  doughy  mass  extending  behind  the  womb 
and  to  the  left  of  the  pelvis.  The  history  of  the  case  and  the 
physical  conditions  present  suggested  a  diagnosis  of  ruptured 
extra-uterine  pregnancy.  It  was  recognized,  however,  that  the 
conditions  might  be  due  to  tubo-ovarian  inflammatory  disease. 
This  patient's  urine  contained  a  large  amount  of  albumin  and 
some  hyaline  casts,  but  its  sjDecific  gravity  was  1.032.  Opera- 
tion showed  a  suppurating  right  ovarian  tumor  and  double  pyo- 
salpinx.  She  made  an  uninterrupted  recovery,  passing  sixteen 
ounces  of  urine  the  first  day,  fifteen  ounces  the  second,  sixteen 
the  third,  eighteen  the  fourth,  etc.  The  condition  of  the  urine 
is  now  normal. 

In  conclusion  I  would  emphasize  especially  the  following 
points : 

1.  The  importance  of  the  systematic  examination  of  the  urine 
of  gynecological  patients,  especially  of  those  requiring  celiotomy. 

2.  Tliat  the  presence  of  albumin  and  of  casts  in  the  urine 
need  not  affect  the  issue  of  the  operation. 

3.  That  serious  and  prolonged  celiotomies  involving  much 
handling  of  the  abdominal  viscera,  in  women  having  chronic 
Bright's  disease  (especially  the  small,  contracted  kidney),  usually 
terminate  fatally. 

•i.  That  the  prognosis  is  best  when  the  presence  of  albumin 
and  casts  in  the  urine  is  due  to  the  pressure  of  an  ovarian  cyst 
which  can  be  quickly  removed. 

The  histories  of  the  following  cases  have  been  prepared  by 
Dr.  H.  E.  Applebach,  assistant  surgeon  to  the  Kensington 
Hospital  for  Women  : 

Case  I. — Mrs.  Y.,  set.  30,  Ilpara ;  one  miscarriage  ;  menstru- 
ation regular;  leucorrhea  marked. 

History. — Health  has  been  wrecked  through  child-bearing. 
Has  had  very  grave  vomiting  each  time  when  pregnant,  and 
puerperal  sepsis  after  each  labor.     Is  extremely  prostrated. 

Examination  shows  tender  ovaries. 

Operation. — Abdominal  section,  January  29th,  1892.  Re- 
moval of  both  uterine  appendages.  Duration,  half  an  hour. 
No  drainage. 
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Course. — Interrupted  by  acute  nephritis  on  third  day. 
Amount  of  urine  passed :  first  day,  thirteen  ounces ;  second 
day,  twel^^e  and  a  half  ounces  ;  third  day,  sixteen  ounces;  fourth 
day,  thirteen  and  a  half  ounces ;  fifth  day,  three-quarters  of  an 
ounce.     She  made  a  good  recovery. 

Urine. — Examination  prior  to  operation  negative.  The  urine 
became  normal  within  a  month  and  has  remained  so. 

Case  II. — Mrs,  W.,  eet.  40,  Xllpara  ;  five  miscarriages ;  irre- 
gular ;  leucorrhea  very  marked  ;  appetite  poor ;  bowels  costive  ; 
urine  0. 

History. — Health  has  been  bad  eight  years.  Backaches;  pain 
in  abdomen,  head ;  hemorrhoids.  Bleeding  from  uterus  quite 
marked  on  three  occasions  at  intervals  of  six  weeks.  Repeated 
fainting  attacks. 

Exavhiiiatioii. — Masses  in  both  ovarian  regions. 

Operation. — Abdominal  section,  September  4th,  1890.  Re- 
moval of  uterine  appendages.  Ovarian  cyst  on  right  side,  par- 
ovarian on  left  side.     Duration,  fifteen  minutes.     Drainage, 

Course. — Uremia  set  in  on  third  day,  resulting  in  death. 
Amount  of  urine  passed:  first  day,  twelve  and  a  half  ounces; 
second  day,  three  and  a  half  ounces  during  night  (no  report  for 
day) ;  third  day,  died. 

Urine. — Examination  of  urine  proved  negative  before  ope- 
ration. 

Autopsy. — Small,  contracted  kidneys,     Ko  peritonitis. 

Case  III. — -Mrs.  A.,  set.  50,  Opara  ;  no  miscarriage;  meno- 
pause at  usual  time  ;  no  leucorrhea;  appetite  poor  ;  bowels  cos- 
tive ;  urine  scant,  with  albumin. 

History. — Has  been  unwell  for  past  four  years  with  distress- 
ing symptoms  of  stomach  indigestion,  etc.  Enlargement  of  ab- 
domen noticed  during  past  fourteen  months,  quite  rapid  the 
last  six  months.     Marked  loss  of  strength,  and  emaciation. 

Examination. — Large  right  ovarian  cyst. 

Operation. — Abdominal  section,  February  4th,  1893.  Remo- 
val of  right  appendage  and  tumor.  Irrigation  and  drainage. 
Duration,  forty-five  minutes. 

Course. — Uninterrupted. 

Urine. — Repeated  examination  of  the  urine  for  two  months 
prior  to  operation  showed  marked  quantities  of  albumin,  with 
few  casts  (hyaline)  at  different  times,  not  uniformly  present. 
The  quantity  averaged  twenty  ounces  for  twenty-four  hours. 
Quantity  of  albumin  not  materially  affected  by  treatment.     On 
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day  before  operation  amount  of  urine  voided  and  by  catheter 
was  thirteen  ounces ;  first  day,  twenty-nine  and  a  half  ounces ; 
second  day,  thirteen  ounces  during  night  (frequent  bowel  move- 
ments prevented  measuring  of  urine  during  day) ;  third  day, 
twenty-five  and  a  half  ounces ;  fourth  day,  twenty -five  and  a 
half  ounces  ;  fifth  day,  twenty-eight  ounces.  The  quantity  of 
urine  steadily  increased  after  operation,  with  diminution  of  al- 
bumin. At  the  end  of  four  weeks,  quantity  of  urine  normal, 
slight  trace  of  albumin.  Two  examinations  since  discharge  of 
patient  show  negative  results. 

Case  IY. — Mrs.  M.,  aet.  34,  Opara  ;  no  miscarriage  ;  menstru- 
fition  too  frequent  (painful  before  period) ;  cramps  ;  leucorrhea 
irregular. 

History. — Has  abdominal  distress,  headache,  backache.  Had 
six  or  eight  attacks  of  pelvic  peritonitis.  Had  two  attacks  of 
gonorrhea  from  husband. 

Examination. — Tubo-ovarian  masses  on  both  sides. 

Operation. — Abdominal  section.  May  7th,  1S90.  Anesthetic, 
ether.  Removal  of  uterine  appendages  ;  adhesion  very  dense ; 
enucleation  difiicult.  Duration,  thirty-five  minutes.  Irrigation 
and  glass  drainage. 

Course. — Gradual  uremic  intoxication,  resulting  in  death. 

Urine. — Examination  of  urine  negative  prior  to  operation. 
After  operation,  quantity  of  urine  voided  ranged  from  eight  to 
eighteen  ounces. 

Autopsy. — Small,  contracted  kidneys.     Xo  peritonitis. 

Case  Y. — Mrs.  R.,  set.  29,  Ipara ;  no  miscarriage ;  menstrua- 
tion regular  during  first  week,  free,  not  much  pain  ;  leucorrhea 
marked  ;  ajDpetite  poor  ;  bowels  costive  ;  bladder  irritable. 

History. — Has  been  an  invalid  for  several  years,  marked 
pains  in  the  head  and  womb  alternating.  Had  inflammation  of 
the  bowels  and  ovaries  for  a  year  after  her  labor. 

Examination. — Uterus  retroverted.  Tubo-ovarian  masses  on 
both  sides,  especially  on  right  side. 

Operation. — Abdominal  section,  March  7th,  1890.  Removal 
of  uterine  appendages ;  adhesion  very  dense.  Right  ureter 
was  attached  to  intraligamentous  tumor,  very  much  thickened  ; 
was  freed  and  dropped.  Duration  of  operation,  forty  minutes. 
Irrigation  and  glass  drainage.     Anesthetic,  chloroform. 

Course. — Suppression  of  urine  followed  operation  after  twen- 
ty-four hours  ;  on  second  day  quantity  by  catheter  and  voiding, 
ten  ounces ;  on  third  day,  one  ounce  by  catheter ;  death  third  day. 
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Autopsy. — Right  ureter  and  pelvis  of  right  kidney  dilated ; 
large  white  kidneys.     N^o  peritonitis. 

Case  VI. — Miss  P.,  ^et.  19,  Opara;  menstruation  regular  un- 
til the  past  two  months,  metrorrhagia  since  ;  very  severe  j^ain 
with  last  two  periods ;  leucorrhea  ;  history  of  a  well-marked  at- 
tack of  vaginitis  in  December,  1892. 

History. — She  was  a  healthy  girl  until  December,  1892,  since 
which  time  she  has  had  three  severe  attacks  of  peritonitis,  and 
is  at  the  present  time  confined  to  bed  from  pelvic  soreness  and 
from  the  effects  of  severe  uterine  hemorrhages. 

HJxamination. — Yagina  relaxed.  Womb  enlarged,  pushed  for- 
ward, and  fixed.  External  os  quite  patulous.  A  large,  fixed 
mass  can  be  felt  upon  the  right  side  of  the  pelvis,  which  is  palp- 
able above  the  superior  strait.  A  doughy  mass,  continuous 
with  the  first,  can  be  traced  across  the  pelvis  behind  the  womb. 

Urine. — Examination  before  operation  showed  albumin  mark- 
ed; hyaline  casts;  specific  gravity  1.032. 

Operation. — Abdominal  section,  May  7th,  1892.  Remoral  of 
uterine  appendages  and  tumor  of  right  ovary.  Adhesions  were 
universal,  but  friable.  Time  of  operation,  fifty  minutes.  Irri- 
gation and  glass  drainage. 

Course. — Marked  shock  when  put  to  bed  ;  pulse  160.  She 
rapidly  improved  and  made  an  uninterrupted  recovery.  The 
amount  of  urine  passed  :  first  day,  ten  ounces  ;  second  day, 
sixteen  ounces;  third  day,  fifteen  ounces  ;  fourth  day,  sixteen 
ounces ;  fifth  day,  eighteen  ounces.  Three  weeks  after  opera- 
tion the  urine  is  normal. 
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Many  of  you  may  think  the  title  of  this  paper  peculiar,  from 
the  fact  that  it  may  refer  either  to  a  paper  on  j)hysiology,  on 

'  Read  by  title  before  the  Section  on  Gynecology  and  Abdominal  Surgery 
of  the  Pan-American  Medical  Congress. 


IN    OPERATIVE    WORK    UPON    THE    ABDOMEN.  763 

anatomj,  or  abdominal  surgery.  I  do  not  claim  to  be  either  a 
physiologist  or  an  anatomist,  but,  as  an  abdominal  surgeon,  feel 
that  we  should  all  know  more  of  the  first  structure  we  meet 
after  our  knife  has  cut  through  the  peritoneum.  The  omentum 
has  been  neglected.  Being,  as  we  are,  unaware  of  its  function, 
we  are  constantly  dealing  with  a  something  about  which  we 
know  very  little,  and  this  ignorance  may  in  many  ways  affect 
the  results  of  our  operations.  I  do  not  expect  in  this  instance 
to  arrive  much  nearer  a  conclusion,  but  desire  to  give  you  the 
outcome  of  some  little  thought  on  the  subject.  My  intention  is 
to  take  the  question  up  as  follows :  firstly,  the  comparative  ana- 
tomy of  the  omentum  ;  secondly,  the  comparative  development 
of  the  omentum  ;  thirdly,  the  structure  of  the  omentum ; 
fourthly,  the  functions  of  the  omentum;  and,  fifthly,  the  dis- 
eases of  the  omentum.  There  is  a  dearth  of  literature  upon 
this  subject. 

Comparative  Anatomy  of  the  Omentum. — The  pleural  cavity 
first  becomes  differentiated  from  the  abdominal  cavity  in  the 
mammalia.  While  there  is  no  pleural  cavity  in  the  pigeon,  the 
omentum  is  found  as  a  fold  of  mesentery,  loaded  with  fat,  cover- 
ing the  viscera  behind  the  liver  (Marshall  and  Hurst,  Parker). 

"Wagner  states  that  in  birds  the  peritoneum  does  not  develop 
true  omenta.  The  intestine  in  birds  is,  however,  invested  by  a 
peritoneal  coat  which  follows  its  curvatures.^  In  the  reptiles 
and  birds  the  alimentary  canal  is  invested  by  a  peritoneal  coat 
which  generally  follows  all  the  curvatures  of  the  intestine ;  but 
in  the  snakes  the  folds  of  the  small  intestine  are  united  by  fib- 
rous tissue  and  enclosed  by  a  common  sheath  of  peritoneum. 
This  also  happens  to  a  certain  extent  in  the  horse,  two  folds  of 
bowel  being  frequently  supplied  by  but  one  coat  of  peritoneum. 
This  occurs  especially  in  the  colon,  and  is  an  interesting  fact 
when  taken  into  consideration  with  the  observations  made  by 
several  surgeons  who  have  observed  a  total  absence  of  the  peri- 
toneum in  the  human  being,  observed  as  a  congenital  condition, 
as  well  as  a  condition  following  adhesive  peritonitis.  It  proves 
conclusively  that  man  can  live  after  an  obliteration  of  his  peri- 
toneal cavity. 

A  small  and  a  large  omentum  traversed  by  elegantly  disposed 
streaks  of  fat,  as  in  the  otter,  is  regularly  present  in  the  mam- 
malia. The  insertion  of  the  great  omentum  departs  most  from 
'  "  AnatOQiy  of  the  Vertebrated  Animals." 
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that  of  the  human  adult,  and  resembles  more  that  of  the  condi- 
tion found  in  the  human  fetus — that  is,  in  the  absence  of  any 
omental  attachment  to  the  transverse  colon.  Lumbar  omenta 
occur  in  the  rodentia  ;  these  project  into  the  inguinal  canal,  and 
are  to  l)e  regarded  as  elongations  of  the  peritoneal  or  vaginal 
coat  of  the  testicle.  In  the  females  the  lumbar  omenta  are  pro- 
longations from  the  round  ligaments  of  the  uterus  (as  in  rats). 
In  the  ruminantia  the  great  omentum  forms  a  veil  over  the 
compound  stomach  ;  in  the  carnivora  it  lies  around  the  intes- 
tines (Wagner).  (In  this  connection,  to  depart  for  one  instant, 
it  is  interesting  to  note  that  there  is  no  vermiform  appendix  in 
the  horse  or  in  any  of  the  ruminants,  or  in  the  dog  or  pig.) 

Packard  in  his  "  Zoology,"  referring  to  the  omentum  of  the  cat, 
says  that  "  it  usually  contains  a  great  deal  of  fat ;  its  principal 
function  is  supposed  to  be  to  prevent  the  loss  of  heat.  The 
omentum  is  present  in  all  mammals,  but  is  least  developed  in 
cetaceans,  being  most  prominent  in  carnivora  and  ruminants." 
From  the]  fact  that  the  cetaceans  have  so  slight  a  development 
in  the  omentum,  the  theory  of  Packard  that  it  is  intended  to 
prevent  the  loss  of  heat  can  scarcely  be  maintained. 

In  the  higher  fishes  (the  teleosteans)  pyloric  ceca  are  attached 
like  a  fringe  at  the  junction  of  the  stomach  and  the  duodenum. 
Their  function  is  still  unknown,  and  it  may  be  that,  as  there  is 
no  omentum,  they  take  its  place.  These  rudimentary  omenta  in 
iish  lead  one  to  believe  that  the  omentum  has  some  special  func- 
tion. The  omentum  in  the  rabbit  is  a  special  fold  of  perito- 
neum extending  backward  from  the  stomach  and  loaded  with 
fat. 

Comparativie  Development  of  the  Omentum. — From  a  close  ob- 
servation of  the  comparative  development  of  the  omentum  it 
is  readily  seen  that  the  fetal  and  adult  conditions  vary.  The 
fetal  condition  is  similar  to  that  seen  in  the  lower  order  of  mam- 
mals ;  the  colon  in  the  fetus  is  unattached  to  the  omentum,  and 
this  attachment  takes  place  subsequently.  Whether  the  attach- 
ment has  any  special  significance  or  not  is  a  question  that  it  is 
difficult  to  decide.  The  lower  mammals  live  with  an  omentum 
that  has  no  such  attachment.  It  is  probable  that  this  attachment 
with  the  colon  is  not  of  any  special  significance.  The  mesentery 
of  the  hind  gut  retains  its  primitive  characters  in  vertebrata 
with  a  short  hind  gut.  When  that  portion  of  the  hind  gut 
whiah  is  known  as  the  colon  increases  in  length,  as  it  does  in 
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mammalia,  the  mesentery  or  mesocolon  accompanies  it,  and  is 
at  the  same  time  raised  by  one  portion  as  far  as  the  root  of  the 
mesogastrium,  so  that  the  two  rise  close  together;  this  gives 
rise  to  that  gradual  connection  between  the  mesocolon  and  the 
posterior  fold  of  the  mesogastrium  which  is  seen  in  the  primates, 
and  which  ends  in  the  condition  seen  in  man,  where  the  trans- 
verse colon  is  enclosed  in  the  hinder  wall  of  the  omental  sac. 
At  the  same  time  the  anterior  and  posterior  walls  of  the  omen- 
tal sac  grow  out,  and  the  great  omentum  is  formed  consisting  of 
lamellae  of  peritoneum  (Gegenbauer). 

The  development  of  the  omentum  seems  to  show  conclusively 
that  it  is  intended  for  some  important  purpose  in  the  animal 
economy.  If  it  were  the  result  of  a  retrograde  process,  as  of  the 
folding  together  of  some  membranes  that  had  been  previously 
prepared  for  some  other  jDurpose  and  had  been  left  after  that 
purpose  had  been  fulfilled,  we  might  conclude  that  it  is  of  no 
particular  value  ;  but,  as  it  happens  that,  as  the  stomach  becomes 
more  dilated  and  assumes  more  of  the  transverse  position  of  the 
adult,  it  carries  with  it  the  mesogastrium  from  which  the  omen- 
tum is  afterward  produced,  we  see  at  once  that  the  omentum  is 
a  subsequent  formation.  About  the  time  that  this  change  in 
position  of  the  stomach  takes  place  the  mesogastrium  is  rapidly 
expanded  and  doubled  upon  itself  so  as  to  enclose  a  cavity,  while 
a  fold  of  the  peritoneum  connected  with  the  liver  and  arising 
from  the  ventral  border  of  the  stomach,  which  has  now  become 
the  lesser  curvature,  contracts  around  the  entrance  to  the  omen- 
tal cavity  behind  the  stomach  and  within  the  omentum  so  as  to 
form  a  gastro-hepatic  omentum  and  the  foramen  of  Winslow. 
One  of  the  best  diagrams  to  show  this  development  of  the 
omentum  I  have  copied  from  Landois  and  Stirling's  work  on 
"  Human  Physiology,"  and  this  plate  no  doubt  shows  the  correct 
view  of  the  development.     (See  page  766.) 

The  dorsal  fold  of  the  great  omentum  has  not  at  first  any  con- 
nection with  the  transverse  colon  or  its  mesocolon,  and  there  can 
be  no  doubt  that  it  is  only  at  a  later  period  that  it  comes  to  be 
so  closely  united  with  them  as  to  have  given  rise  to  the  view 
that  the  transverse  colon  is  enclosed  between  the  two  posterior 
layers  of  the  omentum.  This  view  is  entirely  erroneous  and  in- 
consistent with  the  history  of  the  development  of  the  omentum ; 
what  does  happen  is  evidently  a  fusion  of  the  dorsal  or  outer 
fold  of  the  omentum  with  the  upper  layer  of  the  mesocolon,  and 
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this  fusion  takes  place  some  time  after  fetal  life.  The  perito- 
neum in  general  is  developed  locally  by  superficial  delamination 
from  the  mesoblast,  and  not  from  any  special  layer  of  formative 
tissue  (Quain). 

Structure  of  the  Omentum. — The  structure  of  the  omentum  is 
very  peculiar,  and  the  only  structures  to  which  I  can  liken  it  are 
the  "  cerebral  omenta "  or  the  arachnoid  with  its  fringes,  the 
choroidal  plexuses,  and  the  "  arthritic  omenta  "  or  the  synovial 
fringes  in  the  joints. 


^iat  curiHLture 
cftJie  stomach,  -/n 


pancreas 


Figs.  1,  2,  3.— After  Landois  and  Stirling. 


The  works  on  anatomy  seem  to  disagree  as  to  the  exact  dispo- 
sition of  the  membranes  of  the  brain.  Some  describe  the  arach- 
noid as  a  membrane  dividing  the  space  between  tlie  dura  mater 
and  the  pia  mater  into  two  spaces  (and  by  doing  this  it  certainly 
resembles  an  "  omentum,"  and  I  have  therefore  called  it  a  "cere- 
bral omentum"),  and  others  describe  it  as  a  serous  membrane 
lining  the  outer  side  of  the  pia  mater  and  the  inner  side  of  the 
dura  mater,  and  thus  they  divide  it  into  a  visceral  and  a  parietal 
layer.  I  believe,  however,  that  the  iirst  description  is  the  cor- 
rect one,  and  the  one  accepted  by  modern  anatomists.  Com- 
posed, as  the  omentum  is,  of  four  separate  and  distinct  layers,  it 
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must  be  intended  for  some  special  purpose.  The  vascular  supply 
to  the  omentum  is  very  great ;  there  is  no  other  membrane  in 
the  body  better  supplied  with  blood.  Hanging  down,  as  it  does, 
one  might  almost  look  upon  it  as  an  "abdominal  lung" ;  we 
have  here  a  large  influx  of  arterial  blood  and  a  large  efflux  of 
venous  blood,  an  immense  capillary  network  with  nothing  be- 
tween it  and  the  cavity  of  the  peritoneum  but  a  one-cell-thick 
endothelium.  The  mouths  of  the  lymph  spaces  are  constantly 
open  and  ready  to  drain  away  any  excess  of  transudation  from 
the  capillaries,  that,  after  its  transudation,  becomes  what  is 
known  as  "lymph."  These  open  spaces  remind  one  of  the  con- 
dition present  in  the  skin  of  the  frog,  especially  that  part  of  the 
skin  coverino;  the  abdomen.  A  froa:  is  said  to  absorb  throuojh 
these  pores  nearly  half  its  weight  of  water  within  an  hour.  In 
the  lung  the  structure  is  intended  to  bring  the  venous  blood  in 
contact  with  the  oxygen  of  the  air,  and  for  this  purpose  the 
luug  is  constructed  as  it  is.  The  omentum  is  likewise  pecu- 
liarly constructed,  and  its  purpose  is  in  some  way  closely  con- 
nected with  its  vascular  and  its  lymphatic  supply.  The  omen- 
tum is  enormously  supplied  with  lymph  tracts ;  there  is  no  other 
part  of  the  body  possessing  a  more  thorough  or  peculiar  lym- 
phatic supply,  and  it  seems  rather  strange  to  find  this  lymph 
supply  so  perfect  in  such  a  thin  and  apparently  useless  mem- 
brane. 

Functions  of  the  Omentum. — Foster  likens  the  peritoneal 
cavity  to  the  connective-tissue  spaces,  and  considers  them  all  as 
the  very  commencement  of  the  general  lymphatic  system.  Into 
the  serous  cavities  the  plasma  of  the  blood  exudes  and  becomes 
lymph.  Whether  the  epithelioid  linings  of  the  large  serous  cavi- 
ties play  any  distinct  part  in  regulating  the  transudation  of 
serous  fluid  (that  is,  of  lymph)  into  these  cavities  we  do  not  know. 
Mucous  membranes  are  not  closed  sa2s ;  serous  membranes  are 
closed  sacs,  and  they  must  be  subject  to  some  "  regulator  "  of  the 
amount  of  fluid  contained  in  them.  When  diseased  we  at  once 
find  an  abnormal  collection  of  fluid,  and  when  that  collection  of 
fluid  is  removed  the  serous  sac  returns  to  a  normal  condition. 
Ordinary  fluids  that  enter  the  tissues  to  keep  them  moist  are 
deposited  in  them  by  an  exudation  from  the  walls  of  the  capil- 
laries ;  all  surplus  that  is  left  after  the  requirements  of  the  tis- 
sues have  been  attended  to  is  returned  by  the  lymphatics.  In 
serous  cavities  this  fluid  is  required  for  use  in  the  cavity  itself  to 
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permit  of  greater  freedom  of  movement  of  the  contents,  to  pre- 
vent injurious  pressure,  and  probably  to  supply  a  certain  amount 
of  nourishment  to  the  parts  bathed  in  it. 

The  omentum  must  be  to  some  extent  a  protection  to  the  intes- 
tines against  injury  by  assisting  them  to  glide  away  from  the  point 
of  greatest  pressure,  and  by  preventing  the  formation  of  adhe- 
sions between  the  intestines  and  the  abdominal  wall,  Were  these 
adhesions  to  form,  the  intestines  would  be  more  liable  to  rupture 
during  any  sudden  abdominal  pressure.  Although  it  is  held  by 
Foster  that  the  villi  of  the  choroid  plexuses  differ  from  the  villi 
of  the  arachnoid  in  the  fact  that  they  are  engaged  in  actively 
secreting  fluid,  they  nevertheless  play  an  important  part  in  the 
regulation  of  the  quantity  of  the  fluid  contained  in  the  ventricles 
of  the  brain  at  any  one  time. 

I  have  likened  the  omentum  to  the  arachnoid  and  to  the  syno- 
vial fringes.  There  is  one  feature  common  to  these  three — 
namely,  the  deposition  of  fat.  If  the  omentum  were  for  the 
purpose  of  storing  fat  the  storage  should  commence  early,  but  it 
only  begins  after  other  tissues  of  the  body  have  been  fully  sup- 
plied ;  and  again,  animals,  such  as  those  that  hibernate,  should 
be  specially  supplied  with  omenta,  and  these  omenta  should  early 
put  aside  the  fat  supply  for  the  ensuing  winter.  The  fat  of 
the  camel,  though  it  does  not  hibernate,  is  stored  in  its  humpy 
and  that  of  the  frog  in  various  parts  of  its  body. 

In  the  brain  the  Pacchionian  glands,  as  they  are  incorrectly 
called,  or,  in  other  words,  the  villi  of  the  arachnoid,  appear  to 
be  intended  for  the  purpose  of  relieving  the  subarachnoid  space 
of  too  great  a  quantity  of  fluid,  or  in  some  way  to  regulate  the 
difference  between  the  small  quantity  of  the  fluid  in  the  subdu- 
ral space  and  the  larger  quantity  of  fluid  in  the  subarachnoid 
space.  These  villi  are  composed  of  spongy  trabecular  tissue, 
and  fluid  injected  into  the  subarachnoid  space  filters  through 
their  walls  into  the  subdural  space,  and  can  even  be  driven  into 
the  interior  of  the  venous  sinuses. 

The  adjustment  between  the  normal  and  the  abnormal  quan- 
tity of  fluid  I  believe  to  be  controlled  by  means  of  the  arachnoid 
and  its  plexuses  in  the  brain,  by  the  synovial  fringes  in  the 
cavities  of  the  joints,  and  by  the  omentum  in  the  abdomen.  The 
bursse  and  the  sheaths  of  tendons,  belonging,  as  the}'  do,  to  the 
false  serous  sacs,  need  not  be  taken  into  consideration  in  the 
analogy,  but  the  pleural  cavity  and  the  pericardium  must  be 
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considered.  I  am  unable  as  yet  to  understand  liow  this  regula- 
tion of  the  (|aantity  of  fluid  is  carried  out  in  the  chest,  unless  in 
some  way  connected  with  the  pump-like  action  of  the  act  of 
respiration. 

It  was  demonstrated  by  Cyon  and  Ludwig  that  when  the  de- 
pressor nerve  was  divided  in  the  rabbit  and  stimulated  at  its 
central  end,  dilatation  of  the  vascular  district  supplied  by  the 
splanchnic  took  place,  and  that  district,  as  a  consequence,  held  a 
very  large  supply  of  blood — so  large,  in  fact,  that  other  parts  of 
the  body  were  impoverished  and  the  blood  pressure,  as  a  con- 
sequence, was  diminished  ;  but  that  after  a  time,  by  some  com- 
pensatory action,  this  dilatation  ceased  and  the  blood  supply 
again  assumed  its  normal  condition.  One  would  think  that  it 
might  readily  be  demonstrated  by  experiment  that  the  removal 
of  the  omentum  would  produce  a  condition  similar  to  that  pro- 
duced when  the  omentum  has  become  functionless  by  the  in- 
vasion of  a  disease ;  but  when  such  compensation  as  that  just 
mentioned  takes  place  experiment  is  rendered  more  or  less 
valueless. 

Tait  says  that,  in  patients  suffering  from  peritoneal  dropsy 
due  to  disease  which  we  now  call  peritoneal  papilloma,  a  large 
number  of  cases  will  be  found  in  which  the  effusion  may  be 
made  to  come  and  go,  as  the  observer  wishes,  by  merely  keeping 
the  patient  in  bed  or  out  of  it.  In  others  it  cannot  be  altered, 
and  these  are  the  cases  in  which,  on  exploration,  it  will  be  found 
that  the  great  omentum  is  chiefly  or  very  largely  involved.  This 
is  Tait's  statement  of  the  case,  but  I  am  not  aware  that  it  has 
been  observed  by  any  other  observers.  From  my  own  expe- 
rience I  am  unable  to  say  that  I  have  ever  noticed  this  effect. 
I  have  seen  many  cases  of  peritoneal  dropsy  accompanying 
malignant  disease  and  accompanying  tubercular  disease,  and  I 
have  seen  the  ascites  completely  disappear  in  some  cases  of 
tubercular  disease,  but  have  never  seen  it  disappear  in  cases  of 
malignant  disease.  I  have  frequently  seen  it  'accumulate  and 
disappear  and  reaccumulate  in  cases  of  heart  disease. 

When  we  have  a  collection  of  fluid  in  either  of  the  three  se- 
rous cavities  of  the  body  as  a  result  of  inflammation,  a  special  set 
of  symptoms  are  observed  in  each  case.  We  have  a  peculiar 
slow  pulse  and  slow  respiration  accompanying  meningeal  inflam- 
mation, the  full  pulse  and  the  high  temperature  accompanying 
pleural  and  joint  inflammation,  and  the  peculiar  thready  and 
49 
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rapid  pulse  and  low  temperature  aceompaujing  the  worst  form 
of  peritoneal  inflammation. 

I  liave  seen  the  omentum  so  short  that  it  was  hardly  worthy 
of  the  name,  and  I  have  seen  it  so  long  as  to  be  very  much  in 
the  way  during  abdominal  operation,  reaching  far  down  into  the 
cul-de-sac  of  Douglas,  where  it  lay  curled  on  itself.  In  one  pa- 
tient on  whom  I  operated,  who  was  suffering  with  symptoms  of 
chronic  pelvic  inflammation,  I  found  what  I  considered  before 
operation  to  be  a  pus  tube  to  be  nothing  more  than  the  omen- 
tum curled  on  itself  like  a  rolled  pancake  and  tucked  down 
into  the  cul-de-sac  of  Douglas.  In  another  patient  I  found  the 
omentum  attached  to  an  ovarian  tumor  and  apparently  infected 
with  the  gajigrenous  condition  present  in  the  tumor  itself.  I 
considered  it  advisable  at  the  operation  to  remove  this  doubtful- 
looking  omentum,  and  did  so  by  means  of  a  chain  suture  passed 
across  its  surface  al)0ut  six  inches  below  its  attachment  to  the 
stomach.  This  procedure  curled  the  end  of  the  omentum  to- 
gether and  reduced  its  width  to  a  very  great  extent.  Some  time 
after  the  operation  the  patient  began  to  complain  of  pains  in  the 
abdomen,  and  noticed  a  hardness  that  was  found  to  extend  up- 
ward toward  the  wall  of  the  stomach.  I  at  first  attributed  this 
condition  to  the  presence  of  a  collection  of  fluid  in  the  omen- 
tum, but  how  this  collection  of  fluid  was  occasioned  I  could  not 
satisfactorily  exjDlain  to  myself.  I  connected  it  with  the  liga- 
tion and  removal  of  half  of  the  omentum.  As  the  ]3atient  went 
from  bad  to  worse,  I  determined  to  do  a  secondary  operation 
and  to  tap  what  I  considered  to  be  a  cyst  of  the  omentum.  Se- 
rous fluid  was  found  and  evacuated  by  an  incision  made  high  up. 
The  fluid  re-collected,  however,  and  I  began  to  think  that  the 
case  was  probably  due  to  an  original  condition  of  malignancy  in 
the  tumor.  The  tumor,  at  the  time  of  its  removal,  did  not  ap- 
pear to  be  of  a  malignant  nature.  The  symptoms  pointed,  how- 
ever, to  the  formation  of  pus.  The  patient  lingered  on  for  some 
months,  and  eventually  an  abscess  opened  through  the  line  of 
the  second  incision  and  she  immediately  regained  her  health. 
This  case  was  one  of  cystic  collection  of  fluid  in  the  folds  of  the 
omentum,  with  secondary  suppuration  in  the  cyst. 

From  this  case  I  was  first  led  to  believe  that  the  omentum  in 
some  way  controlled  the  intraperitoneal  currents.  About  this 
time  I  read  a  paper  of  Tait's  in  which  he  stated  that  he  believed 
the  omentum  to  be  the  arbiter  of  the  peritoneal  tides.     A  case 
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was  mentioned  bj  Tait  of  a  cyst,  evidently  composed  of  the  lesser 
cavity  of  the  peritoneum,  removed  from  a  patient  who  had  acute 
peritonitis  and  in  whose  abdomen  a  common  sewing  needle  was 
found.  The  irritation  of  the  sewing  needle  and  the  irritation  of 
the  silk  ligature  may  have  set  up  an  irritation  in  the  omentum 
that  led  to  the  formation  of  these  cysts.  In  one  case  I  found 
the  omentum  forced  through  the  aperture  from  which  a  drain- 
age tube  had  been  removed  two  days  before.  On  removing  the 
dressings  I  was  amazed  to  find  nearly  three  inches  of  omentum 
lying  on  the  abdomen ;  it  was  thickened  to  a  great  extent,  and 
tilled  with  a  reddish  serum,  and  apparently  partially  stran- 
gulated. I  was  astonished  to  find  so  much  thickening  in  so 
short  a  time.  One  would  almost  have  thought  that  it  was  en- 
dowed with  some  vermicular-like  action  and  that  it  was  able  to 
move  itself  from  place  to  place. 

I  have  been  interested  to  notice  the  manner  in  which  the 
omentum  seems  to  hasten  to  prevent  the  invasion  of  the  general 
peritoneal  cavity  by  some  intraperitoneal  poison.  It  seems  to 
rapidly  glue  itself  to  the  leaking  pus  tube,  or  the  inflamed  and 
leaking  appendix,  or  the  irritated  and  inflamed  gall  bladder,  and 
thus  to  ward  off  a  dangerous  invasion  of  the  system.  It  must  in 
this  way  save  many  a  life.  It  is  lik'e  a  man-of-ioa/'  ready  to  sail 
to  any  jport  in  which  there  is  imjyending  trouMe.  Can  it  be  that 
the  omentum  is  used,  like  the  overflow  sluices  provided  for  mill- 
dams,  to  provide  an  extra  outlet  for  the  stream  when  the  torrent 
comes  ?  The  usual  channel  is  suflicient  under  ordinary  circum- 
stances, but  when  inflammation  occurs  and  fluid  tends  to  ac- 
cumulate it  seems  as  if  the  omentum  rushes  to  the  inflamed 
sj)ot  for  a  purpose.  The  immense  lymphatic  supply  of  this  thin 
membrane  must  be  able  to  carry  off  a  great  quantity  of  fluid  in 
a  very  short  time. 

Irritative  inflammation  of  the  peritoneum  is  peculiar.  When 
the  omentum  is  artificially  inflamed  the  epithelial  cells  pro- 
liferate, pus  corpuscles  form,  the  endothelial  cells  become 
spherical  and  prominent  in  their  process  of  detachment  from 
the  fibrous  trabecule.  These  endothelial  cells  become  de- 
tached and  are  thrown  into  the  genei'al  cavity  of  the  peri- 
toneum. As  the  process  of  repair  goes  on  these  endothelial 
cells  become  flattened  and  applied  to  the  fibrous  trabeculse, 
the  protoplasm  becomes  less  granular,  and  they  form  an  almost 
complete  epithelial  investment.     The  lymph  cells  are  noticed. 
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subsequent  to  inflammation  of  the  omentum,  accumulated  around 
the  vessels. 

The  omentum  is  more  frequently  found  in  hernial  sacs  than 
intestine,  but  this  can  be  readily  accounted  for.  We  fre- 
quently find  pieces  of  thickened  omentum  in  the  regions  of 
either  inguinal  or  femoral  hernia,  giving  rise  to  the  idea  that 
perhaps  we  have  to  deal  with  an  ovary  in  the  inguinal  canal  or 
an  enlarged  and  inflamed  Ij'mphatic  gland.  Such  cases  are  at 
times  very  confusing.  At  the  operation  nothing  but  a  small 
button  of  thickened  omentum  will  be  found  in  a  small  hernial 
sac  with  a  fairly  tight  constriction  at  the  neck,  producing  the 
peculiar  edematous  condition  of  the  omentum.  It  is  only  a  few 
days  since  I  removed  nearly  the  entire  omentum  from  the  sac 
of  an  umbilical  hernia.  It  had  forced  its  way  between  the  tra- 
becuhie  of  the  connective  tissue  in  such  a  way  that  the  sac  was 
divided  into  subsidiary  sacs,  and  the  omentum  was  so  flrmly  ad- 
herent that  it  could  only  be  removed  by  tearing.  While  tear- 
ing the  last  portion  I  found  that  I  had  reached  almost  up  to  the 
colon.  By  the  process  of  tearing,  so  many  shreds  were  left  that 
it  was  necessary  to  ligate  and  remove  almost  the  entire  intesti- 
nal curtain.  Though  the  intestinal  curtain  may  be  able  to  deal 
with  a  considerable  excess  of  fluid  that  may  collect  within  the 
peritoneal  cavity  as  a  consequence  of  inflammatory  action,  there 
is  no  doubt  a  point  reached  at  which  this  task  becomes  more 
than  it  is  capable  of  performing.  The  peritoneum  becomes  in- 
flamed perhaps  more  frequently  than  any  other  serous  mem- 
brane in  the  body.  The  attacks  of  inflammation  in  this  mem- 
brane in  some  women  are  legion,  recurring  and  recurring  at  fre- 
quent intervals,  but  without  producing  death.  Inflammation  of 
the  membranes  of  the  brain  and  spinal  cord  is  a  very  serious 
disease,  and  sligiit  inflammation  seems  to  be  followed  by  the 
most  disastrous  results.  When  fluid  is  effused  into  the  perito- 
neal cavity — and  it  is  nearly  always  so  effused,  even  in  attacks  of 
very  slight  inflammation — this  fluid  seems  to  be  readily  absorbed 
and  the  patient  convalesces  in  a  few  days.  I  have  on  many  oc- 
casions opened  the  abdomen  of  a  patient  who  has  been  suffering 
from  some  form  of  growth,  and  has  for  twenty-four  or  thirty- 
six  hours  previous  to  the  operation  been  suffering  with  pain  in- 
dicative of  a  slight  inflammatory  attack,  and  in  each  case  I  have 
found  a  small  quantity  of  fluid  free  in  the  peritoneal  cavity,  the 
peritoneum  itself  injected  and  showing  every  evidence  of  slight 
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inflammation.     Had  operation  been  delayed  a  day  or  two   in 
these  cases  no  doubt  the  fluid  would  have  been  absent. 

Mr.  Stenhouse,  my  clinical  clerk,  to  whom  I  am  indebted  for 
assistance  in  reviewing  the  literature  (meagre  as  it  is)  of  the 
comparative  anatomy  of  the  omentum,  in  discussing  the  matter 
with  me,  formulated  several  theories.  First,  is  the  omentum 
primarily  needed  for  heat  ?  This  has  been  already  disposed  of 
ID  another  paragraph.  Secondly,  has  the  omentum,  in  its  at- 
tachment to  the  stomach,  any  special  function  connected  with 
the  blood  supply  to  the  stomach  ?  This  is  a  very  difficult  ques- 
tion to  answer.  It  may  be  that  it  holds  a  surplus  supply  of 
blood  during  the  process  of  digestion,  and  that  such  blood,  not 
being  utilized  as  it  is  in  other  parts  of  the  body,  such  as  muscle 
and  the  liver  and  kidneys,  deposits  fat  so  frequently  found  in 
the  omentum.  This  is  especially  found  in  people  whose  diges- 
tion is  of  the  first  order  and  who  put  on  a  fat  supply  else- 
where. Thirdly,  have  the  additional  omenta  found  in  the  most 
prolific  class  of  mammals  any  connection  with  rapid  reproduc- 
tion ?  Were  these  only  found  in  the  female  the  question  might 
be  answered  in  the  affirmative,  but  as  they  are  found  also  in  the 
male  they  can  hardly  be  intended  for  this  purpose.  I  leave  the 
subsequent  solution  of  these  questions  to  others. 

Diseases  of  the  Omentum.  Growths. — The  omentum  is  sub- 
ject to  various  forms  of  growths — fatty  tumor,  dermoid  tumor, 
malignant  growths,  simple  and  suppurating  cysts,  hydatid  cysts, 
and  fibroma. 

Discussing  the  question  of  tumors  of  the  omentum,  one  must 
be  careful  to  differentiate  those  tumors  that  originate  in  the 
-omentum  itself  and  tumors  that  become  secondarily  attached 
to  it. 

Fatty  tumors  have  been  successfully  removed  from  the  omen- 
tum. Such  cases  are  frequently  supposed  to  be  malignant  un- 
til after  a  microscopical  examination  of  the  growth  has  been 
made.  An  interesting  case  was  recorded  by  lioberts,  operated 
on  in  the  Woman's  Hospital  in  Philadelphia.'  The  fatty  tumor 
in  the  omentum  in  this  case  was  accompanied  by  a  collection  of 
ascitic  fluid  in  the  abdomen. 

Dermoid  tumors,  if  we  are  to  accept  the  view  mentioned  re- 
garding the  development  of  the  peritoneum  from  the  meso- 
blast,  cannot  originate  in  the  omentum  itself.     Sutton  believes 
'  Medical  News,  A.ugust  22d,  1891. 
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that  there  is  no  such  thiug  as  a  true  dermoid  of  the  omentum. 
He  believes  that  dermoids  within  the  peritoneum  only  occur  in. 
women  and  that  all  dermoids  in  men  are  extraperitoneal,  and, 
further,  that  dermoids  of  the  omentum  are  in  reality  dermoids 
of  the  ovary  that  have  shifted  their  attachment. 

Ilaligjiant   disease   of  the  omentum.     Cornil   and  Ranvier 


Fig.  4.— After  Doran. 


state  that  primary  carcinoma  of  the  peritoneum  commences  in 
the  omentum  as  encephaloid  or  more  frequently  as  colloid. 
Cylindrical  carcinoma  of  the  stomach,  the  intestines,  the  gall 
bladder,  and  the  biliary  ducts  gives  rise  to  secondary  nodules  in 
the  liver,  but  without  involvement  of  its  serous  covering  or  of 
the  peritoneum  elsewhere.  In  cases  of  cancer  of  the  perito- 
neum, such  as  that  which  may  affect  primarily  the  omentum 
or  ovary,  the  omentum  is  always  affected  and  the  peritoneum 
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studded  with  nodules  that  have  a  tendency  to  grow  only  toward 
the  peritoneal  cavity  and  not  to  affect  deeper  tissues.  A  very 
remarkable  case  of  cancer  of  the  omentum  was  reported  by 
Gross.*  In  this  case  the  omentum,  or  a  portion  of  it,  had  ap- 
parently been  protruded  through  an  opening  in  the  linea  alba, 
and  the  portion  thus  protruded  had  taken  on  cancerous  disease. 
A  mass  of  cancer  was  found  lying  on  the  aponeurosis  of  the 
external  oblique  muscle  and  was  connected  by  a  rounded  pedicle 
one-third  of  an  inch  in  diameter.  With  the  omentum  the  pedi- 
cle was  ligated  and  the  tumor  removed.  Shortly  after  ascites 
made  its  appearance.  The  patient  died  ;  no  post-mortem  was 
permitted. 

Ci/sis  of  the  omentum  are  more  common,  perhaps,  than  fatty 
growths  or  malignant  growths.  The  cysts  may  be  simple  inllam- 
matory  cysts,  suppurating  cysts,  or  hydatid  cysts.  The  pathology 
of  these  is  not  as  yet  well  known.  I  show  a  diagram  (Fig.  4) 
given  with  a  case  reported  by  Doran,  operated  on  by  Bantock. 
This  cyst  lay  entirely  between  the  two  anterior  and  the  two 
posterior  folds  of  the  omentum,  with  the  mesentery  of  the  co- 
lon and  the  ileum  lying  above  and  behind,  and  below  and  be- 
hind. It  was  adherent  to  the  mesentery  throughout  part  of  its 
extent.  The  woman  was  58  years  of  age.  The  two  anterior 
layers  of  the  omentum  that  encircle  the  stomach  with  perito- 
neum were  found  intact.  The  adhesions  commenced  below 
where  the  two  folds  of  the  posterior  layer  encircle  the  colon, 
and  the  two  layers  of  the  anterior  wall  passed  in  front  of  the 
colon  to  reach  the  stomach.  In  this  case  nothing  peculiar  was 
to  be  noticed.  In  regard  to  symptoms,  the  patient  suffered  for 
years  with  what  was  supposed  to  be  cystic  disease  of  the  ovary. 
She  had  been  tapped  several  times ;  the  fluid  that  was  removed 
was  dark  and  serous.  The  cyst  proved  to  be  entirely  within 
the  omentum  ;  the  fold  of  the  mesentery  attached  to  the  ileum 
entirely  separated  the  tumor  from  the  pelvic  organs,  where  the 
uterus,  ovaries  and  tubes,  and  peritoneal  folds  were  normal. 

AYells  shows  a  diagram  (Fig.  5),  that  I  have  reproduced,  when 
recording  a  case  of  cyst  of  the  omentum  operated  on  by  him.^ 
The  patient  was  a  girl,  aged  4,  who  had  a  large  abdomen  from 
infancy.  This  enlargement  gradually  increased  and  was  accom- 
panied by  abdominal  pains.     The  abdomen  was  found  to  be 

1  Transactions  of  Pathological  Society  of  Philadelphia,  vol.  viii. 

2  British  Medical  Journal,  June  14th,  1890. 
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prominent  below  the  navel,  and  the  prominent  area  was  dull  on 
percussion  and  fluctuating.  The  drawing  shows  a  peculiar  laxity 
of  the  abdominal  wall  below,  and  does  not  give  one  the  idea 
either  of  the  presence  of  pregnancy  or  of  ovarian  cyst ;  it  has 
more  the  appearance  of  an  abdomen  filled  with  ascitic  fluid. 
"When  lying  on  the  back  the  fluid  was  found  to  be  encysted ;  it 
did  not  rise  in  the  loins,  as  it  would  in  ascites.  The  diagnosis 
was  that  of  ovarian  disease.  The  fluid  drawn  off  was  nothing 
more  than  water  with  a  mere  trace  of  albumin  ;  it  was  tapped 
and  soon  filled  again.     The  cyst  never  became  tense,  although  it 


Fig.  5.— After  Spencer  Wells. 

filled.  This,  I  suppose,  was  due  to  the  tendency  it  had  to  burrow 
up  into  the  folds  of  the  omentum.  After  its  removal  the  child 
remained  in  good  health. 

The  case  mentioned  in  a  fore  part  of  this  paper,  recorded  by 
Tait,  of  a  cyst  of  the  omentum  removed  from  a  patient  in  whose 
abdomen  a  common  sewing  needle  was  found,  might  point  to 
omental  irritation  as  a  cause  of  the  formation  of  such  a  cyst. 
Cysts  of  the  omentum  seem  to  suppurate  very  frequently,  and 
this  suppuration  is  not  dependent  on  any  surgical  interference. 

Pain  appears  to  be  generally  present  in  such  cases.  There 
seems  to  be  greater  movement  upward  than  downward,  and 
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the  movemerjt  is  also  lateral  from  side  to  side  of  tlie  abdomen. 
The  movements  are  sjnchronons  with  respiratory  acts. 

Hydatids  of  the  omentum  are  not  very  common.  An  interest- 
ing case  is  recorded  by  Thornton.  The  patient  had  been  preg- 
nant for  some  months  and  was  suffering:  from  an  obscure  abdo- 
minal  tumor.  She  looked  sallow  and  had  the  aj^pearance  of 
one  suffering  from  constant  pain.  Her  health  had  not  been 
good  for  three  and  a  half  years.  She  had  a  child  three  and  a 
half  years  before.  At  that  time  she  noticed  a  lump  in  the  right 
side  of  the  abdomen.  As  her  size  increased  with  pregnancy 
other  lumps  were  felt  in  the  lower  part  of  the  abdomen.  The 
pain  was  continuous  when  Thornton  saw  her,  and  she  was 
obliged  to  take  sedatives.  Emaciation  rapidly  increased.  The 
pregnant  uterus  was  found  to  be  to  the  left  of  the  abdomen  ;  the 
masses  to  the  right  side  had  the  indistinct  sense  of  fluctuation  ; 
the  pelvis  was  occupied  by  grape-like  bunches  of  small  round 
bodies  lying  behind  the  uterus.  The  tumor  was  supposed  to  be 
ovarian,  and  exploratory  operation  was  decided  on  after  consul- 
tation, and  carried  out.  Some  of  the  consultants  favored  the 
induction  of  premature  labor,  others  favored  immediate  explo- 
ratory operation.  On  making  an  incision  a  white-looking  cyst 
adherent  to  the  parietes  came  into  view,  and,  as  it  was  impossible 
to  reach  above  or  below,  it  was  cut  into.  It  had  a  rough  surface 
and  looked  like  those  false  cysts  that  are  formed  by  peritoneal 
adhesions.  The  nodular  parts  were  found  to  be  separate  hyda- 
tids growing  in  tlie  omentum,  and  its  whole  lower  half  was 
fringed  and  hung  with  them,  from  the  size  of  a  hen's  egg  to  that 
of  a  small  marble.  This  condition  affecting  the  omentum  is  an 
extremely  rare  one. 

I  have  found  no  record  of  chylous  cysts  of  the  omentum, 
though  such  cysts  are  common  in  the  mesentery.  My  refe- 
rences have  been  taken  from  the  "  Index  Medicus."  Such  cases 
may  have  been  reported  and  have  escaped  my  observation.  If 
■chylous  cysts  of  the  omentum  do  not  exist,  the  fact  would  be  an 
interesting  one  when  taken  in  connection  with  the  fact  that  they 
are  common  in  the  mesentery. 

Fibroma  has  been  found  in  the  omentum.  A  case  was  record- 
ed in  the  Transactions  of  the  Pathological  Society  of  London, 
189L-92,  volume  xliii. 

Gangrene  of  the  Omentum. — A  case  of  gangrene  of  the  omen- 
tum has  been  mentioned,  and  a  specimen  was  shown  by  Pitt  to 
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the  Hiiuterian  Society  at  the  meeting  on  the  2Sth  of  March, 
1889.  Extensive  sloughing  of  the  omentum  was  found,  and 
this  had  evidently  set  up  a  fatal  peritonitis.  The  patient  was  a 
man  who,  while  under  the  influence  of  liquor,  fell  in  the  road. 
It  was  not  known  whether  he  was  trodden  on  by  a  horse  or 
otherwise  injured.  A  small  tear  was  found  in  the  omentum, 
from  which  no  hemorrhage  had  taken  place.  As  a  perforation 
was  found  in  the  ileum  in  this  case,  it  is  difficult  to  say  whether 
the  lesion  in  the  ileum  caused  the  gangrene  in  the  omentum,  or 
the  gangrene  of  the  omentum  was  the  primary  lesion. 

Obstruction  of  the  mesenteric  artery  and  vein  has  been  noted,' 
and  was  followed  by  an  intestinal  hemorrhage.  One  can  easily 
see  how  a  gangrene  of  the  omentum  might  occur,  and  this  fact 
is  perhaps  of  considerable  importance  to  the  abdominal  surgeon. 
I  fear  that  sometimes  we  are  tempted  to  remove  the  distal  por- 
tion of  omentum,  after  ligature  of  the  part  nearest  the  body,  at 
too  great  a  distance  from  the  ligature,  and  thus  to  favor  death 
of  the  distal  portion. 

Hemorrhage  into  the  mesentery  has  also  been  noted.  This 
subject  was  brought  prominently  forward  in  ISSl,  when  several 
cases  were  reported  to  the  Medical  Society  of  London. °  As 
such  hemorrhage  may  occur  in  the  mesentery,  there  is  no  rea- 
son why  hemorrhages  may  not  also  occur  into  the  folds  of  the 
omentum.  I  have  not  seen  any  such  cases  reported  except  as 
the  result  of  injury. 

Regarding  loounds  of  the  omenturfi,  Greig  Smith  says  that 
they  are  occasionally  attacked  with  free  bleeding,  and  that  this 
free  bleeding  may  form  a  large  hematoma  between  the  layers. 
In  such  cases  complete  amputation  of  the  omentum  above  the 
site  of  injury  would  be  the  best  treatment.  A  small  perfora- 
tion without  bleeding  should  be  excised  to  prevent  the  risk  of 
gangrene,  and  the  opening  should  be  closed  by  a  continuous  su- 
ture. 

Tubercular  deposit  frequently  takes  place  in  the  omentum, 
but  is  then  only  part  of  a  general  tubercular  peritonitis.  It 
may  be  thickened  so  as  to  form  a  prominent  hard  tumor  that 
may  be  readily  felt  by  palpation  over  the  abdomen,  and,  as  it  is 
accompanied  by  ascites,  may  give  rise  to  the  idea  that  the  dis- 
ease is  malignant.  Omental  bands  have  been  known  to  produce 
obstruction  of  the  intestine.  Such  bands  are  perhaps  among 
'  Path.  Society  Trans.,  vol.  xxxii.  -  Laucet,  December  1st,  1881. 
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the  common  causes  of  internal  strangulation,     A  coil  of  intes- 
tine has  been  known  to  slip  through  a  tear  in  the  omentum. 

Inflammation  of  the  Peritoneum.. — There  is  no  doubt  that  in 
many  cases  of  inflammation  of  the  peritoneum  the  omentum 
becomes  studded  with  colonies  of  leucocytes  or  small  round 
cells  that  thicken  it  and  that  also  form  nodules  that  can  with 
ditiiculty  be  distinguished  from  the  granulations  of  tubercle. 
Tubercle  and  malignant  disease  have  a  tendency  to  be  deposited 
in  this  way  in  colonies,  not  only  on  the  omentum,  but  over  the 
entire  surface  of  the  peritoneum. 

In  a  description  of  a  cyst  of  the  omentum  Ransom  describes 
the  condition  found  by  the  microscope  as  clearly  indicative  of 
the  inflammatory  origin  of  the  cyst.  In  reading  the  history  of 
a  case  recorded  by  Wells  one  must  conclude  that,  owing  to  the 
presence  of  the  small  fluid-like  grapes,  the  cyst  was  undoubtedly 
of  inflammatory  origin.  I  have  seen  these  fluid-like  grapes  in 
the  abdomen  on  several  occasions,  and  they  have  only  been 
found  in  cases  in  which  the  parts  were  firmly  matted  by  adhe- 
sions left  by  former  attacks  of  peritonitis.'  Peritonitis  is  a 
disease  to  which  dogs  are  little  subject..  Even  wounds  which 
in  horses  and  other  animals  result  in  inflammation  of  the  perito- 
neum, in  dogs  heal  kindly  (Stables).  Whether  such  peculiari- 
ties are  connected  with  differences  in  the  anatomical  distribu- 
tion of  the  intraperitoneal  contents  or  not  I  leave  for  others  to 
decide. 
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II.    THE    RESULT    OF    OVULATION   IN   THE    OVARY. 

The  authors  who  have  done  most  for  an  apparently  accurate 
description  of  the  tissue  changes  in  the  human  ovary  due  to 
menstruation  and  ovulation  are  Bischoff,  Dalton,  and  Leopold. 

'  See  paper  on  "  Cystic  Disease  of  the  Peritoneum,"  American  Association 
Journal,  1892. 
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Bischoffs  observations  are  criticised  by  Leopold,  who,  out  of 
the  fourteen  cases  of  Bischoff,  admits  only  two  as  worthy  of  at- 
tention, and  in  even  these  the  dates  of  menstruation  could  not 
be  ^iven  with  certainty. 

Dalton,  according  to  Leopold,  has  made  five  accurate  observa- 
tions, out  of  which  three  are  doubtful  on  account  of  epilepsy  and 
mental  disturbances.  Leopold  considers  only  two  cases  of  Dal- 
ton trustworthy,  one  of  the  twentieth  and  one  of  the  twenty-sixth 
day. 

For  me  remains  the  criticism  of  Leopold's  above-quoted  arti- 
cle, in  which  forty  pairs  of  ovaries  were  described,  out  of  which 
in  twenty-nine  cases  only  could  be  given  exact  dates  as  to  men- 
struation. These  ovaries,  Leopold  claims,  came  mostly  fresh  into 
his  hands  and  were  not  altered  by  post-mortem  changes. 

In  analyzing  the  cases  of  Leopold  we  meet  with  rather  strange 
facts,  illustrated  profusely  by  elaborate  colored  plates,  and  it  is 
well  worth  our  attempt  at  selecting  a  few  of  his  cases  for  closer 
analysis. 

I  will  first  discuss  Case  1,  which  is  claimed  to  show  a  men- 
iStrual  body  of  the  first-  day,  since  castration  was  performed  on 
the  first  day  of  menstruation.  The  reason  for  castration  was 
severe,  constant  pain,  exaggerated  at  the  time  of  the  periods,  in 
a  nullipara  21  years  of  age.  The  right  ovary  is  described  as  con- 
taining a  freshly  burst,  collapsed  follicle,  not  yet  completely  filled 
with  blood,  surrounded  by  a  fluted  wall  of  one  to  one  and  a  half 
millimetres  in  thickness,  presenting  on  the  surface  a  gaping 
opening  of  the  size  of  a  millet  seed.  The  illustration  shows  a 
body  containing  a  blood  clot  of  a  configuration  and  size  never 
assumed  by  any  ripe  follicle.  The  opening  on  the  surface 
Leopold  himself  considers  as  a  dubious  feature,  since  he  admits 
the  possibility  that  the  thin-walled  cavity  may  have  burst  in 
consequence  of  manipulations  attending  the  extirpation  of  the 
organ.  Wherefrom,  may  I  ask,  is  the  heavy  wall  around  the 
clot,  surpassing  in  its  thickness  considerably  that  of  the  wall  of 
a  ripe  follicle  ? 

It  is  plain  to  rae  that  Leopold  did  not  have  before  him  a 
recently  burst  follicle,  but  a  morbid  formation  which  I  have  pre- 
viously described  as  an  endothelioma  changing  to  hematoma.  It 
is  plain,  furthermore,  that  this  hematoma  was  the  cause  of  the 
suffering  of  the  woman,  on  account  of  which  castration  had  been 
performed. 
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In  Fig.  3  a  corpus  menstruatioiiis  is  described  of  the  third 
day  of  a  virgin  20  years  old,  of  strong  constitution,  who  died 
from  the  elfeets  of  injury.  The  left  ovary  is  at  one  pole  trans- 
formed into  a  so-called  corpus  luteum  occupying  the  whole 
breadth  of  the  ovary,  with  a  cortex  of  brownish-black  color  and 
a  lighter,  serrated  nucleus,  apparently  the  result  of  beginning 
of  absorption  of  the  extravasated  blood.  Again  I  am  positive 
that  this  formation  was  nothing  but  a  hematoma  of  considerable 
size,  which  in  this  instance  did  not  cause  serious  symptoms. 

As  a  corpus  luteum  of  the  twelfth  day  Leopold  describes  the 
left  ovary  of  a  nullipara  of  40  years  whose  ovaries  were  removed 
for  constant  pain  in  the  pelvis,  aggravated  at  the  time  of  men- 
struation. Here  we  have  a  hematoma  the  size  of  a  cherry,  with 
distinctly  serrated  borders  toward  the  central  cavity,  from 
which  the  blood  has  escaped  to  the  surface  from  a  narrow  slit. 
Another  ovary  with  similar  features  is  described  as  a  corj^us 
luteum  of  the  twelfth  day,  an  apparently  identical  one,  as  being 
due  to  menstruation  fifteen  days  ago. 

Leopold  describe?  and  illustrates  as  "  corpora  lutea  spuria"'  of 
the  twenty -first,  twenty-third,  twenty-fourth,  and  thirty-fifth  day, 
formations,  some  of  the  size  of  cherries,  with  a  distinct  convo- 
luted border,  such  as  I  have  described  as  gyroma  changing  to 
endothelioma  and  hematoma — formations  which  must  be  consid- 
ered as  thoroughly  pathological  and  in  no  connection  whatsoever 
with  the  preceding  menstruation.  There  is  no  jDroof  furnished 
by  Leopold  that  these  bodies  were  the  outcome  of  ovulation  of 
the  special  dates,  hence  all  his  conclusions  1  must  consider  falla- 
cious. 

Before  entering  upon  the  subject  of  my  paper  I  will,  in  short, 
express  the  view  I  have  taken  on  this  point.  It  is  based  on  the 
result  of  researches  carried  on  in  cases  in  which  I  could  posi- 
tively say  when  the  last  menstruation  had  occurred,  in  ovaries 
which  were  not  removed  for  oophoritis  but  in  connection  with 
hysterectomies. 

I  am  convinced  ovulation  produces  in  a  perfectly  healthy  ovary 
no  such  body  as  a  corpus  luteum,  but  simply  a  small,  insignificant 
hemorrhagic  spot  in  the  cortex  of  the  ovary  ;  while  in  ovaries 
pathologically  altered  a  growth  may  result  which  resembles  the 
corpus  luteum  of  pregnancy,  but  which,  in  contradistinction  to 
this,  should  be  called,  according  to  its  structure,  endothelioma. 
A  closer  inspection  of  this  hemorrhagic  spot  shows  an  area  of 
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purely  myxomatous  tissue  surrounded  by  a  structureless,  folded- 
up  wall,  identical  with  the  subepithelial,  structureless  membrane 
of  the  Graafian  follicle.  The  myxomatous  tissue  is  in  turn 
changed  to  medullary  tissue,  from  which  arises  at  first  myxo- 
fibrous,  at  last  fibrous  cicatricial  tissue,  still  holding  the  collapsed 
and  structureless  membrane,  which,  in  some  instances  at  least, 
seems  to  remain  unchanged  for  life. 

In  order  to  satisfy  myself  still  more  about  the  correctness  of 
this  view,  I  thought  it  best  to  enter  comparative  studies  in  the 
ovaries  of  various  animals,  such  as  cow,  sow,  ewe,  cat,  and 
guinea-pig.  ]!^owhere  did  I  have  a  chance  to  study  the  first 
changes  due  to  ovulation  in  the  ovaries  of  the  animals  men- 
tioned, but  I  had  invariably  either  follicular  remnants  before 
me  or  secondary  metamorphoses  thereof  tending  toward  retro- 
gressive changes.  I  have  met  with  such  formations  in  the  ova- 
ries of  all  these  animals  in  large  numbers,  so  much  so  that  I 
have  good  reason  to  consider  them  normal  altogether.  Where- 
as gravidity  invariably  causes  the  production  of  a  corpus  luteum, 
whose  progressive  and  retrogressive  changes  I  have  already 
described,  I  have  never  met  with  similar  formations  in  ovaries 
of  non-pregnant  animals.  Both  corpora  lutea  in  varying  num- 
ber and  follicular  remnants  due  to  ovulation  may  be  encoun- 
tered in  one  and  the  same  ovary,  so  much  so  that  the  possibility 
forced  itself  upon  my  mind  that  ovulation  does  not  cease  dur- 
ing gravidity,  although  for  obvious  reasons  we  do  not  succeed 
in  determining  the  age  of  the  products  of  ovulation. 

A  burst  follicle  is  a  tissue  gap,  first  filled  with  blood  and  co- 
agulated fibrin,  healing  in  a  perfectly  normal  process  in  exactly 
the  same  manner  as  an  artificially  produced  loss  of  substance. 
The  first  outcome  of  the  rupture  of  a  Graafian  follicle  is  a  reac- 
tive inflammation  not  only  in  the  remnant  of  the  zona  granulosa, 
but  also  in  the  immediate  vicinity  of  the  burst  follicle.  The 
only  formation  which  in  many  instances  escapes  inflammatory 
changes  is  the  so-called  structureless  membrane  located  between 
the  epithelia  of  the  zona  granulosa  and  the  freely  vascularized 
fibrous  connective  tissue  ensheathing  the  follicle,  and  known 
since  De  Graaf  by  the  name,  theca  folliculi.  As  at  the  burst- 
ing of  the  follicular  wall  the  structureless  membrane  itself  must 
be  ruptured,  perhaps  even  at  several  points,  we  readily  under- 
stand the  ingrowth  of  the  tissue,  through  the  gaps  in  the  struc- 
tureless membrane,  into  the  cavity  of  the  collapsed  follicle.     The 
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first  traceable  tissue  growing  into  this  cavity  from  without  is 
medullary  or  embryonal  tissue,  from  which  myxomatous  tissue 
arises,  at  first  but  scantily  supplied  with  basis  substance,  later 
marked  by  the  presence  of  a  protoplasmic  network,  the  meshes 
of  which  contain  myxomatous  basis  substance  and  a  single  pro- 
toplasmic body  in  the  centre  of  the  mesh. 

The  strangest  feature  is  the  so-called  structureless  membrane 
that  encloses  the  myxomatous  tissue.  I  have  seen  this  mem- 
brane in  all  animals  mentioned  above  except  the  cat.  It  is  more 
or  less  convoluted  or  folded  up,  corresponding  to  the  collapse  of 
the  follicle  at  ovulation.  Its  breadth  is,  however,  considerably 
at  variance  in  different  animals,  as  well  as  in  different  follicular 
remnants  of  one  and  the  same  ovary.  From  what  I  have  seen 
I  can  positively  maintain  that  the  term  structureless  is  erro- 
neous. Already  in  human  beings  I  have  met  with  inflammatory 
changes  in  the  membrane  under  consideration,  proving  the  pos- 
sibility of  its  being  transformed  into  medullary  tissue.  In  ani- 
mals we  frequently  meet  with  perforations  of  the  membrane 
serving  for  the  interconnection  of  the  central  myxomatous  with 
the  outer  fibrous  or  myxofibrous  tissue.  If  allowance  is  made 
for  a  possible  rupture  of  this  membrane  at  the  time  of  ovulation, 
as  previously  mentioned,  still  thei'e  are  instances  where  the 
membrane  itself  is  transformed  into  protoplasmic  or  medullary 
tissue,  by  means  of  which  the  original  membrane  is  led  to  dis- 
solution and  final  disappearance.  On  the  other  hand,  we  meet 
with  so-called  structureless  membranes  of  considerable  breadth, 
nay,  with  apparently  structureless  patches  of  considerable  re- 
fraction, in  the  midst  of  myxomatous  tissue,  which  fact  would 
prove  that  the  structureless  membrane  maybe  increased  in  bulk 
by  the  infiammation  supervening  the  rupture  of  the  follicle. 

With  these  preliminary  remarks  I  now  proceed  to  the  descrip- 
tion of  the  remnants  of  follicles  due  to  ovulation  in  diff'erent 
animals.  Fig.  1  represents  the  remnants  of  a  follicle  in  the 
ovary  of  the  sow  X  125. 

We  see  a  beautifully  developed  myxomatous  tissue  in  the 
centre  of  the  follicle,  whereas  toward  the  structureless  portion 
there  is  still  a  pronounced  stage  of  indifferent  or  of  medullary 
formation.  The  structureless  membrane  surrounding  the  myxo- 
matous tissue  is  conspicuous  by  its  breadth  ;  the  convolutions 
are  not  very  marked.  The  portion  R  is  probably  a  remnant 
of  another  follicle,  although  imperfect;  but,  watching  its  cen- 
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tral  portion,  we  see  only  medullary  tissue,  a  fact  indicative  of 
the  progressive  infiltration  of  the  medullary  tissue  with  an  elas- 
tic or  hyaloid  substance,  leading  to  a  gradual  increase  of  the 
breadth  of  the  original  follicular  membrane.  This  latter  is- 
pierced  by  a  number  of  radiating,  protoplasmic  formations, 
though  entirely  destitute  of  blood  vessels.  In  the  immediate 
vicinity  of  the  follicular  remnants  we  see  an  inflamed  area  in  an 
early  stage  of  development — so-called  medullary  tissue;  whereas 
outside  of  this  we  meet  with  comparatively  little  changed  ova- 
rian tissue,  consisting  mainly  of  bundles  of  smooth  muscle  fibres 


Fig.  1. — Ovary  of  sosv.  Remnants  of  follicle  after  ovulation,  x  150.  R,  remnant.s  of  fol- 
licle in  hyaloid  infiltration;  C,  myxomatous  tissue  in  centre  of  follicular  wall;  M,  M,  myxo- 
matous embryonal  tissue ;  V,  vein  in  transverse  section;  S,  S,  smooth  muscle  fibres  in  trans- 
verse and  longitudinal  sections. 

and  blood  vessels.  This  remnant  was  found  in  an  ovary  hold- 
ing also  corpora  lutea  of  pregnancy.  I  mention  this  fact  in 
order  to  hint  at  the  possibility  that  the  follicular  wall  has  been 
augmented  in  bulk  under  the  influence  of  a  considerable  irrita- 
tion that  has  led,  in  other  follicles,  to  the  appearance  of  true  cor- 
pora lutea.  Here  is  a  possibility  of  ovulation  going  on  during- 
the  pregnancy  of  animals.  In  all  sections  made  from  the  ova- 
ries of  the  sow  I  have  seen  an  abundance  of  formations  simi- 
lar to  those   illustrated  in  Fig.  1.     Many  of  them,  however. 
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exhibited  changes  which  I  consider  retrogressive.  In  the  vicinity 
of  the  corpus  luteum  or  of  ripe  Graafian  follicles  the  follicular 
remnants  are  narrow,  as  if  compressed,  though  not  essentially 
differing  from  those  just  described. 

Fig.  2  illustrates  the  remnant  of  a  follicle  found  in  the  ovary 
of  a  guinea-pig.  I  have  selected  this  formation  for  drawing 
because  it  comes  nearest  to  the  image  of  a  collapsed  follicle  in 
the  human  ovary.  The  structureless  membrane  enclosing  the 
central  myxomatous  tissue  is  conspicuous  by  its  convolutions 
and  the  interruptions  in  its  course,  through  which  the  myxoma- 


FiG.  3.— Ovary  of  guinea-pig.  Remnants  of  follicle  after  ovulation.  X  300.  S,  S,  folded- 
up  structureless  membrane;  M,  myxomatous  tissue  within  the  follicular  space;  P,  perfora- 
tion of  foUicular  membrane;  I,  I,  indifferent  tissue  of  the  ovary,  traversed  by  B,  B,  bun- 
dles of  smooth  muscle  fibres;  C,  capillary  blood  vessel. 

tons  tissue  of  the  follicle  is  directly  connected  with  the  outer 
medullary  tissue.  Around  the  structureless  membrane  we  ob- 
serve in  many  places  a  paling  of  the  medullary  tissue,  possibly 
a  low  degree  of  infiltration  with  elastic  or  hyaloid  substance. 
The  medullary  condition  of  the  stroma  of  the  ovary  is  a  pro- 
nounced, feature  in  the  guinea-pig,  since  large  fields  are  found 
underffoino;  the  same  change. 

As  the  ovary  under  consideration  contained,  a  corpus  luteum 
verum,  possibly  the  irritation  of  the  tissues  has  led  to  the  trans- 
50 
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formation  of  the  ovarian  stroma  on  a  large  scale  into  medullary 
tissue.  Formations  as  just  described  are  not  numerous  in  the 
guinea-pig's  ovary.  Instead  we  quite  frequently  meet  with 
patches  of  myxomatous  surrounded  by  medullary  tissue.  These 
patches  are  usually  of  an  elongated  shape,  esiDCcially  when 
wedged  in  between  corpora  lutea  or  between  ripe  follicles. 

Fig.  3  shows  the  remnant  of  a  follicle  found  in  the  ovary  of 
an  ewe.  This  is  taken  in  order  to  show  patches  of  elastic  basis 
substance  in  the  midst  of  the  central  myxomatous  tissue.  At 
the  same  time  the  follicular  wall  exhibits   in   many  places  a 


Fig.  3.— Remnants  of  ovulation  in  ovary  of  ewe.  Beginning  transformation  into  medul- 
lary tissue.  X  400.  R,  folded  remnants  of  structureless  membrane;  M,  myxomatous  tissue 
filling  the  centre ;  W,  hyaloid  masses  in  the  myxomatous  tissue ;  S,  hyaloid  masses  outside 
the  structureless  membrane;  I,  I,  medullary  or  inflammatory  tissues;  V,  capillary  blood 
vessel  in  transverse  section. 

transformation  into  protoplasm  to  such  a  degree  that  I  do  not 
hesitate  to  term  this  a  retrogressive  metamorphosis,  a  transfor- 
mation of  an  originally  bulky  follicular  membrane  into  medul- 
lary or  indifferent  tissue.  Obviously  such  a  change  will  lead  to 
a  gradual  disappearance  of  the  structureless  membrane.  Even 
in  the  surrounding  tissue  we  meet  with  apparently  isolated 
fields  infiltrated  with  an  elastic  basis  substance,  but  even  these 
fields  are  being  transformed  into  medullary  tissue.     The  sur- 
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rounding  stroma  is  advanced  in  a  progressive  change  toward 
myxofibrons  tissue,  wliicli  proves  to  me  that  the  follicular  rem- 
nants under  consideration  are  of  an  older  date,  1  am,  however, 
unable  to  give  even  an  approximate  figure  as  to  the  age  of  these 
follicular  remnants. 

Still  further  advanced  in  a  retrogressive  change  is  the  follicle 
taken  from  the  ovary  of  a  cow,  drawn  in  Fig.  4. 

N^othing  but  a  mass  of  the  so-called  structureless  type  is  seen, 
freely  traversed  by  protoplasmic  tracts  branching  and  intercon- 
necting.    The  proof  that  we  have  before  us  a  follicle  of  com- 


FiG.  4.— Ovary  of  cow.  Breaking-up  of  follicular  remnants  to  medullary  tissue.  X  150. 
R,  R,  remnants  of  follicle,  in  hyaloid  infiltration,  traversed  by  numerous  branching  proto- 
plasmic tracts;  M,  M,  myxofibrous  tissue,  adjacent  to  follicular  remnants;  S,  S,  bundles 
of  smooth  muscle  fibres,  in  longitudinal,  oblique,  and  transverse  sections. 

paratively  old  date  is  furnished  by  the  surroundings  of  the 
hyaloid  patch,  which  are  far  advanced  in  the  formation  of 
myxofibrous  tissue.  The  possibility  cannot  be  denied  that  the 
hyaloid  patch  will  at  last  be  transformed,  first  into  protoplasm, 
next  into  medullary,  still  further  into  myxofibrous,  and  at  last 
into  fibrous  connective  tissue,  with  a  complete  disappearance  of 
the  hyaloid  mass  and  the  cicatricial  tissue  as  the  last  remnant  of 
a  burst  follicle.     Indications  of  such  gradual  chancres  are  seen 
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in  tbe  drawing,  when  we  progress  from  the  hyaline  patch  toward 
the  peripliery.  This  would  correspond  with  observations  in  the 
human  ovaries,  some  of  which  retain  the  so-called  structureless 
membrane  for  life.  In  the  latter  instance  we  have  an  easy 
guide  to  locate  the  previous  follicles.  Should  this  follicular 
remnant  completely  disapjDear,  nothing  will  be  found  but  more 
or  less  extensive  areas  of  myxofibrous  or  fibrous  connective  tis- 
sue, destitute  of  bundles  of  smooth  muscle  fibres,  indicating  the 
process  of  ovulation  in  years  long  gone  by. 

The  cow's  ovary  is  richly  suj)plied  with  fully  developed  fol- 


FiG.  5.— Ovary  of  sow.  Last  remnants  of  follicle  after  ovulation,  x  150.  Y,  yellow  zone 
at  the  border  of  the  tissue  in  hyaloid  infilti  ation ;  M,  M,  myxofibrous  tissue  around  the 
follicular  remnants;  A,  artery;  S,  S,  smooth  muscle  fibres  in  transverse  and  longitudinal 
sections. 


licular  remnants,  representing  a  structureless,  f  olded-up  wall  en- 
closing cicatricial  connective  tissue,  not  differing  materially  from 
those  of  the  sow. 

From  my  description  of  the  follicular  i*emnants  of  different 
animals,  it  is  plain  that  the  so-called  structureless  membrane  is 
found  best  developed  in  comparatively  fresh  follicles,  whereas 
it  is  gradually  transformed  first  into  medullary,  afterward  into 
fibrous  tissue  when  the  follicular  remnants  are  about  to  disap- 
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pear  in  order  to  be  replaced  Huallj  by  cicatricial  fibrous  con- 
nective tissue.  "We  therefoi*e  are  not  surprised  at  meeting 
occasionally  with  follicles  in  wliicli  either  small  and  indistinct 
remnants  or  no  traces  at  all  of  the  structureless  membrane  are 
discernible.  The  myxomatous  tissue  filling  the  centre  is,  un- 
der these  circumstances,  surrounded  by  a  wreath  of  medullary 
or  indifferent  corpuscles  or  by  myxofibrous  tissue. 

i^ow  and  then  even  the  central  myxomatous  tissue  is  absent 
and  replaced  by  medullary  tissue,  although  even  here  we  have 
no  difficulty  in  discriminating  between  a  small  Graafian  follicle 
cut  at  its  periphery  and  a  follicular  remnant.  Once  I  have  seen 
in  the  ovary  of  the  sow  a  peculiar  formation,  illustrated  in 
Fig.  5. 

The  whole  centre  was  occupied  by  pale,  colorless  cakes,  evi- 
dently far  advanced  in  hyaloid  infiltration,  while  the  border  ex- 
liibited  similar  formations  of  a  distinct  yellow  color,  possibly 
due  to  the  pigment  of  the  originally  escaped  blood.  Since  in 
this  location  both  the  myxomatous  tissue  and  the  structureless 
membrane  are  absent,  one  may  ask.  What  has  entitled  me  to 
term  this  formation  a  follicular  remnant  i  My  answer  is  that 
the  surrounding  myxofibrous  tissue,  which  extends  a  goodly  dis- 
tance into  the  adjacent  ovarian  stroma,  is  a  typical  outcome  of 
the  retrograde  change  of  a  burst  follicle — so  typical,  indeed,  that 
the  presence  of  this  tissue  alone  suffices  for  the  diagnosis  of  a 
previous  burst  follicle,  even  though  all  remnants  of  the  follicle 
had  disappeared.  It  seems  that  the  hyaloid  or  basis  elastic  sub- 
stance infiltrating  the  so-called  structureless  follicular  membrane 
may  remain  even  after  the  dissolution  of  the  latter,  and  cause 
eventually  an  infiltration  of  the  medullary  tissue  filling  the 
centre  of  the  follicle.  This  seems  to  me  the  only  explanation  of 
formations  as  depicted  in  Fig.  5. 

The  diagnosis  of  a  previous  follicle  is,  as  a  matter  of  course, 
facilitated  by  the  presence  of  remnants  of  the  structureless  mem- 
brane. 

In  the  ewe's  ovary  I  have  met  with  follicular  remnants  cha- 
racterized by  a  distinct  follicular  membrane,  though  never  so 
broad  as  in  the  ovary  of  the  sow,  often  containing  but  a  nar- 
row layer  of  myxomatous  tissue.  There  is  no  doubt  that  the 
follicular  membrane  is  in  this  animal  likewise  invariably  pre- 
sent, and  seen  as  long  as  the  follicular  remnants  are  of  a  compara- 
tively recent  date.     Again  we  observe  the  follicular  membrane 
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gradually  returning  to  a  protoplasmic  condition  for  the  produc- 
tion of  a  myxofibrous  and  fibrous  tissue,  appearing  together 
with  the  loss  of  the  follicular  remnants  proper.  Such  a  change 
is  illustrated  in  Fig.  6. 

In  this  remnant  portions  of  the  central  myxomatous  tissue 
are  still  discernible,  whereas  the  peripheral  portions  of  this  tis- 
sue are  broken  up  into  an  indifferent  medullary  tissue,  con- 
spicuous by  a  goodly  number  of  newly  formed  arteries,  veins, 
and  capillaries.     The  surrounding  tissue  is  composed  of  myxo- 


FiG.  6.— Ovary  of  ewe.  Breaking-up  of  follicular  remnants  to  medullary^tissue.  x  150. 
I,  I,  dense  medullary  infiltration  of  previous  wall  of  follicle;  L,  L,  loose  fibrous  connective 
tissue  encircling  the  previous  follicle;  A,  arteriole;  V,  vein  in  the  central  myxomatous  tis- 
sue; C,  capillary  at  the  border  of  the  previous  foUicle. 

fibrous  connective  tissue,  which  again  has  changed  into  fibrous 
cicatricial  tissue  at  the  outermost  environs  of  the  previous  folli- 
cle. There  is  no  doubt  that  this  follicle  was  originally  enclosed 
by  a  structureless  membrane,  which  in  turn  had  fallen  back 
into  a  stage  of  indifference  by  the  reappearance  of  an  embry- 
onal tissue.  In  this  animal  we  likewise  may  meet  with  com- 
paratively unchanged  vestiges  of  the  structureless  membrane, 
while  the  greatest  portion  of  the  previous  follicle  is  far  ad- 
vanced in  a  retrograde  process. 
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The  cat  whose  two  ovaries  I  have  studied  was  a  sickly-look- 
ing aniixial,  having  had  a  litter  for  the  first  time.  We  find 
here  an  exception  as  regards  the  construction  of  the  follicular 
remnants.  Although  I  have  carefully  looked  over  a  large  num- 
ber of  specimens,  I  have  failed  to  discover  a  structureless  folli- 
cular membrane.  Instead  I  have  quite  frequently  met  with 
formations  similar  to  that  illustrated  in  Fig.  T.  The  central 
myxomatous  tissue  is  fully  developed,  exhibiting  a  cavity  such 
as  we  often  find  in  the  mvxomatous  follicular  tissue  in  other 


Fig.  7.— Ovary  of  cat.  Remnant  of  follicle  after  ovulation,  x  300.  E,  E,  endothelia, 
coarsely  granular  and  saturated  with  hemoglobin,  producing  the  wall  of  the  follicle;  M, 
myxomatous  tissue  filling  up  the  centre;  L,  cavity  filled  with  liquid  (vessel f);  T,  T,  fibrous 
connective  tissue  around  the  follicle;  S,  S,  septa  of  fibrous  connective  tissue  between  the 
groups  of  endotheha;  C,  capillary  blood  vessel  in  a  septum;  I,  I,  isolated  clusters  of  endo- 
thelia. 


animals.  Such  cavities  I  would  consider  as  cysts  due  to  a  lique- 
faction of  the  myxomatous  tissue,  so  frequently  observed  in  the 
umbilical  eord.  Since  the  cavity  is  not  lined  with  epi-  or  endo- 
thelia, I  cannot  call  these  cavities  either  cysts  proper  or  blood 
vessels.  The  periphery  is  made  up  of  a  comparatively  broad 
zone  of  polyhedral  bodies  arranged  in  groups,  separated  from 
one  another  by  septa  of  delicate  fibrous  connective  tissue.     The 
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polyhedral  bodies  are  of  a  distinct  yellowisli-brown  hue,  as  if 
saturated  with  the  coloring  matter  of  blood;  they  have  nowhere 
taken  up  the  carmine  stain.  I  do  not  hesitate  to  consider  these 
polyhedral  bodies  as  endothelia  similar  to  those  building  up 
a  corpus  luteum  of  pregnancy,  though  nowhere  containing  fat 
globules,  so  abundant  in  the  endothelia  of  the  corpus  luteum  of 
this  animal. 

Clusters  of  such  endothelia  I  have  found  embedded  in  fibrous 
connective  tissue,  not  only  in  the  immediate  vicinity  of  the  fol- 
licle, but  throughout  the  stroma  of  the  cortex  of  the  ovary. 


Fig.  8.— Ovary  of  cat.  Remnants  of  follicle  after  ovulation,  x  300.  M,  liquefied  myxo- 
matous tissue  filling  the  follicular  cavity:  R,  R,  rows  of  medullary  corpuscles  along  the 
■vrall  of  the  cavity;  C,  follicular  wall,  made  up  of  dense  fibrous  connective  tissue;  E,  E, 
coarsely  granular  endothelia  outside  the  follicle. 

Kot  all  of  these  clusters  can  be  considered  as  follicular  rem- 
nants, but  on  close  analysis  of  the  specimen  we  arrive  at  the 
conclusion  that  these  endothelia  are  the  outcome  of  ovulation, 
either  or  not  followed  by  pregnancy.  It  seems  that  ovulation 
has,  in  our  cat,  led  to  considerable  irritation  of  the  ovarian 
stroma,  together  with  considerable  escape  of  blood — so-called 
hemorrhagic  infarctus.  The  irritation  has  led  to  the  production 
of  a  medullary  tissue  composed  of  polyhedral  endothelia ;  the 
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hemorrhage,  on  the  contrary,  to  tlie  saturation  of  the  endothe- 
lia  with  the  coloring  matter  of  the  red  blood  corpuscles. 

Once  I  have  observed  in  the  cat's  ovary  a  peculiar  elongated 
formation  which  I  would  likewise  consider  a  follicular  remnant, 
illustrated  in  Fio;.  8. 

Here  we  see  rows  of  medullary  corpuscles,  destitute  of  color, 
surrounded  by  bundles  of  a  dense  fibrous  connective  tissue  ; 
between  these,  rows  of  polyhedral  endothelia,  quite  conspicuous 
by  their  yellowish-brown  color.  The  centre  of  this  formation 
contains  branching,  partly  interconnecting  protoplasmic  bodies, 
such  as  we  are  wont  to  observe  in  myxomatous  tissue  generally. 
The  branching  bodies,  however,  are  pushed  apart  by  an  inter- 
vening colorless  and  structureless  substance,  evidently  not  basis 
substance  proper,  but  a  liquid  derived  from  this  substance.  I 
confess  to  be  unable  to  say  whether  this  formation  is  normal  or 
pathological ;  if  the  latter  be  the  case,  the  diagnosis  of  an  inci- 
pient cyst  from  a  burst  follicle  would  be  in  order. 

The  results  of  my  researches  may  be  condensed  into  the  fol- 
lowing paragraphs  : 

1.  Whereas  ovulation  followed  by  pregnancy  causes  the  pro- 
duction of  a  corpus  luteum,  which  I  have  shown  to  be  an  endo- 
thelioma, ovulation  without  pregnancy  will  never  cause  the  ap- 
pearance of  a  corpus  luteum  or  endothelioma. 

2.  In  the  cow,  the  sow,  the  ewe,  and  the  guinea-pig  the  burst 
Graafian  follicle,  being  first  filled  with  blood,  will  in  turn  be 
filled  with  myxomatous  tissue  and  be  enclosed  with  a  structure- 
less layer,  possibly  the  subepithelial  follicular  membrane. 

3.  Not  infrequently  the  structureless  layer,  perhaps  because 
of  an  infiltration  with  an  elastic  or  hyaloid  basis  substance,  is 
very  broad,  far  in  excess  of  the  central  myxomatous  tissue. 

4.  Broad  follicular  membranes  cannot  be  unchanged  subepi- 
thelial layers,  but  must  be  due  to  a  new  formation  of  tissue 
from  the  medullary  stage  to  a  more  or  less  perfect  infiltration 
with  hyaloid  basis  substance. 

5.  In  the  cat's  ovary  there  are  no  follicular  membranes,  but, 
instead  of  these,  broad  layers  of  endothelia  enclosing  the  central 
myxomatous  tissue. 

6.  After  a  certain  time  the  follicular  membrane,  or  the  layers 
similar  to  it,  are,  by  a  retrogressive  change,  transformed  into  an 
indifferent  or  medullary  tissue.  This  change  may  take  place  in 
the  whole  follicular  membrane  or  in  portions  of  it. 
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7.  The  central  myxomatous  tissue  is  likewise  transformed  to 
indifferent  or  medullary  tissue. 

8.  From  the  medullary  tissue,  the  outcome  of  both  the  fol- 
licular wall  and  the  central  myxomatous  tissue,  a  new  type  is 
developed,  known  by  the  term  of  myxofibrous  connective  tissue. 

9.  The  myxofibrous  tissue  in  alternate  portions  falls  back  to 
the  stage  of  protoplasmic  indifference,  and  at  last  gives  rise  to 
a  dense,  delicate,  cicatricial  fibrous  connective  tissue. 

10.  The  cicatricial  fibrous  connective  tissue  remains  un- 
changed throughout  life,  and  is  the  last  remnant  of  a  burst  fol- 
licle. It  may  contain  apparently  structureless  vestiges  of  the 
follicular  membrane  or  may  be  entirely  destitute  of  the  latter. 

39  West  52d  street. 


A    CASE    OP    PROTRACTED    GESTATION— DELIVERY    ON    THE 
THREE  HUNDRED  AND  EIGHTY-NINTH  DAY.' 


HENRY   LOUIS    HAYES,    M.D., 
Washington,  D.  C. 


That  gestation  may  be  prolonged  beyond  the  usual  period  of 
forty  weeks  is  a  fact  accepted  by  most  of  the  profession.  But 
even  among  those  who  concede  the  possibility  of  such  an  occur- 
rence there  is  a  wide  diversity  of  oijinion  as  to  how  long  the 
protraction  may  last.  There  is,  of  course,  a  limit  to  the  time  of 
gestation,  but  it  is  not  in  our  power  to  accurately  determine  it. 
The  question  is  one  of  great  importance,  involving,  as  it  fre- 
quently does,  not  only  the  reputation  of  a  woman,  but  the  legiti- 
macy of  her  offspring  as  well,  so  that  the  publication  of  well- 
authenticated  cases  of  pregnancy  prolonged  beyond  the  normal 
period  is  of  general  interest.  In  many  countries  arbitrary  limits 
of  the  terra  of  gestation  have  been  fixed  by  law,  so  that  if  a  wo- 
man carries  a  fetus  beyond  these  limits  the  child,  ipso  facto,  is 
declared  illegitimate.  The  extreme  limit  is  set  by  the  Scottish 
law  at  300  days.  The  French  code  fixes  the  same  limit  for 
France.  Austria  also  adopts  the  300-day  limit,  while  in  Germany, 

*  Read  before  the  Medical  Society  of  tlie  District  of  Columbia,  October  11th, 
1893. 
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according  to  Taylor's  "  Medical  Jurisprudence,"  tlie  extreme 
limit  is  301  to  308  days.  In  England  and  America  no  limit  is 
fixed  by  law.  In  this  country  a  child  born  after  a  pregnancy 
of  317  days  has  been  declared  legitimate,  while  in  England  one 
child  born  after  299  days  and  another  born  after  336  days  were 
pronounced  illegitimate.  Leishman,  speaking  of  these  legal 
limits,  says  :  "  Difficult  as  it  is,  and  always  must  b&,  to  fix  pre- 
cisely the  limit,  we  are  inclined  to  think  these  laws  just ;  for 
while  it  is  the  object  of  the  laws,  from  one  point  of  view,  to 
protect  innocent  offspring  from  the  brand  of  illegitimacy,  if  it 
be  possible  to  do  so,  it  is  in  like  manner  the  duty  of  those  who 
administer  the  laws  not  rashly  to  confer  the  position  and  privi- 
leges of  legitimacy  upon  the  fruit  of  adulterous  intercourse." 

The  great  stumbling  block  in  the  way  of  ascertaining  the 
duration  of  pregnancy  has  always  been  the  difficulty  of  fixing 
the  date  of  conception.  Naegeli's  method  was  to  count  seven 
days  from  the  first  appearance  of  the  last  menstrual  period,  and 
then  reckon  backward  three  months;  and  in  the  "American 
System  of  Obstetrics  "we  find  this  statement:  "'Experience 
teaches  that  in  woman  the  average  apparent  duration  is  10  lu- 
nar months,  40  weeks,  or  280  days  from  the  beginning  of  the  last 
menstruation."  The  uncertainty  of  all  methods  which  are  based 
on  the  suspension  of  the  menstrual  function  is  obvious,  but  we 
are  forced  to  accept  this  starting  point  in  lieu  of  a  better  one. 

In  spite  of  the  arbitrary  limits  fixed  by  certain  countries,  and 
in  spite  of  the  decisions  of  the  courts  in  those  countries  which 
have  no  limits,  there  are  nevertheless  many  well-authenticated 
cases  which  show  that  pregnancy  may  be  prolonged  far  beyond 
the  normal  duration.  Simpson'  reports  three  cases  which  went 
beyond  317  days — one  at  319  days,  one  at  324  days,  and  one  at 
332  days — while  he  also  records  one  at  336  days,  the  duration  of 
the  case  in  which  an  English  court  declared  the  child  illegiti- 
mate. I  find,  upon  looking  over  the  records,  that  at  the  meeting 
of  the  Obstetrical  Society  of  Xew  York  on  May  6th,  1879,  a 
case  of  prolonged  gestation  was  reported  by  Dr.  Chamberlin  in 
which  labor  came  on  at  336  days,  and  Dr.  Munde,  at  the  same 
meeting,  reported  a  case  of  341  days.  In  the  Boston  Medical 
and  Sin^gical  Journal  of  March  3d,  ISSl,  Dr.  J.  M.  Merchant, 
of  "Warren,  E,.  I.,  reported  a  case  extending  324  days  from  the 

'  Simpson,  "  Obstetrical  Memoirs,"  p.  84. 
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last  known  intercourse.  Dr.  L.  Mervin  Maus,  U.  S.  A./  records 
a  case  of  pregnancy  prolonged  334  days,  when  a  male  child  was 
born  weighing  nine  pounds.  In  The  American  Journal  of  Ob- 
stetrics for  April,  1879,  Dr.  Henderson,  of  Cincinnati,  records 
a  case  where  gestation  was  apparently  prolonged  to  fifteen 
months.  After  a  tedious  and  painful  labor  the  woman  was  de- 
livered by  forceps.  The  child  weighed  sixteen  and  a  half  pounds 
and  was  still-born,  having  evidently  died  during  labor.  Dr. 
Henderson  felt  that  there  would  be  doubt  in  the  minds  of  many 
as  to  the  authenticity  of  this  case ;  still  he  felt  impelled  to  nar- 
rate it.  In  the  Transactions  of  the  Medical  Society  of  Penn- 
sylvania for  1879  there  is  the  report  of  a  case  by  Dr.  D.  W. 
Jeffries  in  which  the  pregnancy  lasted  358  days  from  the  ces- 
sation of  menstruation.  Dr.  Charles  D.  ]VIeigs,^of  Philadelphia, 
quotes  at  some  length  a  case  of  twin  pregnancy  that  lasted  13 
months  and  22  days,  and  he  sums  up  thus  :  "  Such  is  a  compen- 
dious relation  of  the  case,  of  which  the  particulars  are  given  in 
long  detail  by  Prof.  Asdrubali.  I  lay  it  before  the  student  with 
the  assurance  that  I  cordially  accept  the  story  of  the  accom- 
plished author,  and  that,  notwithstanding  it  presents  a  rare  ex- 
ample of  procrastination  of  the  term,  I  find  in  it  nothing  im- 
possible to  believe."  Another  case  occurred  in  Dr.  Meigs'  own 
practice,  in  which,  according  to  the  woman's  statement,  preg- 
nancy had  lasted  420  days  ;  and,  although  Dr.  Meigs  does  not 
vouch  for  the  authenticity  of  the  case,  he  evidently  believes  it  to 
have  been  genuine.  Schroder  says  :  "  I  myself  do  not  doubt  for 
one  moment  that  a  mature  child  can  be  born  within  240  to  320 
days  of  the  last  period."  Dr.  Richard  Wilson'  reports  a  case  of 
pregnancy  lasting  371  days.  The  child  (a  male)  weighed  about 
six  or  seven  pounds  and  was  very  active.  "  It  seems  possible," 
says  Playfair,^  "  that  in  some  cases  of  protracted  pregnanc}'^ 
labor  actually  came  on  at  the  average  time,  but,  on  account  of 
faulty  position  of  the  uterus  or  other  obstructing  cause,  the  pains 
were  ineffective  and  ultimately  died  away,  not  returning  for  a 
considerable  time."  He  reports  the  following  case  of  prolonged 
gsstation  (or  missed  labor)  occurring  in  his  own  practice  :  "  The 
lady  ceased  to  menstruate  on  March  16th,  1870.     On  December 

1  New  York  Medical  Journal,  May  llth,  1889. 

"  Meigs,  "  Obstetrics  :  The  Science  and  Art,"  4th  edition,  1863,  p.  215. 

^  University  Medical  Magazine,  July,  1890. 

*  Playfair,  "  System  of  Midwifery,"  p.  164. 
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12th — that  is,  on  the  273d  day — strong  labor  pains  came  on,  the 
OS  dilated  to  the  size  of  a  florin,  and  tlie  membranes  became 
tense  and  prominent  with  each  pain.  After  lasting  all  night 
they  gradually  died  away,  and  did  not  recnr  again  until  January 
12th,  30i  days  from  the  cessation  of  the  last  period.  Here  there 
was  no  assignable  cause  of  obstruction,  and  the  labor,  when  it 
did  come,  was  natural  and  easy."  Another  well-marked  case 
of  prolongation  of  gestation  is  mentioned  by  Taylor.'  Tliis  oc- 
curred in  a  healthy  young  woman  aged  30  years.  She  had  men- 
struated with  regularity  up  to  the  third  week  in  June,  when  the 
menses  stopped  without  any  apparent  cause.  Her  delivery  took 
place  323  days  after  the  last  appearance  of  the  menses.  The 
following  case  of  missed  labor  (reported  by  a  former  pupil)  is 
also  quoted  by  Taylor :  "  A  healthy  woman,  set.  36,  the  wife  of 
a  farmer.  The  menses  appeared  for  the  last  time  in  December, 
1855,  and  she  quickened  in  April,  1856.  About  the  middle  of 
September  {i.e.,  on  the  283d  day,  dating  from  the  last  menstrua- 
tion) ]!Jr.  Chattaway  (her  surgeon)  was  summoned  to  attend  her, 
and  he  found  her  laboring  under  severe  false  pains.  The  case 
went  on  until  the  19th  November,  1856,  when  the  patient 
was  delivered  of  a  female  child  of  the  average  size.  It  would 
thus  appear,"  says  tbe  author,  "  that  gestation  was  prolonged  in 
this  instance  to  330  days,  or  forty-seven  weeks  and  one  day." 
Mr.  Duncan,  of  Shetland,  has  fully  reported^  an  extremely  in- 
teresting case  of  a  woman  who  in  her  first  pregnancy  was  not 
delivered  until  300  days  after  the  last  menstrual  period.  The 
second  and  third  pregnancies  were  of  normal  duration,  but  in 
the  fourth,  to  which  he  particularly  draws  attention,  she  carried 
her  child  325  clear  days  from  the  last  menstruation.  A  case  is 
reported  by  Dr.  Power  in  his  work  on  •'  Human  Pregnancy,"  also 
quoted  by  Taylor,^  in  which  gestation  is  said  to  have  extended 
to  325  days. 

Two  cases  of  prolonged  pregnancy  are  recorded  in  Leishman's 
work  (page  177),  one  in  which  delivery  took  place  on  the  314th. 
day,  and  the  other  on  the  322d  day.  He  admits,  however,  that 
both  are  open  to  doubt,  and  he  explains  them  by  the  assumption 
that  menstruation  (from  which  the  date  of  conception  was  cal- 
culated) may  have  been  suppressed  from  some  accidental  cause 
five  or  six  weeks  before  the  women  really  conceived.     Never- 

'  Taylors  "Medical  Jurisprudence,"  p.  694. 
'Ibid.,  p.  697.  3  Ibid.,  p.  695. 
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tlieless  he  does  not  specifically  deny  that  these  were  genuine 
cases  ;  he  simply  records  the  facts  and  ileaves  his  readers  to 
decide  them  according  to  their  individual  predilections.  Still, 
while  he  neither  affirms  nor  denies  the  possibility  of  such  pro- 
traction, the  whole  tenor  of  his  utterances  conveys  the  impres- 
sion that  he  believes  that  they  may  occur.  Cazeaux  and  Tar- 
nier  '  do  not  commit  themselves,  for  they  say  :  "  AYliile  we  have 
very  strong  and  reliable  evidence  that  pregnancy  may  be  pro- 
tracted to  a  period  between  280  and  325  days,  we  have  no 
<255oZi^2;(?  evidence  that  this  is  so."  But  Parvin'' quotes  Tarnier 
as  stating  "  that  it  is  impossible  to  admit  an  iutra-uterine  preg- 
nancy passing  the  highest  limits  of  normal  pregnancy,  unless 
some  obstruction  at  the  cervix  prevents  delivery."  Dr.  Robert 
Barnes  takes  the  same  view,  and  holds  that  a  pregnancy  lasting 
300  days  is  highly  improbable  ;  and  Dr.  Fancourt  Barnes  said  he 
had  been  engaged  in  the  trial  of  a  case  of  legitimacy  in  which  it 
was  agreed  by  all  the  medical  witnesses  that  280  days  was  the 
extreme  limit  of  gestation. 

On  the  other  hand,  we  know  positively  that  in  the  lower  ani- 
mals, notabl}^  in  the  cow  and  mare,  where  the  date  of  insemina- 
tion is  definitely  known,  gestation  does  sometimes  exceed  the 
normal  limits.  M.  Tessier  and  Lord  Spencer  have  recorded 
some  very  interesting  observations  on  this  subject  which  are 
worth  noting.  Tessier,  in  a  series  of  577  cows  where  the  date 
of  covering  was  positively  known,  noted  a  difference  between 
the  shortest  and  longest  gestations  of  81  days  ;  20  went  beyond 
full  term,  the  longest  protraction  being  36  days.  Of  447  mares 
observed  by  the  same  authority  the  variation  was  129  days;  42 
went  beyond  full  term,  84  days  being  the  longest  period  of  pro- 
traction. Lord  Spencer  records  the  duration  of  pregnancy  in 
764  cows,  310  of  which  went  beyond  the  average  of  285  days 
by  periods  ranging  from  1  to  28  days.  Simpson,  after  detailing 
and  commenting  upon  the  investigations  of  these  two  observers, 
says  :  "  Such  direct  experiments  and  observations  on  the  lower 
animals  afford  evidence  which  necessarily,  I  think,  forces  us  to 
admit  that  in  exceptional  cases  in  the  cow  (and  hence  also,  as 
we  certainly  must  freely  infer,  in  tlie  human  female)  the  period 
of  gestation  may  be  prolonged  30  or  35  days  beyond  its  normal 

'Cazeaux  and  Tarnier,  "  Theory  and  Practice  of  Obstetrics,"  8tli  edition, 
p.  1185. 
-  Parvin,  "  Science  and  Art  of  Obstetrics,"  1886,  p.  205. 
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and  usual  duration.  And  it  is  not  improbable  tbat  further  ac- . 
curate  and  repeated  experiments  of  the  nature  of  those  per- 
formed by  Lord  Spencer  and  M.  Tessier  may  yet  establish,  by 
the  same  kind  of  proof,  even  a  more  extended  limit  to  the 
uliimum  Umpus  jpariendiP  As  we  are  accustomed  to  reason 
by  analogy  from  animals  to  man  in  other  departments  of  medi- 
cine, why  should  we  not  do  so  in  this  case  ?  Indeed,  there  are 
a  few  cases  on  record  where  pregnancy  in  the  human  female, 
the  result  of  a  single  coitus,  has  gone  several  weeks  beyond  the 
usual  term.  That  cases  in  which  it  has  lasted  i4  to  48  weeks 
from  a  single  intercourse  are  rarely  recorded  cannot  be  taken  as 
an  argument  against  prolonged  gestation,  for  reliable  cases  of 
single  insemination  are  not  sufficiently  frequent  in  the  records 
to  form  a  criterion.  There  are,  however,  a  few  accounts  which 
seem  worthy  of  credence.  Montgomery '  mentions  several  cases 
where  the  date  of  insemination  was  definitely  known,  and  where 
pregnancy  was  prolonged  to  291,  285,  292,  284,  287,  and  293 
days.  And  Dewees,  of  Philadelphia,  relates  a  case  of  preg- 
nancy, the  result  of  a  specific  cohabitation,  in  which  the  dura- 
tion was  ten  calendar  months,  and  says  :  "  A  case  has  occurred 
within  a  short  time  in  this  city  in  which  the  lady  was  not  de- 
livered for  full  ten  months  after  her  husband's  departure  for 
Europe,  yet  so  well,  and  so  justly  too,  did  this  lady  stand  in 
public  estimation  that  there  did  not  attach  the  slightest  suspi- 
cion of  a  sinister  cause."  And  the  same  authority  says  further :' 
"  I  have  had  every  evidence,  this  side  of  absolute  proof,  that  it 
has  been  prolonged  to  ten  calendar  months  as  an  habitual  ar- 
rangement in  four  females  that  I  have  attended."  Prof.  Ret- 
zius,  of  Stockholm,  had  a  still  more  remarkable  instance  in  his 
practice,  in  which  this  peculiarity,  to  a  marked  degree,  was  he- 
reditary in  a  mother  and  two  daughters.  And  Montgomery 
relates  the  case  of  a  woman,  whom  he  had  attended,  who  had 
borne  thirteen  children  and  had  exceeded  her  expected  time 
with  at  least  four  or  five  children  by  from  four  to  six  weeks. 
"  But,"  he  says,  "  it  must  not  be  forgotten  that  in  all  these  cases 
the  calculations  were  based  on  the  last  appearance  of  the  cata- 
msnia,  and  consequently  do  not  afford  perfectly  conclusive 
grounds  for  an  opinion.  At  the  same  time,  when,  very  soon 
after  menstruation,  morning  sickness  and  other  indications  of 

'  Montgomery,  "  Signs  and  Symptoms  of  Pregnancy,"  pp.  506-510. 
'Ibid.,  p.  586. 
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pregnancy  are  experienced,  and  quickening  takes  place  within 
four  months,  a  combination  of  evidence  is  presented  which 
should  be  considered  as  entitled  to  a  high  degree  of  consid- 
eration." 

It  is  possible  to  explain  some  cases  in  which  pregnancies  have 
lasted  from  1  to  4  weeks  beyond  the  expected  time  of  labor 
by  the  assumption  that  impregnation  has  occurred,  not  during 
or  immediately  after  menstruation,  but  in  the  intermenstrual 
period  or  just  before  another  epoch.  But  even  admitting  this, 
and  deducting  23  to  25  days  from  the  cases  recorded,  they  would 
still  be  remarkable.  Another  source  of  fallacy  in  reckoning 
the  duration  of  j^rolonged  gestation  is  found  in  the  possibility 
that  the  menses  may  have  been  suppressed  from  some  unknown 
morbid  cause  for  one  or  two  months  before  conception  really 
took  place ;  but  this  argument  is  a  two-edged  sword,  and,  if  it  be 
accepted  to  account  for  cases  of  abnormal  pregnancy,  why  would 
it  not  apply  with  equal  force  to  cases  which  have  apparently 
run  the  normal  course,  but  in  which  the  fetus  is  puny  and  deli- 
cate and  is  no  larger  than  a  child  born  at  the  seventh  or  eighth 
month  ?  I  confess  that  cases  in  which  the  beginning  of  preg- 
nancy is  based  solely  upon  the  suppression  of  the  catamenia 
contain  an  element  of  doubt ;  but  where,  in  addition  to  this  evi- 
dence, there  are  morning  sickness  and  other  symptoms  of  con- 
ception, the  diagnosis  of  pregnancy  would  seem  to  be  justified. 
And  if,  moreover,  the  patient  should  be  seen  by  a  reliable  and 
competent  physician  at  such  a  period  that  the  existence  of  preg- 
nancy could  be  determined  with  reasonable  certainty,  and  could 
be  kept  under  observation  during  the  whole  period  of  her  ges- 
tation, the  elements  of  doubt  would  be  removed,  or  at  least  re- 
duced to  a  minimum. 

The  following  case,  which  occurred  in  my  practice  within  the 
past  year,  possesses  these  safeguards  against  error,  and  to  my 
mind  is  an  undoubted  case  of  prolonged  gestation :  Mrs.  E.  B., 
aet.  25,  the  mother  of  two  children,  both  born  after  normal  preg- 
nancies. Menstruation  appeared  March  31st,  1892  (about  twenty 
months  after  the  birth  of  her  last  child),  and  came  on  again  for 
the  last  time  on  the  30th  of  April,  the  duration  in  each  case  be- 
ing, as  usual  with  her,  seven  days.  Soon  afterward  she  experi- 
enced morning  sickness  and  other  symptoms  with  which  she 
was  familiar  through  her  previous  pregnancies,  which  convinced 
her  that  she  was  again  enceinte.     About  three  months  after  the 
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menses  stopped — or,  to  be  more  exact,  on  August  26th — she 
went  to  see  Dr.  James  Morgan  Barber,  of  this  city,  and  inti- 
mated that  she  would  like  to  get  rid  of  the  fetus.  This,  of 
course,  Dr.  Barber  refused  to  do,  but  confirmed  her  in  her  be- 
lief that  she  had  been  pregnant  about  three  months.  Dr.  Bar- 
ber has  since  told  me  that  he  heard  indirectly  some  time  after- 
ward that  she  was  still  talkino-of  ffettino^  rid  of  the  fetus.  This 
statement  the  woman  confirmed,  though  I  believe  she  never 
took  any  active  step  toward  producing  an  abortion.  My  in- 
formant also  stated  that  he  had  known  Mrs.  B.  a  number  of 
years,  and  believed  her  statements  to  be  entitled  to  the  fullest 
belief.  Fetal  movements  were  first  noticed  about  the  middle 
of  November,  six  and  a  half  months  after  she  ceased  to  men- 
struate, and  about  the  middle  of  the  assumed  term  of  pregnancy. 
Her  gestation  was  devoid  of  incident  of  any  kind,  except  that 
for  the  final  three  months  she  suffered  from  an  indefinite  sense 
of  oppression  or '•  smothering."  Her  health  has  always  been 
excellent ;  she  has  had  no  miscarriages  and  no  disease  nor  dis- 
placement of  the  uterus,  so  far  as  I  could  learn.  On  May  28th, 
1893,  her  husband  came  to  my  office  and  said  that  his  wife  had 
gone  over  her  time,  and  asked  me  to  see  her.  Upon  question- 
ing the  woman  and  finding,  according  to  her  statement,  that  her 
pregnancy  had  lasted  over  a  year,  I  was  naturally  incredulous, 
the  one  thing  that  gave  color  to  her  story  being  her  accuracy  as 
to  dates.  !N^o  amount  of  cross-questioning  on  my  part  was  able 
to  shake  her  positive  assertion  that  she  had  ceased  to  menstru- 
ate on  the  6th  of  May  and  that  she  had  visited  Dr.  Barber's 
office  on  August  26th.  Dr.  Barber  was  able  to  corroborate  this 
latter  statement  by  a  reference  to  his  books.  Upon  examina- 
tion I  found  the  abdomen  enormously  distended,  and  by  palpa- 
tion the  fetus  was  found  presenting  by  the  vertex.  The  os  was 
soft  and  patulous,  but  was  not  dilated,  and  at  that  time  she  had 
no  symptoms  of  imjDcnding  labor.  I  prescribed  ten  grains  of 
quinine  once  a  day,  and  told  her  to  send  for  me  again  the  next 
day  if  labor  had  not  commenced,  when  I  would  make  another 
effort  to  bring  it  on.  Early  on  the  morning  of  the  30tli  I  was 
again  summoned,  and  found  that  she  had  been  in  labor  since 
about  noon  of  the  preceding  day.  The  cervix  was  dilated  ta 
the  size  of  a  quarter  and  the  pains  were  regular  and  active.  I 
ordered  another  dose  of  quinine  (ten  grains),  and,  having  as- 
sured her  that  the  child  was  in  a  good  position  and  that  the  labor 
51 


802  HAYES  :    A    CASE    OF    PKOTRACTED    GESTATION. 

would  be  natural,  I  left  her.  I  made  several  other  visits  be- 
tween that  time  and  noon,  when  she  was  delivered  of  a  female 
child,  well  formed  and  active,  which  weighed  nine  pounds.  The 
placenta  was  detached  in  the  last  paroxysm  and  came  away  at 
the  birth  of  the  child,  together  with  a  large  quantity  of  liquor 
aranii.     Her  convalescence  was  rapid  and  uneventful. 

The  case  may  be  summed  up  thus :  Her  last  menstruation 
was  on  the  6th  of  May,  1892,  and  she  was  delivered  on  the  30th 
of  -May,  1893 — an  interval  having  elapsed  of  389  days,  or  55 
weeks  and  4  days,  1 3  calendar  months  lacking  1  week.  Even 
admitting  that  fructification  did  not  take  place  immediately 
subsequent  to  her  last  menstruation,  but  just  before  the  next 
expected  epoch — that  is,  on  the  30th  of  May — and  deducting  23 
days  on  account  of  this  error,  even  then  pregnancy  must  have 
lasted  366  days,  or  1  year  and  1  day.  A  greater  allowance  for 
error  than  this  could  hardly  be  asked  ;  for,  from  the  standpoint 
of  a  believer  in  the  possibility  of  protracted  gestation,  her  visit 
to  Dr.  Barber  could  scarcely  have  been  better  timed.  Occur- 
ring, as  it  did,  at  the  earliest  period  at  which  the  existence  of 
pregnancy  could  be  diagnosed  with  reasonable  certainty,  yet  so 
late  that  she  could  not  have  conceived  afterward  and  produced 
a  mature  child,  this  visit  is  the  keystone  to  the  whole  structure, 
and  without  it  the  whole  case  would  have  collapsed  into  a  mass 
of  assumptions  based  only  on  a  foundation  of  the  woman's  un- 
supported testimony. 

There  is  one  point  in  this  case  which  may  cause  a  doubt  to 
arise  in  the  minds  of  many  as  to  the  genuineness  of  the  prolon- 
gation, and  that  is  the  late  date  at  which  quickening  was  first 
perceived — six  and  a  half  months  after  the  alleged  date  of  con- 
ception. Nevertheless  I  have  found  many  similar  cases  in  the 
records,  and  Montgomery  says,  speaking  of  this  very  subject : 
"  I  may,  however,  just  observe  that  in  several  of  the  cases  in 
which  gestation  was  supposed  to  be  protracted  much  beyond 
the  ordinary  limits,  it  had  also  been  remarked  that  quickening 
had  taken  place  at  some  unusually  late  period,  as  at  six  or  seven 
months."  And  the  same  author  says  in  another  place  i-  "  Some, 
on  the  other  hand,  do  not  quicken  until  much  later  periods  of 
gestation.  The  writer  was  in  the  habit  of  attending  a  lady  who, 
in  seven  successive  pregnancies,  felt  the  child  for  the  first  time 
in  the  sixth  month  and  once  in  the  seventh."  Baudelocque  also 
mentions  the  fact  that  some  of  his  patients  did  not  quicken  until 
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after  the  sixth  or  seventh  month,  and  says  :  "  In  one  of  these 
women,  whatever  we  could  do,  and  notwithstanding  the  very 
obvious  ballottement  of  the  child  in  idcro  which  we  could  per- 
form by  the  finger  introduced  into  the  vagina,  its  motions  could 
not  be  ascertained,  either  by  the  mother  or  by  the  accoucheur  who 
examined  her,  till  the  end  of  the  seventh  month.*' 

It  would  be  unprofitable  to  enter  here  upon  a  discussion  of 
the  cause  of  prolonged  gestation,  for  until  the  profession  agrees 
as  to  why  labor  commences  at  the  ninth  month  it  seems  hardly 
likely  to  agree  as  to  the  reasons  why  it  may  not  come  on  at  that 
time.  If,  however,  the  hypothesis  of  Barnes  be  accepted,  that 
it  is  due  to  some  influence  inherent  in  the  fetus,  it  seems  pos- 
sible that  labor  is  exceptionally  postponed  for  one  or  two  months 
because,  by  reason  of  slow  growth  or  temporary  cessation  of 
growth,  the  fetus  is  not  fitted  for  independent  existence.  Dun- 
can,' speaking  of  this  subject,  says  :  "  Unless  it  be  supposed  that 
pregnancy  is  protracted  for  the  special  behoof  of  small  and  ill- 
developed  children,  it  must  be  admitted  that  an  extraordinary 
development  of  the  fetus  is  to  be  looked  for  in  such  cases." 
And  "Wilson  says :  "  Others  have  connected  it  with  tardy  de- 
velopment of  the  fetus,  with  the  influence  of  depressing  emo- 
tions, etc."  Meigs'  is  a  little  more  ambiguous,  for  he  explains 
it  by  the  supposition  that  "  the  womb  of  one  individual,  as  well 
as  the  fetus  within  it,  may  be  ready  for  the  act  of  parturition 
earlier  or  later,  according  to  the  force  of  a  variety  of  causes  to 
the  operation  of  which  they  are  subject." 

In  conclusion,  I  wish  to  direct  attention  to  the  apparent  effect 
of  quinine  in  inducing  labor  in  this  case.  At  my  first  visit 
there  was  no  indication  whatever  that  labor  was  about  to  begin, 
but  after  two  doses  of  quinine  of  ten  grains  each  severe  pains 
commenced,  and  increased  in  frequency  and  strength  after  the 
third  dose.  "Whether  this  result  is  to  be  considered  ^ost  hoc  or 
jyropter  hoc  I  am  not  prepared  to  say,  but  in  the  absence  of  con- 
clusive proof  I  am  inclined  to  give  the  drug  the  benefit  of  the 
doubt. 

Corner  1st  and  B  streets,  N.  E. 

1  Duncan,  "Fecundity,  Fertility,  and  Sterility,"  Edinburgh,  1866. 
■^  Meigs,  "  Obstetrics  :  The  Science  and  Art,"  p.  217. 
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CONSERVATIVE  SURGERY  OF  THE  UTERINE  APPENDAGES. 


CHARLES  CLIFFORD  BARROWS,  M.D., 

New  York. 


By  conservative  surgery  of  the  uterine  appendages  I  mean 
sucli  surgical  operations  as  have  for  their  purpose  the  preserva- 
tion of  the  healthy  functional  life  of  these  organs.  And  this 
conservative  work  must  be  radical,  for  the  surgeon  must  strike 
at  the  very  root  of  the  disease,  and  remove  not  only  the  pro- 
ducts of  indammation  but  the  original  source  of  infection,  if  he 
looks  for  permanent  good  results. 

Too  great  praise  can  never  be  given  to  those  pioneers  in  ab- 
dominal surgery  who  liave  taught  us  how  simple  and  how  safe 
a  thing  it  is  to  enter  the  peritoneal  cavity  when  this  is  done  un- 
der the  proper  conditions  and  surroundings.  Nor  can  too  much 
credit  be  given  them  for  the  thousands  of  lives  that  have  been 
saved  through  their  teachings.  They  preserved  the  lives  of 
numbers  of  women  and  restored  them  to  comparative  health 
and  happiness,  securing  results  that  were  at  that  time  satisfac- 
tory to  both  patient  and  surgeon,  and,  when  compared  with  the 
old  methods  of  the  non-operative  gynecologists,  were  brilliant 
indeed. 

But  the  extirpation  of  inflamed  and  diseased  uterine  appen- 
dages, while  it  relieved  the  woman  of  the  misery  and  suffering 
by  which  she  had  been  invalided  possibly  for  years,  took  away 
from  her  ovulation  and  menstruation — functions  so  dear  to  her, 
and  I  believe  so  necessary,  during  that  period  of  life  to  which 
they  belong,  to  the  complete  physical  and  mental  welfare  of 
every  woman. 

My  attention  was  called  by  Dr.  Polk,  when  I  first  began  to 
assist  him  in  the  winter  of  1886,  to  a  plan  of  treatment  by 
which  the  inflammatory  diseases  of  these  organs  could  be  cured 
and  yet  these  functions  might  be  preserved  to  the  woman.  He 
had  then  begun  to  put  into  practice  a  method  of  operative 
treatment  of  diseased  and  adherent  tubes  and  ovaries  which, 
with  slight  modifications  and  extensions,  is   the  same  as  that 
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which  he  has  but  recently  described  in  a  paper  read  before  the 
American  Gynecological  Society  in  May,  1893,  and  published 
in  the  New  York  Journal  of  Obstetrics  and  Gynecology  for 
August,  1893. 

He  first  called  the  attention  of  the  profession  in  general  to 
bis  views  on  this  subject  in  a  discussion,  in  the  New  York  Ob- 
stetrical Society,  of  a  paper  read  by  Dr.  C.  C.  Lee  in  March, 
1887.  He  then  said  that  he  was  satisfied  that  every  day,  under 
the  name  of  "cellulitis,"  catarrhal  salpingitis  was  cured  by  rou- 
tine means.  Why,  then,  should  we  deny  the  tubes  the  chance 
of  cure  that  lay  in  freeing  them  from  adhesions,  cleansing  them, 
and  opening  up  their  fimbriated  ends  ^  He  thought  that  the 
time  had  come  for  us  to  aim  at  something  better  than  the  mere 
extirpation  of  these  organs.  In  answer  to  a  question  put  by 
the  president  of  the  Society  as  to  whether  he  believed  that  a 
catarrhal  salpingitis,  where  the  tube  was  the  size  of  a  finger, 
could  be  cured  by  simply  breaking  up  the  adhesions  and  washing 
out  the  tube.  Dr.  Polk  stated  that  such  was  his  exact  position.' 
This  announcement  of  his  position  in  this  most  important  ques- 
tion was  followed  in  a  few  weeks  (April  19th,  1887)  by  a  paper 
entitled  "'  Laparatomy  for  Adherent  Retroflexed  or  Retroverted 
Uterus,"  in  which  paper  he  recited  four  cases  where  the  inflamed 
and  adherent  appendages  were  freed  from  their  adhesions,  the 
fimbriated  extremity  of  the  tube  opened,  the  tubes  washed  out 
and  with  the  ovaries  returned  to  the  abdominal  cavity,  and  in 
which  a  cure  of  all  symptoms  and  a  disappearance  of  all  physical 
signs  were  secured.  Again,  in  September  of  the  same  year,  he 
reported  four  more  cases  in  a  paper  read  before  the  American 
Gynecological  Society,  at  which  meeting  were  present  a  large 
number  of  representative  medical  men  of  this  and  foreign  coun- 

'  In  this  connection  a  paper  read  in  May,  1885,  before  the  American  Medical 
Association  by  Dr.  B.  E.  Hadra,  of  San  Antonio,  Tex.,  entitled  "  Intraperito- 
neal Adhesions  in  relation  to  Tail's  Operation,"  is  of  great  interest.  While  the 
principal  purpose  of  his  paper  was  to  deal  with  general  peritoneal  adhesions, 
especially  those  above  the  plane  of  the  pelvis  between  the  omentum  and  parie- 
tal and  visceral  peritoneum,  he  also  advocated  the  liberation  of  adherent  ap- 
pendages and  their  return  to  the  pelvis  when  these  organs  were  healthy  or  but 
slightly  changed.  This  principle  of  conservative  surgery  he  did  not,  however, 
extend  to  inflamed  and  diseased  appendages,  as  is  shown  by  his  concluding 
sentence:  "  My  object  is  not  to  disparage  Tait's  operation,  but  in  doubtful 
c&?ie?:,  lohen  ice  find  the  ovaries  and  tubes  liealthy,  let  the  unfortunate  woman 
have  the  benefit  of  the  doubt  and  let  the  operation  conform  to  the  conditions 
that  are  revealed  by  it." 
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tries  who  had  but  recently  been  in  attendance  at  the  Interna- 
tional Medical  Congress  at  Washington — a  fact  that  seems  to 
have  been  overlooked  by  some  of  the  foreign  gnests  then  pre- 
sent who  engaged  in  criticism  of  the  proposed  innovation  in  ab- 
dominal surgery,  judging  by  a  recent  paper  from  one  of  them 
which  appears  in  the  Transactions  of  the  American  Gynecolo- 
gical Society  for  this  year.  In  later  papers  Dr.  Polk  has  de- 
scribed the  method  as  it  stands  to-day,  and  as  it  will,  I  believe, 
soon  be  accepted  by  all  workers  in  this  field. 

I  have  gone  into  the  history  of  this  method  of  procedure 
very  carefully,  because  it  cannot  fail  to  prove  interesting  read- 
ing to  all  those  who  are  familiar  with  the  recent  literature,  espe- 
cially foreign,  of  this  subject.  The  discussions  provoked  by  Dr. 
Polk's  early  papers  on  this  subject  were  in  opposition  to  any 
surgical  treatment  short  of  extirpation.  Those  who  spoke  on 
the  subject  in  the  New  York  Obstetrical  Society  and  elsewhere 
were  willing  to  accept  but  two  lines  of  treatment :  absolute  non- 
interference or  extirpation.  I  believe  it  the  duty  of  all  of  us 
who  have  seen  the  good  results  of  treatment  of  inflammations  of 
the  uterine  appendages  according  to  this  method  to  report  our 
experience,  that  others  may  profit  by  it  if  there  is  good  in  it,  or 
show  us  our  fault  if  in  our  enthusiasm  we  may  have  fallen  into 
error.     I  therefore  ask  no  apology  for  this  paper. 

We  are  all  now,  I  take  it,  ready  to  admit  that  tubal  and  ova- 
rian inflammations  have  their  origin,  as  a  rule,  in  some  inflam- 
matory condition  of  the  uterus  or  its  lining  membrane,  and  that 
the  disease  of  the  appendages  and  their  surrounding  and  neigh- 
boring peritoneum  is  but  an  extension  of  the  original  pathologi- 
cal condition  of  the  uterus.  Dr.  Polk,  recognizing  this  fact,  and 
realizing  that,  no  matter  what  method  of  treatment  might  be  pur- 
sued in  dealing  with  the  inflamed  appendages,  the  original  source 
of  infection  must  be  removed,  advises,  in  all  these  cases  of  tubal 
disease,  the  thorough  curetting  of  the  uterus  and  firm  packing 
of  its  cavity  with  gauze  according  to  the  method  detailed  by 
him  in  a  paper  read  before  the  iNew  York  Academy  of  Medi- 
cine in  December,  1891,  and  published  in  the  New  York  Jour- 
nal of  Ohstetrics  and  Gynecology  for  February,  1892.  Indeed, 
as  he  has  shown  in  this  paper,  not  a  few  cases  of  salpingitis  may 
be  cured  by  this  plan  alone. 

In  all  of  my  cases  of  tubal  disease  demanding  operation,  the 
uterus  has  been  curetted  and  packed  with  gauze  either  before 
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or  at  the  time  of  the  celiotomy.  In  the  majority  of  cases  this 
has  been  done  when  the  celiotomy  was  made,  as  it  may  almost 
always  be  easily  accomplished  by  a  surgeon  who  works  expedi- 
tiously. I  have  on  more  than  one  occasion  curetted  and  packed 
the  uterus,  repaired  lacerations  of  cervix  and  perineum,  and  re- 
sected '  the  tubes  or  ovaries  at  the  same  sitting,  all  within  an 
hour,  thus  avoiding  a  second  etherization  of  my  patient. 

The  Trendelenburg  posture  has  simplified  all  abdominal  work 
enormously.  We  can  bring  our  field  of  operation  into  view,  and 
by  the  proper  placing  of  flat  sponges  (or  sterilized  gauze  pads,  if 
one  prefers  them)  we  can  shut  off  the  general  peritoneal  cavity 
from  any  possible  infection  at  the  time  of  operation.  Flooding 
the  cavity  is  no  longer  necessary,  and  drainage  tubes  can  be  dis- 
pensed with  entirely,  two  common  avenues  for  the  introduction 
of  sepsis  being  thus  closed.  This  great  advancement  in  the 
technique  of  abdominal  surgery — for  which  we  are  indebted  to 
Dr.  Florian  Krug — renders  conservative  operations  on  the  ute- 
rine appendages  very  much  simpler  in  their  performance,  and 
very  much  less  liable  to  be  followed  by  the  reformation  of  ad- 
hesions, than  was  the  case  before  this  posture  was  in  Yogue. 

Dr.  Polk  tells  us  that  conservative  surgery  may  come  into 
play  in  dealing  with  simple  salpingitis  and  its  accompaniments, 
smaller  ovarian  cysts  in  which  some  of  the  organ  remains  intact, 
hydrosalpinx,  and  hematosalpinx.*  He  has  laid  down  such 
clear  and  accurate  rules  for  the  treatment  of  these  cases  that 
nothing  further  need  be  said  about  them.  But  I  would  not 
draw  the  line  where  he  has  drawn  it,  because  I  believe  that  cer- 
tain cases  of  pyosalpinx  may  be  successfully  treated  by  amputa- 
tion of  the  tube  at  some  distance  from  the  cornu  of  the  uterus  ^ 

'  By  resection  or  amputation  of  the  tubes  I  mean  the  cutting-ofE  of  the  dis- 
eased abdominal  end  of  the  tube,  not  the  removal  of  a  portion  of  the  wall  of 
the  tube.  In  this  resection  or  amputation — and  the  words  may  be  regarded  as 
interchangeable  here — the  apparent  healthy  portion  of  the  tube  is  returned  to 
the  pelvic  cavity  as  described. 

■^  Two  cases  of  conception  have  already  been  reported  as  following  amputa- 
tion of  the  tubes,  one  in  the  practice  of  Dr.  Polk  and  one  by  Dr.  McMonagle, 
of  San  Francisco;  Dr.  Polk's  case  being  amputation  of  both  tubes  and  one 
ovary.  In  another  instance  (Case  3,  p.  184,  vol.  xviii.,  American  Gynecological 
Society  Transactions),  after  removal  of  both  appendages  on  one  side  and  exsec- 
tion  of  two-thirds  of  the  remaining  ovary,  conception  occurred,  and  delivery 
took  place  ten  months  after  the  operation. 

*For  Polk's  rule  for  dealing  with  pyosalpinx,  see  vol.  xviii.,  p.  182,  Trans- 
actions of  the  American  Gynecological  Society.  He  amputates  the  purulent 
end  of  the  tube,  the  same  as  in  hydrosalpinx  and  hematosalpinx. 
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and  the  formation  of  an  artificial  ostium  abdominale.  Wlien 
the  purulent  inflammation,  in  its  extension  from  the  uterus, 
reaches  the  tubes,  they  become  heavy,  fall  lower  in  the  pelvis, 
and  the  infundibulum  becomes  closed,  as  a  rule,  by  adhesion  to 
some  neighboring  structure — viz.,  the  ovary,  the  uterus,  the  in- 
testine, or,  most  commonly,  the  pelvic  floor.  Drainage  is  thus 
abolished  and  pus  accumulates  in  and  distends  the  abdominal 
end  of  the  tube.  But  in  some  cases  there  is  a  portion  of  the 
tube,  from  half  an  inch  to  an  inch  or  more  in  length  outward 
from  the  uterine  cornu,  which  is  not  increased  in  size,  and  the 
mucous,  muscular,  and  serous  coats  of  which  are  apparently 
scarcely,  if  at  all,  inflamed.  If  these  tubes  are  examined  closely 
it  will  be  found  that  this  healthy  portion  of  the  tube  is  shut  off 
from  that  portion  which  is  distended  with  pus  by  a  closure  of 
the  lumen  of  the  tube  on  the  outer  side  of  the  uninflamed  part, 
and  that  the  uterine  ostium  of  the  tube  is  patulous.  Thus  it  is 
easy  to  see  why  this  portion  of  the  tube  has  not  become  in- 
volved in  the  general  destructive  purulent  process.  It  has  sim- 
ply drained  itself  into  the  uterine  cavity,  and,  the  pus  in  its 
outer  end  being  encysted,  this  portion  of  the  tube  next  to  the 
uterus  has  been  restored  to  its  normal  condition. 

In  such  cases  of  pyosalpinx  where  the  ovary  is  healthy  and 
the  fimbriated  end  of  the  pus  tube  is  not  adherent  to  it,  I  have 
amputated  the  tube  at  the  outer  end  of  the  healthy  portion, 
washed  it  out,  slit  it  up  a  short  distance,  and  united  its  serous 
and  mucous  coats  by  fine  catgut  sutures,  thus  forming  an  artifi- 
cial ostium  abdominale.  The  tying  of  the  mesosalpinx  in  the 
resection  of  the  tube  has  been  done  in  such  a  manner  as  to  bring 
the  new  open  end  of  the  tube  close  to,  but  not  in  contact  with, 
the  ovary.  The  uterus  has  then  been  curetted  and  its  cavity 
packed  with  gauze.  These  cases  have  done  perfectly  well,  all 
symptoms  being  relieved  and  all  physical  signs  disappearing, 
their  menstruation  has  been  regular  and  painless,  and  the  possi- 
bility of  conception  has  been  restored  to  them. 

Recently  a  patient  came  to  me,  for  the  cure  of  ventral  hernia, 
upon  whom  I  had  operated  a  year  ago,  removing  at  that  time  a 
purulent  tube  and  ovary  from  her  right  side  and  breaking  up 
adhesions  about  the  left  tube  and  ovary,  opening  the  closed  end 
of  the  tube,  and  resecting  the  cystic  ovary,  about  one-third  of 
the  organ  being  removed.  On  opening  the  abdomen  the  second 
time  I  found  the  tube  and  ovary  I  had  left  the  year  before,  in 
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excellent  condition.  They  were  free  from  adhesions,  and  to  all 
appearances  perfectly  healthy.  The  fimbriated  extremity  of  the 
tube  was  open,  and  there  were  no  evidences  of  the  resection  of 
the  ovary  to  be  found.  The  woman  had  been  entirely  well  for 
a  year,  except  for  the  annoyance  of  her  hernia,  and  had  men- 
struated regularly  and  painlessly  during  that  time. 

In  closing  this  paper  I  wish  to  call  attention  to  the  appended 
table  of  eighteen  cases.  Five  were  cases  of  pyosalpinx  which 
admitted  of  amputation  of  the  tube  and  the  formation  of  a 
new  ostium  abdominale.  These  cases  made  equally  as  good 
recoveries  as  those  of  simple  catarrhal  salpingitis,  and  their  sub- 
sequent history  shows  that  in  these  five  cases,  certainly,  the 
operation  was  a  decided  success.  None  of  the  patients  subjected 
to  this  procedure  have  died,  and  in  no  single  instance  has  the 
operation  failed  to  bring  relief.  The  eighteen  patients,  it  will 
be  seen,  are  young  women,  all  but  three  being  under  30  years, 
and  the  mean  age  being  25  years,  giving  an  average  of  about 
twenty  years  more  of  menstrual  life  which  should  be  passed 
painlessly,  with  a  possibility  of  conception  for  any  one  of  them. 

In  addition  to  the  histories  contained  in  the  table,  I  desire 
to  call  attention  to  the  following  detailed  account  of  a  case  of 
pyosalpinx  treated  by  resection  of  the  tubes.  May  F.,  aged  19, 
was  admitted  to  Ward  23,  Bellevue  Hospital,  July  7th,  1893, 
suffering  from  a  profuse  vaginal  discharge.  Examination  re- 
vealed the  presence  of  gonorrhea  with  endometritis  and  slight 
salpingitis.  She  was  put  on  local  treatment,  bichloride  of  mer- 
cury douches,  and  applications  to  the  vaginal  mucous  membrane, 
and  at  the  end  of  ten  days  the  uterus  was  curetted  and  its  cavity 
packed  with  gauze.  On  July  2oth  the  abdomen  was  opened, 
the  patient  being  in  the  Trendelenburg  posture.  The  tubes  and 
ovaries  were  found  bound  down  by  extensive  adhesions,  the 
tubes  being  adherent  to  the  pelvic  floor.  The  field  of  operation 
having  been  isolated  by  flat  sponges,  the  tubes  were  freed  and 
pus  was  seen  escaping  from  their  flmbriated  exti-emities.  The 
tubes  for  at  least  an  inch  from  the  uterine  cornua  were  normal 
in  appearance,  and  were  therefore  amputated  at  this  point. 
They  were  slit  up,  washed  out,  and  the  mucous  and  serous  sur- 
faces united  with  fine  catgut  sutures.  The  pelvic  cavity  was 
sponged  dry  and  the  abdominal  wound  closed  without  drainage. 
The  patient  made  an  uneventful  recovery,  and  has  remained 
well  since,  menstruating  regularly  and  painlessly. 
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A  CASE   OF    DIFFUSE   SARCOMA  OF  THE  MUCOUS  MEMBRA^'E 
OF  THE  UTERUS.' 


BY 
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Instructor  in  Pathology  at  the  Loomis  Laboratory. 


CWith  three  illustrationsJ 


About  a  year  ago  Dr.  James  H.  ^Iclntosh,  of  Xewberrj, 
S.  C,  sent  me  a  portion  of  a  growth,  removed  from  tlie  uterus 
bj  curetting,  for  examination.  I  jDronouneed  it  sarcoma,  and 
shortly  afterward  he  performed  a  vaginal  hysterectomy.  The 
uterus  was  put  into  alcoliol  and  forwarded  to  me.  On  making 
a  vertical  section  through  it  the  cavity  is  found  to  be  almost 
completely  filled  with  a  soft,  succulent  mass  of  a  light  pink 
color,  closely  adherent  to  the  wall  all  around,  but  apparently  not 
invading  it.  As  the  quantity  of  the  new  growth  originally  sent 
on  for  diagnosis  was  large,  the  cavity  must  have  been  completely 
filled  at  the  time  of  the  curetting.  The  external  os  is  patulous, 
measuring  2.5  centimetres  in  its  lateral  and  1.2  centimetres  in 
its  antero-pasterior  diameter.  The  measurements  of  the  uterus 
are  as  follows  :  Yertical  diameter,  12.7  centimetres  ;  depth  of 
cavity,  9.6  centimetres  ;  circumference  just  below  level  of  Fal- 
lopian tubes,  20.5  centimetres ;  circumference  at  level  of  in- 
ternal OS,  14.7  centimetres ;  thickness  of  wall  at  fundus,  1.2 
centimetres  ;  thickness  of  wall  midway  down,  8  millimetres  ; 
thickness  of  wall  just  above  internal  os,  6  millimetres. 

The  Fallopian  tubes  are  not  enlarged,  and  on  gross  examina- 
tion appear  to  be  normal. 

Microscopic  Examination. — I  examined  portions  of  the  neo- 
plasm, the  cervix  and  part  of  the  vagina,  the  wall  of  the  body, 
the  fundus,  and  the  Fallopian  tubes. 

The  tumor  is  found  to  be  composed  of  large  round  and  spindle 
cells.  Giant  cells  are  scattered  here  and  there  throughout  the 
mass.  Xo  stroma  could  be  demonstrated,  the  cells  being  held 
'  A  report  from  the  Pathological  Society,  October  11th,  1893. 
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together  by  cement  substance.  In  certain  parts  of  the  tumor 
large  blood  vessels  are  so  numerous  as  to  suggest  an  angio-sar- 
coma.  Small  blood  vessels  and  capillaries  are  plentiful  and 
traverse  the  tumor  in  all  directions. 

The  cervix  is  normal  except  for  such  senile  changes  as  would 
be  expected  in  a  woman  the  age  of  the  patient.  The  epithelial 
covering's  intact.     The  vagina  is  healthy. 

The  wall  of  the  body  shows  the  same  changes  found  in  the 
cervix,  but  the  mucous  membrane  is  wanting.  The  sarcomatous 
tissue  runs  down  to  the  muscle  and  stops  there  abruptly.     Along 


Fig.  1.— Uterus,  showing  neoplasm  nearly  filling  the  cavity. ^ 

the  line  of  junction  an  occasional  giant  cell  is  seen,  and  there  is 
a  slight  round-cell  inliltration  of  the  muscular  tissue  at  different 
points. 

At  the  fundus  there  is  also  an  absence  of  mucous  membrane, 
and  the  new  growth  dips  down  into  the  muscular  tissue  of  the 
wall,  but  does  not  actually  invade  it.  The  whole  process  is  con- 
fined to  the  mucous  membrane,  as  was  anticipated  at  the  gross 
examination  from  the  ease  with  which  the  neoplasm  separated 
from  the  uterine  wall.  J^umerous  thin-walled  blood  vessels  are 
seen  to  pass  from  the  uterus  into  the  tumor  at  this  point. 

Fallopian  Tubes. — Close  to  the  uterus  both  tubes  are  in- 
'  The  drawing  was  made  by  Dr.  J.  M.  Byron. 
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volved,  but  in  a  peculiar  way.  In  several  of  the  reported  cases 
the  extension  of  the  disease  process  from  the  body  of  the  uterus 
to  the  tubes  was  in  the  form  of  a  plug,  which  in  oue^case  pro- 
jected out  at  the  fimbriated  extremity.'  But  here  the  sarcoma- 
tous tissue  is  found  creeping  along  under  the  mucous  mem- 
brane and  dislodging  it.  It  is  surprising,  however,  in  view 
of  the  extent  of  the  growth  in  the  uterus  itself,  to  what  a  short 
distance  it  has  gone.  In  neither  tube  has  it  advanced  more  than 
eight  to  twelve  millimetres.     One  of  the    tubes — I  forgot  to 


Fig.  2.— Section  through  fundus,  showing  neoplasm  and  uterine  wall.    Objective,  Spencer 
&  Smith  J  inch  homogeneous  immersion  N.  A.  1.35.  Projection  ocular  No.  2.  210  diameters.^ 

record  whether  the  right  or  left — presents  a  thrombus  composed 
of  sarcomatous  elements  in  a  little  vessel  of  its  wall. 

History. — The  case  occurred  in  the  practice  of  Dr.  B,  W. 
Taylor,  of  Columbia,  S.  C.  The  patient  was  67  years  old,  of 
Amarican  parentage,  and  had  had  seven  children.  jNIenstruation 
ceased  at  55,  and  the  menopause  passed  without  any  unpleasant 
symptoms.  A  bloody  discharge  from  the  uterus  commenced 
about  one  and  a  half  years  before  the  time  of  the  operation. 
She  was  curetted  twice  with  temporary  relief.     The  operation 

'  Simpson,  "  Contributions  to  Obstetrics  and  Gynecology,"  Sarcoma,  Case  3. 
*  The  photomicrographs  were  made  by  Dr.  H.  S.  Stearns. 
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was  performed  October  24th,  1892.  Shortly  after  the  operation 
abdominal  pains  set  in,  and  two  weeks  before  her  death  the 
bloody  discharge  returned.  On  January  26th,  1893,  she  became 
paralyzed  on  the  left  side,  and  passed  into  a  comatose  state  which 
gradually  deepened  until  she  died,  three  days  later.  T^o  au- 
topsy was  obtained,  but  an  examination  before  death  revealed  a 
tumor  occupying  the  right  iliac  region  measuring  ten  by  five 
centimetres,  and  another  below  the  umbilicus  measuring  fifteen 
by  seven  centimetres.     The  vaginal  roof  was  filled  with  a  soft 


Fig.  3.— Neoplasm.    Objective,  Leitz  1-12  homogeneous  immersion  N.  A.  1.30.    Zeiss  pro- 
jection ocular  No.  2.    600  diameters. 

growth  easily  breaking  down  and  bleeding  freely  on  manipula- 
tion. 

According  to  M.  Terrillon,  uterine  sarcomata,  from  a  patho- 
logic point  of  view,  present  themselves  in  three  varieties :  1. 
Sarcoma  of  the  mucous  membrane.  2.  Interstitial  sarcoma. 
3.  Cystic  sarcoma. 

The  interstitial  occurs  in  two  forms,  the  circumscribed  which 
is  often  pediculated,  and  what  he  terms  tlie  gigantesque,  where 
there  is  an  enormous  hypertrophy  of  the  uterus.     In  the  cystic 
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form  the  cjsts  have  thick  walls  and  often  contain  bloody  liquid/ 
I  can  find  no  statement  as  to  the  relative  frequency  of  the 
different  varieties. 

Sarcoma  of  the  uterus  is  so  commonly  stated  to  be  a  rare  dis- 
ease that  I  undertook  to  look  up  the  literature  of  the  subject. 
Many  writers  say  that  less  than  one  hundred  cases  have  been 
recorded.  But  as  early  as  1870  Gusserow  had  collected  sixty- 
two  cases,  and  in  IST-i  A.  R.  Simpson  added  four  to  the  list. 
I  have  found  forty-five  cases  reported  during  the  last  five  years 
diagnosticated  microscopically  as  sarcomata,  and  a  considerable 
number  in  the  same  period  under  such  headings  as  "  soft 
fibroid,"  "  fibro-cysts,"  and  "  recurrent  tibro-cystic  tumors  of  the 
uterus,"  which,  as  the  history  clearly  shows,  should  be  classed 
with  the  interstitial  or  cystic  sarcomata  of  Terrillon.  I  shall 
cite  one  or  two  such  instances.  The  author  says  :  "  The  tumor 
was  a  fibro-cyst  and  contained  large  cystic  cavities.  It  presented 
rather  an  edematous,  spongy  condition.  .  .  .  The  hemorrhage  was 
alarming  on  account  of  the  extremely  vascular  nature  of  the  tu- 
mor." The  uterus  had  enlarged  in  eight  mouths  to  its  size  at  full 
term.  Xo  microscopic  examination  was  made.  In  another  case 
the  tumor  rose  as  high  as  the  umbilicus,  and  had  grown  to  this  enor- 
mous size  in  six  months.  Here  the  tumor  is  said  to  be  fibro-cel- 
lular  and  not  wholly  fibrous,  but  the  author  records  it  under  the 
title  of  a  "  fibro-cyst  "  without  waiting  for  a  microscopic  examina- 
tion. These  and  hysterectomies  for  an  "  interesting  pathologi- 
cal condition  "  or  ''  malignant  disease  of  the  uterus  "  are  the 
headings  that  one  encounters  in  reviewing  the  subject. 

When  we  take  into  account,  also,  the  recurrent  fibroids  and 
fibro-plastic  tumors  of  the  earlier  writers,  and  the  fasciculated 
cancers  of  Rokitansky,  the  number  of  sarcomata  of  the  uterus 
will  be  materially  increased  and  we  shall  find  it  not  such  a  rare 
pathologic  condition.  Thomas'  says  "that  many  cases  have 
been  regarded  as  cancer,  and  not  a  few  of  supposed  fatal  fibroid 
or  polypus  have  been  unquestionably  of  this  affection." 

1  Gaz.  de  Hop.  Paris,  1890,  Ixiii.,  1269. 

-  "  Thomas  on  the  Diseases  of  Women,"  4th  edition,  p.  539. 
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During  tlie  past  fifty  years,  since  Yon  Heine,  as  the  result  of 
his  observations,  gave  to  the  medical  world  the  first  well-defined 
clinical  picture  of  "infantile  spinal  paralysis,"  so  much  has  been 
written,  and  has  been  so  ably  and  comprehensively  written,  on 
the  pathology,  etiology,  symptoms,  course,  and  treatment  of  this 
disease,  that  it  seems  little  less  than  presumptuous  for  any  one 
to  take  up  the  pen  laid  down  by  Seeligmiiller,  Jacobi,  Ross,  and 
Gowers.  But  its  etiology  is  not  so  well  understood  as  to  cause 
any  diminution  in  the  frequency  with  which  the  disease  occurs, 
nor  has  the  treatment  been  so  successful  that  a  radical  cure  is, 
as  a  rule,  expected.  I  would  therefore  crave  your  indulgence 
for  the  triteness  of  the  subject,  and  ask  your  attention  for  a 
short  time  to  the  consideration  of  a  composite  jDicture  of  seventy- 
five  cases  of  poliomyelitis  anterior  acuta  infantilis. 

Etiology. — The  causes  are  divided  into  predisposing  and  ex- 
citing. I  have  found  as  possible  predisposing  causes  sex,  age, 
season  of  the  year,  race,  condition  of  health,  heredity,  and  tu- 
berculosis or  the  tubercular  diathesis  ;  as  exciting  causes  are 
the  psychical,  the  exanthemata,  acute  febrile  diseases,  exposure 
to  cold,  over-exertion,  traumatism,  dentition,  and  infection. 
For  various  reasons  tins  order  will  not  be  strictly  followed. 

Sex. — Of  the  75  cases  47  occurred  in  boys  and  2S  in  girls — 
i.e.,  in  the  proportion  of  about  5  :  3.  This  accords  with  the 
view  of  the  older  rather  tlian  the  more  recent  authorities,  and 
would  indicate  a  greater  predisposition  of  the  male  sex  even 
before  10  years,  and  after  this  age  Gowers  says  that  the  mal- 
ady is  practically  confined  to  it. 

'  Read  before  the  Orthopedic  Section  of  the  New  York  Academy  of  Medi- 
cine, December  16th,  1892. 
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Age.— 

Table  showing  the  Age  of  Attack  in  Seventy-five  Cases. 


Age. 
Congenital. . 

5  months. 

6  "      . 

7  "     . 

8  "      . 

9  "     . 

10  "     . 

11  "     . 


No.  of  cases. 

1 

1 

1 

2 

1 

1 

3 

4 


1    year 4 

13  months 6 

14  "     1 

15  "     4 


Age. 
16 
18 
20 
31 
3 
26 
27 


No.  of  cases. 

months.....   9 

5 


years 10 


months 1 

(.       2 

2|  years 6 

3  " 6 

3i      "    2 

4  "   3 

5  •'   1 


Average  age,  20  months  and  3  weeks. 

The  one  case  I  have  recorded  as  congenital  was  that  of  a  girl 
taken  to  the  Foundling  Asylum  when  4  weeks  old,  and  first 
brought  to  me  at  9  years  of  age.  This  throws  no  light  on  the 
mooted  question  of  an  intra-uterine  spinal  paralysis,  which  is  be- 
lieved by  Sinkler  and  Morton  frequently  to  be  the  cause  of  con- 
genital clubfoot. 

The  disease  is  rare  during  the  first  six  months  of  life.  The 
earliest  age  recorded  is  by  Duchenne,  in  which  the  attack  oc- 
curred on  the  twelfth  day,  also  one  at  4  weeks.  Sinkler  records 
one  case  at  6  weeks  and  two  cases  at  3  months ;  Seeligmiiller 
three  cases  at  10  weeks.  The  youngest  case  given  by  Gowers 
is  4  months,  while  the  youngest  on  my  own  list  is  5  months. 
The  oldest  was  5  years.  Of  the  75  cases,  70  occurred  during 
the  first  three  years  of  life,  and  of  these  88,  or  one-half  the 
entire  number,  during  the  second  year.  The  average  age — 20 
months  and  3  weeks — is  considerably  below  Sinkler's  average, 
which,  in  a  list  of  244  cases,  was  2  years,  1  month,  2.21  days- 
Notwithstanding  this  discrepancy,  of  the  247  cases  which  oc- 
curred under  3  years,  134,  or  considerably  more  than  one-half, 
of  Sinkler's  cases  occurred  during  the  second  year.  Thus  we 
learn  that  while  the  disease  is  most  frequent  during  the  first 
three  years  of  life,  it  is  extremely  rare  before  the  tenth  month^ 
and  the  period  of  greatest  susceptibility  is  between  the  eleventli 
month  and  the  end  of  the  second  year. 

Over-exertion,  first  pointed  out  by  Lange  and  afterward  ad- 
vocated by  Seeligmiiller  as  one  of  the  predisposing  causes,  ie 
too  important  a  factor  to  have  so  little  stress  laid  upon  it  as  has 
53 
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heretofore  been  the  case  among  American  writers.  The  clini- 
cal evidences  in  support  of  this  view  are  : 

1.  The  age  of  the  most  frequent  occurrence  of  poliomyelitis 
anterior  in  children  corresponds  to  the  age  at  which  they  are 
beginning  to  walk.  2.  The  preponderating  frequency  of  a  lum- 
bar rather  than  a  lesion  of  the  cervical  ganglia.  Of  these  75 
cases  there  was  in  every  instance  a  lower  extremity  involved 
in  the  initial  paralysis;  in  QQ  per  cent  both  lower  extremities  ; 
in  only  13  per  cent  the  upper  extremities,  only  3  of  which  re- 
mained permanently  paralyzed.  3.  That  the  attacks  often  fol- 
low an  unusually  long  walk,  while  in  other  cases  the  child 
showed  an  indisposition  to  walk  for  one  or  two  weeks  previous 
to  the  attack. 

It  is  interesting  to  note  in  this  connection  that  the  case  in 
which  the  attack  occurred  at  6  months  ("  January ;  cause,  denti- 
tion ")  the  child  was  beginning  to  stand  by  a  chair — an  unusu- 
ally early  age.  After  the  attack  she  did  not  again  sit  up  until 
1  year  old. 

Of  the  43  in  which  a  note  was  made  of  the  age  at  which  they 
began  to  walk,  i  had  never  walked  before  the  attack,  15  had 
been  walking  for  some  considerable  length  of  time;  of  the  re- 
maining 24,  or  more  than  one-half,  -i  had  been  walking  between 
three  and  four  months,  and  20  were  just  beginning  to  walk — 
i.e.,  one  month  or  less. 

The  cause  of  the  vastly  greater  susceptibility  of  the  lumbar 
region  is  partly  anatomical,  partly  functional.  Angel  Money 
has  pointed  out  that  the  lower  part  of  the  cord,  receives  its  blood 
supply  at  a  great  disadvantage.  The  arteries,  after  their  en- 
trance into  the  intervertebral  foramina,  having  to  ascend  a  con- 
siderable distance  before  reaching  the  cord,  this,  combined  with 
the  small  calibre  of  the  vessels,  offers  much  resistance  to  the 
onward  flow  of  the  blood ;  and  since  the  maximum  force  of  the 
circulation  is  on  the  periphery,  the  nutritive  supply  of  the  cen- 
tre is  easily  cut  off.  Beginning  locomotion,  readily  carried  to 
over-exertion,  may  cause  an  exhaustion  of  these  motor  gangli- 
onic cells  and  thereby  the  tendency  of  the  same  to  inflamma- 
tory disease.  The  lower  part  of  the  cord,  physiologically  late 
in  developing,  by  this  new  functional  excitation  has,  particu- 
larly in  the  anterior  horns  of  the  lumbar  enlargement,  a  rapid 
increase  in  its  blood  supply.  Hence  the  increased  liability  to 
congestion. 
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Dentition. — In  27  cases — over  33  per  cent — the  attack  oc- 
curred during  the  eruption  of  the  teeth.  The  mistake  has  been 
made  of  considering  dentition  as  a  predisposing  rather  than  an 
exciting  cause.  A  more  careful  study  of  these  cases  will  show, 
I  think,  that  dentition  is  not  only  delayed  and  therefore  apt  to 
be  difficult,  but  also  that  it  is  exceedingly  rapid. 

In  only  9  cases  was  any  note  made  as  to  whether  the  attack 
occurred  during  the  eruption  of  the  first  teeth.  In  6  cases  it 
was — viz.,  2  cases  at  7  months,  1  at  10  months,  1  at  13  months, 
1  at  16  months,  and  1  at  18  months.  In  the  case  which  oc- 
curred at  26  months  dentition  had  been  normal  as  to  the  time 
of  eruption,  and  the  child  walked  at  1  year.  In  the  ease  at  2 
years  4  molars  came  through  together.  In  the  case  at  4  years, 
the  child  had  begun  to  stand  at  7  months  and  walked  well  at  1 
year  ;  at  the  time  of  the  attack  "  13  teeth  just  seemed  to  come 
through  together."  This  same  statement  was  made  in  regard 
to  the  child  of  16  months:  "And  then  all  the  teeth  seemed  to 
come  through  together." 

''  This  late  dentition  would  indicate  a  lack  of  lime  salts  in  the 
system.  Hence  the  sudden  diversion  of  the  lime  salts  to  the 
teeth  would  cause  a  drain  on  the  already  impoverished  blood, 
thus  robbing  the  tissues,  especially  the  nervous  system,  and  so 
increase  its  liability  to  disease"  (M.  Putnam  Jacobi). 

But  the  theory  seems  more  probable  that  only  in  those  cases 
where  the  nervous  system  is  predisposed  to  poliomyelitis  ante- 
rior does  this  rapid  dentition  act  as  the  exciting  cause.  The 
physiological  pauses  which  give  the  system  an  opportunity  to 
recover  itself  and  prepare  for  the  next  strain  are  entirely  ab- 
sent. It  acts  then  as  the  explosive  applied  to  the  surcharged 
nervous  system. 

Season  of  the  Year. — Of  the  47  cases  in  which  a  note  was 
made  of  the  season  of  the  year,  14  occurred  in  August,  10  in 
July,  9  in  September;  October,  December,  and  March,  each  3 ; 
January,  2 ;  November,  February,  and  June,  each  1  case — i.e., 
70  per  cent  occurred  during  the  months  of  July,  August,  and 
September.  This  is  in  accord  with  the  now  generally  accepted 
belief  of  the  predisposing  influence  of  the  hot  weather  on  the 
development  of  the  disease,  first  pointed  out  by  Sinkler. 

Race. — I  find  no  suggestion  as  to  the  possible  relation  of  race 
or  climate  upon  the  production  of  the  disease.  New  York  be- 
ing such  a  cosmopolitan  city,  the  statistics  on  this  subject  may 
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be  of  some  interest.  First,  in  regard  to  race  :  Of  67  cases  in 
wliicli  note  was  made,  19  were  Germans,  10  Americans,  7  Irish, 
2  English,  2  Swedes,  2  Swiss,  2  Negroes,  2  Austrians,  2  Polish 
Jews,  1  French,  1  Scotch.  Of  the  mixed  races — i.e.,  where 
the  father  and  the  mother  belonged  to  different  nationalities — 
4  were  Irish-Americans,  3  Irish-English,  1  Irish-Canadian,  1 
Danish-American,  1  English-American,  1  German-American,  1 
German-Austrian,  1  Scotch-Nova-Scotian,  1  Franco-German. 
Thus,  while  no  race  would  seem  to  be  exempt,  it  was  much 
more  frequent  among  the  Germans  than  among  any  other  race, 
Germans  constituting  about  33  per  cent,  Americans  about  14 
per  cent,  Irish  about  10  per  cent.  Of  the  19  children  of  Ger- 
man parentage,  14  were  born  in  Xew  York  City  or  Brooklyn. 

The  place  of  birth  was  as  follows  :  i!^ew  York  City,  39  ; 
Brooklyn,  9  ;  JS^ew  Jersey,  6  ;  Boston,  2;  Long  Island,  2;  Staten 
Island,  2 ;  Connecticut,  2  ;  I^ova  Scotia,  2 ;  New  York  State,  2  ; 
Virginia,  1  ;  Scotland,  1 ;  Austria,  1. 

The  most  of  these  children  were  born  in  cities  or  large  towns, 
and,  considering  the  effect  of  heat  in  relation  to  the  disease,  we 
should  expect  to  meet  with  it  more  frequently  in  the  large 
cities. 

As  to  the  effect  of  the  station  in  life,  dispensary  statistics  are 
of  no  value.  From  deductions  which  will  be  drawn  later  it 
should  be  more  common  among  the  lower  classes,  owing  to 
the  lack  of  hygienic  surroundings  and  the  frequent  rapidity  of 
childbirth. 

Traumatism. — Of  the  exciting  causes  not  already  mentioned 
traumatism  is  probably  the  most  important.  This  traumatism, 
be  it  observed,  must  occur  in  such  a  way  as  to  cause  the  concus- 
sion of  the  spinal  cord.  Of  the  64  cases  in  which  tlie  cause  is 
given  traumatism  occurs  7  times,  or  in  about  11  per  cent  of  the 
cases. 

The  following  table  shows  that  of  the  6  cases  in  which  tlie 
time  of  the  accident  is  noted,  in  5  cases,  or  83  per  cent,  the  sea- 
son of  the  year — August — furnishes  a  predisposing  cause.  In 
only  2  of  the  cases,  that  of  the  light  and  of  the  child  knocked 
down  by  the  bicycle,  was  the  accident  very  violent.  In  the  5 
cases  in  which  the  onset  of  the  fever  is  noted,  in  3  it  occurred 
either  immediately  or  in  a  few  hours,  in  the  fourth  on  the  sec- 
ond day;  with  the  onset  of  the  paralysis  in  3  cases  not  later  than 
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the  third  daj,  and  in  the  fourth  on  the  ninth  day — so  that  in 
80  per  cent  of  these  cases  the  length  of  time  elapsing  between 
the  accident  and  the  initial  fever  and  jjaraljsis  would  indicate 
the  traumatism  as  the  real  exciting  cause. 


Sex. 

Age. 

Male 

5  mos. 

" 

8  mos. 

August 

" 

10  mos. 

" 

Female . . 

16  mos. 

" 

Male 

•ii  yrs.. 

Decem- 
ber. 

" 

H  JTS.. 

August 

Female... 

3*  yrs.. 

Exciting  cause. 


Onset  of 
fever. 


Let  fall  by  nurse; 
green-stick  frac- 
ture lower  third 
of  femur. 

Fell  out  of  bed 
several  times. 

Fell  from  baby 
carriage. 

Fell  from  high 
chair. 

Violent  fight 


Fell    from    high 

chair. 
Thrown  down  by 

bicycle  in  rapid 

motion. 


High  fever 
in  2  weeks. 
High  fever 
at  once. 
Immediate 
high  fever; 
comatose. 
High  fever 
second  day 
In  few 

hours. 


In  2 

weeks. 
Ninth 

day. 
Second 

day. 

Third 
day. 

Third 
day. 


Extent  of 

initial 
paralysis. 


Rightlower 
extremity. 


Left  lower 
e.'ctremity. 
Both  lower 
extremities 
Both  lower 
extremities 
Entire  body 


Both  lower 
extremities 
Both  lower 
extremities 


Extent  of 
permanent 
paralysis. 


Right  lower 
extremity. 


Left  lower 
extremity. 
Both  lower 
extremities 
Both  lower 
extremities 
Both  lower 
and  right 
upper  ex. 
Both  lower 
extremities 
Both  lower 
extremities 


Expoaure  to  Gold. — A  small  number  of  cases  are  due  to 
exposure  to  cold,  but  it  is  rather  the  chilling  of  the  heated  body 
than  the  cold  season.  Three  of  my  cases  were  due  to  this  cause. 
The  first,  a  girl  of  3  years,  whose  mother  had  just  died  of 
phthisis  pulmonalis,  was  found  asleep  in  the  garden  with  the 
ground  frozen  under  her.  This  was  followed  by  retention  of 
urine  and  feces,  with  paralysis  of  both  lower  extremities. 
Another,  a  boy  of  20  months,  who  had  previously  always 
been  healthy,  sat  for  a  long  time  on  stone  steps,  followed  by 
paralysis  of  the  entire  body.  He  eventually  recovered  except 
the  left  lower  extremity.  The  third  case  occurred  in  October : 
a  boy  16  months  old  sat  for  a  long  time  in  a  draught  from 
an  open  window,  the  following  day  had  fever  and  convulsions, 
paralysis  followed  on  the  third  day.  In  another  case,  in  a  boy 
2f  years  old,  the  attack  was  said  to  have  occurred  after  exposure 
to  rain. 

The  frequency  with  which  it  is  secondary  to  some  acute 
febrile  disease  or  the  exanthemata  is  not  so  great  as  was  formerly 
supposed.  Two  cases  occurred  after  measles,  1  after  varicella, 
1  after  scarlet  fever,  3  after  diphtheria,  2  after  bronchitis,  and 
1  after  pneumonia. 
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Heredity. — Does  heredity  play  the  same  important  role  in  the 
etiology  of  poliomyelitis  anterior  as  in  other  nervous  diseases — 
i.e.^  were  the  parents  or  ancestors  of  these  children  affected  by 
diseases  of  the  nervous  system  ? 

Rosenthal  says  that  not  seldom  the  parents,  especially  the 
mother,  suffer  from  nervous  disorders.  Sinkler  states  that  in 
many  instances  there  was  a  history  of  nervous  disease  in  the 
family.  Gowers  believes  that  the  influence  of  heredity  is  small. 
Seeligmiiller  thinks  the  statistics  are  insuflScient.  Erb  declares 
that  in  the  majority  of  instances  there  is  no  evidence  of  any 
hereditary  influence  or  neuropathic  tendency.  The  state  of  the 
child's  health  previous  to  the  time  of  the  attack  would  appear 
to  be  equally  insignificant.  "The  disease  occurs  equally  often 
in  those  who  are  enjoying  the  most  robust  health,  and  long-con- 
tinued ill  health  seems  to  have  but  little  influence  in  the  produc- 
tion of  the  disease"  (Sinkler).  And,  lastly,  the  only  permanent 
effects  of  the  attack  are  the  local  manifestations  of  paralysis  with 
the  accompanying  wasting  deformities,  etc.  "  The  general 
health  of  the  patient  remains  remarkably  good,  the  intelligence 
clear,  and  the  disposition  lively"  (Jacobi).' 

That  the  intelligence  is  clear  and  the  disposition  lively  is 
wholly  in  accord  with  my  own  clinical  observations.  That  "  the 
general  health  of  the  patient  remains  remarkably  good"  is 
wholly  at  variance  with  what  I  have  seen. 

Tubercular  Diathesis. — On  entering  upon  duty  in  the  neuro- 
logical department  of  the  New  York  Orthopedic  Dispensary, 
three  years  ago,  with  little  more  than  a  theoretical  knowledge  of 
poliomyelitis  anterior,  the  first  thing  to  strike  my  attention,  con- 
trary to  all  that  the  text  books  taught,  was  the  profound  anemia 
of  these  little  patients,  accompanied  in  many  cases  with  well- 
marked  emaciation,  a  tendency  to  bronchitis,  enlarged  submaxil- 
lary and  cervical  glands,  and  the  most  obstinate  eczema.  This 
led  to  taking  a  careful  history,  not  only  of  the  patient,  but  also 
the  family  history  when  this  could  be  ascertained.  Again  I 
was  surprised  by  the  frequency  with  which  phthisis  and  other 
lung  affections  were  noted.     For,  among  all  the  descriptions  of 

i  la  his  last  edition,  1892,  "  Diseases  of  the  Nervous  System,"  Gowers  says  : 
"  In  the  vast  majority  of  cases  the  disease  involves  no  immediate  danger  to 
life.  But  children  are  left  with  little  power  of  resistance  to  other  morbid 
Influences,  and  occasionally  succumb  to  some  other  illness,  as  an  acute  specific 
disease  or  an  attack  of  bronchitis,  a  few  weeks  or  months  after  the  onset  of 
the  paralysis." 
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this  disease,  nowhere  have  I  been  able  to  find  mentioned  the 
possibility  that  the  tubercular  diathesis  may  be  a  predisposing 
cause.  And  on  reading  this  paper  before  the  Orthopedic  Section 
of  the  New  York  Academy  of  Medicine,  December  16th,  1892, 
I  found  that  my  records  either  as  to  the  state  of  health  of  the 
patient  subsequent  to  the  attack,  or  tliose  of  the  hereditary 
family  histories,  were  so  wholly  at  variance  with  the  experience 
of  the  members  present  as  to  lead  me  to  believe  that  the  tabu- 
lated histories  of  these  75  cases,  so  far  as  I  could  give  it, 
would  at  least  be  unique,  and  seemed  an  essential  basis  for 
the  deductions  which  I  had  drawn. 

The  accompanying  table  shows  the  patient's  state  of  health 
previous  and  subsequent  to  the  attack,  together  with  the  heredi- 
tary family  history : 

Summary  op  Condition  of  Health  before  Attack— 63  Cases. 


Sickly 7 

Pale 3 

Thin 1 

Jaundiced  at  birth 1 

One  of  twins 2 

Always  tired 1 

Subject  to  inflammations  of  respi- 
ratory tract 12 


Constipation 8 

Diarrhea 9 

Leucorrhea  1 

Urticaria  ...         1 

Eczema 3 

Conjunctivitis 2 


38 


Delayed  dentition,  20  cases  given 12 — 60  per  cent. 

"Walking,  late,         80    '♦        "     13—43 

Very  stout 10 

Acute  Diseases. 


Pneumonia ; .     2 

Diarrhea 2 

Dysentery 1 

Convulsions 1 

Pertussis  4 

Diphtheria 2 


Exanthemata  : 

Measles 13 

Vaccinia 1 

Varicella 3 

Scarlet  fever 1 — 17 


Total  acute  diseases 


.29 


Healthy 56  per  cent. 

Delicate 44      " 


In  20  cases  where  date  of  the  first  dentition  was  given  the 
average  age  was  9  months.  In  30  cases  in  which  the  age  is 
given  at  which  the  child  began  to  walk  the  average  age  was  12^ 
months. 
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Table  showing  Number  of  Birth. 

Patient  oldest  child   15 

2d  "    5 

3d  " 5 

4tli  "    4 

5th  "    4 

6th  "    

7th  "    

8th  "    

9th  "    

"      10th  "    

38 
SuJOiART  OF  State  of  Health  in  73  Cases  afte?'  Attack. 

Healthy 12 

Health  impaired  by  some  one  or  several  of  the  following    mala- 
dies  60 

73 

Eleven  of  the  72  children  were  very  stout. 

Anaemia,  simple,  child  well  nourished 6 

"       with  emaciation 21 

"           "    inflammation  respiratory  tract 27 

"           "                "           intestinal        "    22 

"           "    obstinate  constipation 10 

"           "    vulvo-vaginitis 5 

"       tired  all  the  time 2 

"       with  enlarged  tonsils  and  submaxillary  glands 4 

"            "    urticaria 3 

"           "    eczema 7 

"           "    conjunctivitis  2 

"           "   perineal  abscess 1 

"           "    bowlegs 1 

"           "    enuresis 4 

"           "    nervousness  5 

"           "    headache 6 

"           "    migraine , 3 

"            "    strabismus 1 

"           "    convulsions 3 

Total  133 

Acute  Diseases  since  Attack. 

Difficult  dentition 1 

Croup 1 

Diphtheria  1 

Measles 3 

Scarlet  fever  1 

Meningitis 1 

"        tubercular 1 
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In  eomparingthe  summaries  of  the  state  of  the  patient's  health 
before  and  after  the  attack,  it  must  be  borne  in  mind  that  these 
mothers  were  not  all  careful  observers,  and  would  report  the 
child  as  well  if  it  had  not  been  seriously  ailing,  although  every 
possible  effort  was  made  to  eliminate  this  error.  But,  even  with 
this  fact  in  view,  when  we  see  that  in  56  per  cent  of  these  cases 
the  health  wa3  good  previous  to  the  attack,  while  in  only  16.5 
per  cent,  or  about  two-sevenths  of  these  cases,  did  it  remain 
good  subsequent  to  the  attack,  we  must  infer  that  the  malady 
had  left  a  well-stamped  impression  on  the  general  health. 

In  the  38  cases  where  the  number  of  the  birth  of  the  child 
was  given,  in  39.5  per  cent  the  patient  was  the  oldest  child ;  so 
that  rapid  childbearing  as  a  predisposing  cause  of  the  tubercu- 
lar diathesis  could  only  be  invoked  in  a  small  number  of  cases. 

Comparing  the  manifestation  of  impaired  health,  manifesta- 
tijns  of  rashitis  and  scrofulosis,  before  the  attack,  including  de- 
layed dentition  and  locomotion,  we  find  the  number  of  these 
minifestations  to  be  more  than  twice  as  great  subsequent  to  the 
attack. 

The  raucDus  membrane  lining  the  respiratory  tract  is  seen  to 
b3  the  one  mDst  often  involved  in  the  inflammatory  process, 
both  before  and  after  the  attack,  in  the  ratio  of  9  per  cent  to  20 
per  cent.  Xext  in  frequency  is  that  lining  the  intestinal  tract. 
Oj^tinate  constipation  requiring  constant  treatment  was  present 
in  7.5  per  cent  of  the  cases.  This  disappeared  with  the  ira- 
provemsnt  of  the  general  health.  The  enuresis  and  vulvo- 
vaginitis did  not  yield  so  readily  to  treatment,  while  the  skin 
lesions  were  still  more  obstinate.  But  by  far  the  most  intract- 
able were  the  diseases  of  the  respiratory  tract  with  enlarged 
tonsils  and  submaxillary  glands. 

In  those  cases  which  were  seen  during  or  shortly  after  the 
attack,  the  conditions  above  noted  were  those  that  remained  for 
some  length  of  time  while  under  observation. 

The  Family  History. — Next  to  be  investigated  was  the  pa- 
tient's family  history,  which  was  [taken  in  6-i  cases.  The  ac- 
companying table  gives  a  complete  condensed  statement  of  the 
siine,  tvlien  it  was  not  given  as  "good"  or  "negative,"  together 
with  the  age  of  attack,  condition  of  child's  health  before  and 
after  attack,  also  extent  of  initial  and  permanent  paralysis. 
The  summary  is  as  follows  : 
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Family  history.  Cases. 

Good 17 

Negative 14 

Some  form  of  lung  trouble,  as  follows  : 

Phthisis  in  both  paternal  and  maternal  families 3 

"        2  or  more  cases  in  paternal  family 3 

"        mother  died  of 2 

"        1  maternal  uncle  died  of 1 —  9^ 

' '        with  various  neuroses  : 

"        1  uncle  died  of  phthisis,  and  1  of  locomotor  ataxia 1 

"        maternal  grandfather  died  of  phthisis,  1  brother  at  two 

months  of  spinal  trouble 1 

"        maternal  grandfather  died  of  phthisis,  oldest  brother  of 

convulsions 1 —  3 

"        maternal  grandfather  died  of  phthisis,  1  uncle  has  hip 

disease 1 

Pneumonia  in  both  families 1 

"  2  cases  in  mother's  family 1 

"  father  died  of 1 

Lung  trouble,  1  paternal  aunt  died  of 1 —  4 

Hip  disease,  1  maternal  aunt  died  at  28,  had  hip  disease;  1  brother  has 

hip  disease 1 

Various  neuroses  as  follows: 

Chorea,  1  sister  has 1 

Sciatica,  father  has 1 

Hysterical,  intensely,  mother 1 

Inflammation  of  brain,  uncle  died  of 1 

Tumor  of  brain,  maternal  grandmother  died  of 1 

Hydrocephalus,  1  brother  died  of 1 

Convulsions,  youngest  sister  died  of 1 —  7 

Alcoholism,  father  habitual  drunkard 3 

Malaria  (?),  mother  died  of,  while  nursing  patient,  who  was  then  1  year,  1 
Rapid  childbirth,  patient  tenth  child,  three  brothers  died  in  infancy 
of  cholera  infantum;  patient  eighth  child,  three  brothers  died  of  sum- 
mer complaint ^ 

Kidney  trouble,  uncle  died  of;    1  brother  congestion  of  lungs  after 

pertussis 1 

Abscess  of  liver,  father  died  of 1 

Total 64 

Thus  in  12  cases,  or  18f  per  cent,  there  was  a  history  of  pul- 
monary tuberculosis.  In  3  of  these  cases,  or  only  about  3^  per 
cent,  some  form  of  nervous  trouble  was  found  in  the  same 
family  :  in  1  case  the  grandfather  had  phthisis  and  the  uncle 
hip  disease ;  in  1  case  patient  had  an  aunt  die  of  hip  disease 
and  1  brother  has  hip  disease ;  the  fathers  of  3  patients  were 
addicted  to  alcoholism ;  2  patients  were  respectively  the  tenth 
and  eighth  children  of  mothers  who  had  borne  children  rapidly. 
So  in  18  patients,  or  28  per  cent  of  the  entire  number,  the  chil- 
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dren  would  have  inherited  a  tubercular  diathesis ;  for  it  is  an 
accepted  fact  that  both  alcoholism  and  rapid  childbirth  are  pre- 
disposing causes  of  tuberculosis  and  neurotic  diseases.  The 
various  neuroses,  aside  from  the  families  with  a  history  of  pul- 
monary tuberculosis,  figure  only  to  a  slight  extent — in  7,  or 
about  9  per  cent  of  the  cases. 

The  above  I'ecords  are  in  accord  with  the  theories  advanced 
by  Grasset  in  his  article  on  "  The  Relation  of  Hysteria  with 
Scrofulous  and  Tubercular  Diathesis."  '  He  claims  "  that  the 
tubercular  diathesis  is  essentially  hereditary ;  and  of  the  chil- 
dren of  a  tubercular  subject,  one  may  die  of  tubercular  menin- 
gitis, one  an  ordinary  consumption,  while  the  third,  who  may 
have  seemed  to  have  escaped  the  diathesis,  may  be  neurotic, 
hysterical,  or  lunatic  even.  And  what  proves  that  he  is  tubercu- 
lar is  that  in  his  children  the  diathesis  is  still  present  and  will 
often  reassume  its  classic  type,  or  he  himself  may  become 
phthisical  in  the  second  half  of  his  life  ;  the  two  are  simply 
successive  manifestations  of  the  same  diathesis.  The  diathesis 
is  first  localized  in  the  nervous  system  and  is  then  manifested 
by  the  hysterical  neurosis ;  next  it  invades  the  respiratory  or- 
gans and  determines  a  pulmonary  tuberculosis.  According  to 
Jolly'Mtis  the  congenital  debility  which  produces  hysteria  in  the 
children  of  phthisical  parents.  As  a  matter  of  fact,  in  families 
where  the  diathesis  prevails  it  is  not  those  most  debilitated  by 
the  hereditary  taint  who  become  hysterical,  for  they  become 
consumptives  of  the  common  type.  Those,  on  the  contrary,  who, 
at  least  temporarily,  resist  the  pulmonary  affection  develop  the 
neurosis.  Hysteria  may  represent  the  diathesis  in  one  member 
of  the  family,  meningitis  in  another,  and  Pott's  disease  in  a 
third." 

That  the  theory  of  the  tubercular  diathesis  manifested  by 
various  phases  of  the  disease  occurring  in  the  same  patient  is 
not  wholly  fanciful,  is  shown  in  the  following  case,  seen  with 
Dr.  Ketch  on  the  fifth  day  after  the  onset. 

The  patient,  aged  2  years,  was  perfectly  well  until  July 
4th,  when  a  cannon  went  off  next-door.  The  child  gave  a  sharp, 
piercing  cry,  continued  to  scream  for  some  time,  and  was  very 
nervous  the  remainder  of  the  day.  On  the  following  afternoon 
she  was  feverish  and  the  nervousness  continued ;  she  walked 
well  in  the  evening  and  slept  well  that  night.  On  the  second 
'  Brain,  1884.  "^  Ziemssen's  Cyclopedia,  vol.  xiv. 
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diy  she  was  disinclined  to  walk,  dragged  the  left  foot,  and 
fiaally  fell  in  the  attempt.  She  complained  of  tenderness  of  the 
calf  and  pain  in  the  limb.'  Fifth  day  after  the  attack,  the  pa- 
tient makes  no  effort  to  walk,  and  sitting  up  is  painful.  The 
patient  has  had  no  appetite  since  the  invasion.  The  bowels 
have  not  been  moved  for  three  days;  the  bladder  is  normal. 
The  pulse  is  128  ;  respiration  26,  gasping  ;  axillary  temperature 
101°  F.  There  is  tenderness  along  the  spine,  most  marked  in 
the  lumbar  region.  The  left  lower  extremity  is  cold  and  the 
muscles  flabby.  The  growth  of  the  left  calf  is  seven  inches,  or 
one-eighth  of  an  inch  loss  than  that  of  the  right.  Faradic  irri- 
tability is  wholly  lost  in  all  the  muscles  of  the  left  leg,  and 
galvanic  irritability  greatly  reduced.  This  was  the  onset  of  an 
attack  of  poliomyelitis  anterior,  the  paralysis  being  confined  to 
the  left  lower  extremity,  the  groups  most  affected  being  the 
anterior  tibial,  peroneal,  and  quadriceps  extensor. 

July  25th:  Child  lives  in  Brooklyn  and  was  not  seen  again 
until  to-day,  with  a  history  that  on  July  14th,  or  tenth  day  after 
the  attack,  a  rash  appeared  on  the  back,  neck,  and  head  ;  on  the 
following  morning  it  bad  extended  to  the  face,  body,  and  hands. 
There  were  white  spots  in  the  throat,  with  difficulty  in  swallow- 
ing. It  was  diagnosticated  "  diphtheria  with  nettlerash."  The 
entire  body  was  swollen.  In  the  following  March  I  saw  the 
child  in  the  same  condition,  with  enlargement  of  the  tonsils — 
"  urticaria  edematosa."  Note  of  this  date :  The  child  now  seems 
well,  but  makes  no  effort  to  walk.  The  first  voluntary  effort  to 
walk  was  made  one  month  after  the  attack.  At  this  time  the 
patient  was  brought  for  regular  treatment. 

September  29th :  The  patient  has  coryza,  with  an  axillary 
temperature  of  99.8°  F.  The  child  was  well  nourished,  the 
face  was  full  and  not  markedly  anemic,  the  eyes  bright,  the 
disposition  lively.  To  the  casual  observer  she  had  the  appear- 
ance of  a  robust,  healthy  child.  But  from  this  time  on  the 
records  show  that  the  patient  had  not  long  apparently  recovered 
from  one  malady  until  another  appeared — laryngitis,  bronchitis, 
and  indigestion ;  leucorrhea  was  a  constant  and  at  times  most 
troublesome  symptom. 

March  3d :  History  of  night  sweats,  which  were  controlled 
by  medicine.  March  25th :  The  patient  is  suffering  from 
pertussis,   which   proved  very  severe;   it   was  complicated  in 

'  The  case  was  diagnosticated  "  bip-joint  disease"  by  the  attending  physician. 
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April  with  an  attack  of  urticaria  edematosa,  and  in  the  latter 
part  of  May  ushered  in  an  attack  of  tubercular  meningitis,  of 
which  the  patient  died  June  9th.  It  was  impossible  to  obtain 
an  autopsy. 

Having  completed  the  history  of  the  poliomyelitis  anterior, 
we  will  go  back  to  the  family  history.  The  parents  are  German. 
They  are  both  living  and  healthy.  They  have  had  two  other 
children.  Of  these,  the  oldest,  a  boy  of  about  6  years,  has 
always  been  so  thin  and  delicate-looking,  also  "subject  to  colds," 
that  the  father  never  thought  he  could  live  to  grow  up.  The 
third  child,  a  baby  of  8  months,  is  also  thin  and  anemic. 
One  paternal  grandaunt  died  of  phthisis,  and  a  paternal  aunt, 
who  was  never  very  bright,  now  has  phthisis.  The  history  of 
the  mother's  family  is  good. 

Personal  Ilisiory. — The  patient  was  the  second  child.  "Was 
always  perfectly  healthy  until  7  months,  when  she  was  dan- 
gerously ill  of  pneumonia.  The  cough  did  not  disappear  until 
the  following  summer,  and  after  this  she  was  never  wholly  free 
from  cough  except  during  the  very  hot  weather.  As  a  young 
baby  she  slept  a  great  deal ;  until  8  months  old  slept  all  night 
and  fronj  10  a.m.  to  6  p.m.  Was  always  soaked  with  perspira- 
tion. She  was  a  stout,  heavy  child,  and  was  16  months  old 
when  she  first  tried  to  stand  by  chair,  and  began  to  walk  at  18 
months.     The  brother  who  was  slight  walked  at  1  year. 

In  this  case  there  was  the  inherited  tubercular  diathesis,  fa- 
vored by  a  serious  attack  of  pneumonia  at  7  months.  Other 
predisposing  causes  were  the  age,  2  years,  and  an  extremely  hot 
July.  The  hygienic  surroundings  were  good.  The  exciting 
cause  was  evidently  psychical,  the  shock  being  caused  by  an 
unexpected  and  tremendous  noise  occurring  in  the  patient's 
immediate  neighborhood.  After  this  time  the  child  could  not 
hear  firecrackers  or  torpedoes  going  off  without  becoming 
exceedingly  nervous. 

The  various  manifestations  of  the  tubercular  diathesis  in  this 
case  were:  the  abnormal  amount  of  sleep  and  profuse  perspi- 
ration while  an  infant  ;  the  severe  attack  of  pneumonia  at  7 
months,  leaving  the  respiratory  mucous  membrane  subject  to 
inflammation ;  the  poliomyelitis  anterior  at  2  years,  to  be  fol- 
lowed 8  months  later  by  an  attack  of  pertussis,  which,  although 
mild  in  its  onset,  ushered  in  the  fatal  attack  of  tubercular  men- 
ingitis. 
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From  the  above  facts  the  following  deductions  may  be  drawn  : 
1.  That  the  family  histories  show,  in  some  cases,  jralmonary  tu- 
berculosis in  both  families  ;  in  others,  in  two  or  more  cases  of 
the  same  family ;  in  a  third  group,  pulmonary  tuberculosis  in  one 
member  of  the  family,  with  a  well-marked  neurosis  in  the  sec- 
ond. Another  well-defined  tubercular  disease  present  was  hip- 
joint  disease.  2.  From  the  patients'  histories,  that  while  polio- 
myelitis anterior  is  characterized  by  a  well-defined  lesion  of  the 
anterior  horns  accompanied  by  various  local  manifestations  of 
muscular  atrophy,  deformity,  etc.,  the  occurrence  of  the  dis- 
ease causes  a  well-marked  impairment  of  the  general  health  and 
increases  the  liability  to  succumb  to  any  incidental  malady,  as 
measles,  pertussis,  etc. 

Infection. — The  only  remaining  cause  not  yet  touched  upon  is 
the  extremely  interesting  and  highly  probable  theory  of  the  in- 
fectious nature  of  poliomyelitis  anterior.  The  theory  was  sug- 
gested by  Seeligmiiiler  in  his  brochure  on  "  Infantile  Spinal 
Paralysis  "  of  1880.  He  would  account  for  the  localization  of 
the  virus  in  the  anterior  horns  of  the  cord  by  the  more  active 
circulation  here,  due  to  the  frequent  movement  of  the  extremi- 
ties. 

Three  kinds  of  evidence  give  proof  of  the  infectious  charac- 
ter of  a  disease:  the  discovery  of  the  micro-organism  which 
causes  the  disease,  the  undoubted  contagiousness  or  an  epidemic 
of  the  disease,  and,  third,  the  general  clinical  picture  of  the  dis- 
ease. It  is  the  last  named  that  has  so  often  suggested  the  in- 
fectious  nature  of  the  disease.  Striimpell  says:  "The  whole 
course  of  the  disease  makes  the  hypothesis  very  probable  that 
we  have  to  do  with  an  acute  infectious  disease,  with  an  infec- 
tious process  which  first  causes  a  general  infection  of  the  body 
and  then  is  localized  chiefly  in  a  circumscribed  portion  of  the 
spinal  cord." 

Cordier '  was  the  first  to  report  an  epidemic  of  this  disease, 
which  he  had  seen,  and  which  occurred  during  the  months  of 
June  and  July,  1885.  In  this  time,  in  a  village  of  1,500  inhab- 
itants, there  were  13  cases,  4  of  which  were  fatal.  The  infec- 
tious agent  was  believed  to  be  the  inspired  air.  The  cases  cited 
to  show  the  contagious  nature  of  the  disease  are :  One  child 
was  attacked  thirty-six  hours  after  a  visit  to  another  who  was 
already  suffering  from  the  same  malady.  In  two  other  cases  a 
'  Lyon  Medical,  1888. 
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boy  and  his  sister  were  exposed,  and  the  first  evidences  of  the 
disease  were  apparent  only  eight  to  ten  hours  afterward. 

Cordier  argues  for  the  infectious  nature  of  the  disease  from 
the  facts  that  the  malady  generally  occurs  during  the  hot 
weather ;  its  sudden  onset ;  its  truly  cyclic  progress ;  its  well- 
limited,  definite  lesion ;  and  the  simultaneous  occurrence  of 
several  cases  in  the  same  family.  Other  cases  of  simultaneous 
attacks  in  the  same  family  are  reported  by  Seeligmuller,  3 
twins ;  Meyer,  twin  brothers  after  measles ;  Hammond,  2 
brothers ;  Simon,  a  case  where  3  children  in  one  family  were 
suddenly  attacked,  2  in  one  day  and  1  in  twenty-four  hours. 
Dr.  Briegleb'  publishes  5  cases  which  occurred  in  a  district 
of  Thuringia,  1  in  the  beginning  of  June  and  the  remaining  4 
in  the  beginning  of  July,  1889.  He  adds  further  that,  on  look- 
ing up  the  journal  of  the  district,  or  polyclinic  records,  there 
were  no  cases  of  poliomyelitis  recorded  previous  to  this  time, 
and  the  first  that  occurred  after  was  in  March  of  the  following 
year.  The  rarity  of  the  simultaneous  occurrence  of  2  cases  in 
the  same  family  may  be  accounted  for  by  the  fact  that  the  child 
attacked  is  usually  the  youngest,  and  the  other  children  have 
reached  an  age  which  seems  to  furnish  a  certain  immunity 
against  this  disease. 

(To  be  continued.) 
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GEORGE    WYTHE    COOK,  M.D., 
Washington,  D.  C. 


I  VENTURE  to  offer  some  objections  to  the  not  uncommon 
advice  given  by  many  physicians  to  their  women  patients — that 
of  recommending  marriage  as  a  remedy  for  certain  uterine  and 
nervous  diseases.  That  the  marriage  relation  is  a  normal  one  to 
exist  between  the  sexes  cannot  be  gainsaid,  but  when  we  con- 

'  Inaugural  dissertation,  "  Ueber  die  Frage  der  infektiosen  Natur  der  acuten 
Poliomyelitis,"  1890. 

"^  Read  before  the  Obstetrical  and  Gynecological  Society  of  Washington^ 
May  6th,  1892. 
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sider  its  true  intent  and  purpose — the  procreation  of  species — 
one  can  but  be  shocked  by  the  suggestion  of  a  resort  to  it  as 
a  cure  for  disease,  and  it  indicates  a  poverty  of  remedial  re- 
source on  the  part  of  him  who  recommends  it.  In  these  de- 
generate days,  when  the  matrimonial  bond  is  worn  so  lightly,  it 
behooves  the  physician  to  consider  how  far  he  may  be  respon- 
sible for  some  of  the  large  number  of  divorce  proceedings  en- 
tered in  our  courts. 

I  start  out  with  the  idea  that  it  is  extremely  problematical  that 
marriage  is  a  remedy  for  any  disease.     I  am  aware  that  some 
cases  of  dysmenorrhea  have  been  relieved  by  parturition  ;  but  in 
those  very  cases  of  dysmenorrhea  for  the  cure  of  which  marriage 
is  recommended,  the  cause  of  the  condition,  stenosis  of  the  cer- 
vix, is  unfavorable  to  conception.     And,  besides,  I  have  hnown 
cases  of  painful  menstruation  that  were  in  no  sense  ameliorated 
by  childbirth.     I  do  not  believe  that  any  guarantee  can  be  given 
that  marriage  will  cure   any  disease,  but,  on  the  contrary,  it  is 
frequently  necessary  to  forbid  marital  intercourse  in  order  that 
cure  may  be  effected.     Hence  it  would  seem  the  height  of  un- 
wisdom to  even  suggest  marriage  as  a  means  of  relief  from  dis- 
ease.    The  intent  and  purpose  of  marriage  being  the  procrea- 
tion  of  species,  and  for  the  fulfilment  of  that  purpose  it  being 
necessary  that  the  reproductive  organs  should  be  in  a  healthy 
condition,  then  how  can  any  one  justify  the  advice,  "get  mar- 
ried and  you  will  be  cured  "  ?     It  is  offering  an  inducement  to 
a  woman  to  enter  into  an  alliance  that  she  might  not  otherwise 
undertake,  for  the  sake  of  hoped-for  relief  from  her  intolerable 
periodic  suffering,  to  say  nothing  of  the  injustice  that  might  be 
done  the  victimized  husband.     Only  a  few  days  ago  a  lady  told 
me  that  she  had  always  suffered  excruciatingly  at  her  menstrual 
periods,  for  the  cure  of  which  marriage  had  been  recommended. 
Great  was  her  dismay  to  find  that  notwithstanding  her  marriage 
she  continued  to  suffer,  even  more  than  she  had  done  before. 
She  then  learned  that  childbirth  was  necessary  to  bring  relief. 
So  when  conception  finally  occurred  her  pleasure  was  a  double 
one — the  expected  emancipation    from  periodic  suffering  and 
the  prospect  of  a  child.     Of  course  menstruation  was  suspended 
during  pregnancy  and  lactation.     Finally,  when  the  catamenia 
returned,  horror  of  horrors !  there  was  the  same  old  pain  without 
the  least  mitigation  of  its  poignancy.     Although   some  years 
have   elapsed   since   the  birth   of  her   child,  at   every  monthly 
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period  she  spends  two  days  in  bed,  and,  while  she  is  not  anxious 
to  grow  old,  she  is  longing  for  the  climacteric  as  her  only  hope 
without  some  operative  procedure.  She  has  not  become  preg- 
nant a  second  time. 

Another  case,  Mrs,  J.,  an  intelligent,  vivacious  brunette,  suf- 
fered much  at  her  monthly  periods.  She  was  married  when 
20  years  old  to  a  physician,  and  became  pregnant  after  three 
and  a  half  years.  She  was  delivered  of  a  healthy  girl  baby  after 
a  tedious  labor,  but  her  recovery  was  retarded,  as  she  had  "  pu- 
erperal fever."  She  somehow  became  addicted  to  the  use  of 
opium,  and  took  incredible  quantities  of  morphia  hypodermi- 
cally,  as  much  as  a  drachm  vial  lasting  her  only  a  week.  Her 
husband  died  a  few  months  after  her  child  was  born.  She  had 
no  return  of  her  menses  for  live  years,  but  during  the  last  two 
years  of  this  period  she  had  copious  bleeding  from  her  rectum 
every  three  or  four  months.  She  had  internal  hemorrhoids.  She 
was  finally  cured  of  the  morphine  habit,  and  then  the  uterine  flow 
reappeared  at  irregular  intervals,  finally  becoming  regular,  but 
the  flow  was  always  attended  with  great  pain.  She  married  a 
second  time  about  eighteen  months  ago.  She  has  not  become 
pregnant,  and  continues  to  suffer  at  each  menstrual  period. 

Miss  K.,  a  robust,  voluptuous-appearing  young  lady,  was  sub- 
ject to  violent  headaches  and  occasional  hysterical  manifesta- 
tions ;  these  last  were  attended  with  horrible  hallucinations. 
During  these  attacks  her  suffering  seemed  to  be  great  and  her 
condition  was  pitiable  in  the  extreme.  She  married,  but  the 
hysterical  manifestations  continued.  Kecently  I  have  lost  sight 
of  her,  but  she  did  not  become  pregnant,  so  far  as  I  know. 

Mrs.  A.  was  apparently  a  healthy,  robust  woman,  the  wife  of 
a  well-to-do  farmer  living  in  Virginia.  Prior  to  her  marriage 
she  had  given  no  evidence  of  hysterical  tendencies.  She  had 
two  children  within  twenty-one  months  after  her  marriage. 
Each  time  she  became  j^regnaut  she  had  frequent  hysterical 
swoonings,  which  continued  at  intervals  for  several  weeks. 
These  attacks  were  at  first  very  alarming  to  her  husband,  who 
had  had  no  experience  with  such  manifestations,  and  when  in- 
formed that  they  were  hysterical  his  disgust  was  extreme.  I  do 
not  know  that  any  hysterical  element  was  present  in  any  subse- 
quent pregnancies,  as  I  lost  sight  of  the  patient. 

Mrs.  M.,  a  nervous,  impressionable  woman,  suffered  greatly 
from  dysmenorrhea,  her  periods  being  accompanied  by  marked 
53 
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hysterical  explosions.  Her  physician  advised  her  that  marriage 
would  brino'  relief.  After  the  birth  of  lier  first  child  she  had  no 
further  menstrual  pain,  but  at  times  she  had  hysterical  develop- 
ments. She  is  now  pregnant  for  the  fifth  time,  being  about  two 
months  advanced,  and  a  few  days  ago  had  pronounced  hysteri- 
cal manifestations. 

These  few  cases  thus  briefly  related  may  not  prove  anything 
within  themselves,  but  they  are  examples  of  others  that  I  might 
cite,  and  no  doubt  every  physician  is  familiar  with  some  of  the 
same  kind.  They  seem  to  show  that  marriage  is  a  most  unre- 
liable remedy  for  these  diseases.  Indeed,  my  own  belief  is  that 
marriage  has  a  tendency  to  increase  the  pain  of  dysmenorrhea 
by  direct  irritation  causing  excessive  hyperemia,  and  to  aggra- 
vate nervous  conditions  by  reflex  over-stimulation  of  the  nervous 
system. 
3  Thomas  Circle. 
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Angiomata  in  various  portions  of  the  body  are  quite  common, 
and  the  theories  as  to  their  origin  vary  as  much  as  do  their 
varieties.  In  the  uterus  the  existence  of  such  neoplasm  is  ex- 
ceedingly rare,  and  I  therefore  take  the  liberty  of  presenting 
the  specimen. 

The  patient  from  whom  it  was  obtained  is  37  years  old  and  a 
nullipara.  For  nearly  a  year  she  had  been  bleeding  more  or  less, 
the  hemorrhages  during  the  last  four  months  being  profuse 
and  the  intervals  short.  A  number  of  curettings  with  a  sharp 
iastriimant,  with  short  intermissions,  had  only  a  temporary  eft'ect 

'  Read  before  the  Section  on  Gynecology  and  Abdominal  Surgery  of  the 
Pan-American  Medical  Congress. 
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on  the  metrorrliagia.  The  endometrium  showed  nothing  mah'g- 
naat ;  only  a  hyperplastic  endometritis  could  be  diagnosed  with 
the  microscope.  The  bleeding  finally  became  so  profuse  about 
the  time  of  the  "  should-be  menstruation"  that  I,  in  view  of  the 
previous  failures  to  cure  with  the  curette  and  local  applications, 
resolved  to  do  something  radical,  especially  as  the  patient  was 
becoming  very  anemic  and  righteously  discoaraged.  Yaginal 
hysterectomy  was  decided  upon,  rather  than  castration,  because 
of  the  probability  that  the  chances  of  cure  for  the  patient  were  cer- 
tain if  the  operation  was  recovered  from  ;  and,  second,  although 
no  malignancy  could  be  shown  as  yet,  it  seemed  rather  suspicious 
for  the  bleeding  to  recur  so  persistently  shortly  after  curetting. 

After  proper  preparation  of  the  patient,  the  operation  was 
done  by  the  method  which  I  have  described  as  ideal  on  a  former 
occasion.*  Owing,  however,  to  the  variance  of  opinions  ex- 
pressed recently,  by  different  writers,  as  to  the  proper  method 
to  employ,  I  feel  called  upon  to  again  say  a  few  words  on  the 
subject.  iS^o  fixed  rule  can  be  put  down,  but  each  case  must  be 
managed  according  to  the  circumstances  presenting  themselves. 
We  will  take  an  ordinary  case,  such  as  our  instance.  It  is  im- 
material whether  it  be  malignant  or  non-malignant  disease  for 
which  the  operation  is  done,  as  far  as  the  one  feature  is  concerned 
— namely,  the  closing  the  wound  completely  and  to  have  the 
broad-ligament  stumps  entirely  ev:trap€ritoneal.  The  portio  is 
grasped  with  a  volsella  and  the  uterus  pulled  down  as  much  as 
possible,  when  a  transverse  incision  is  made  anteriorly  through 
the  vaginal  mucosa  and  the  bladder  stripped  off  the  cervix  ;  if  it 
cannot  be  completely  done  yet,  only  so  much  is  separated  as  is 
convenient.  The  same  course  is  pursued  posteriorly,  and  the 
cul-de-sac  of  Douglas  is  opened.  The  peritoneum  is  now  at- 
tached to  the  vaginal  mucosa  by  a  continuous  catgut  suture. 
The  bases  of  the  parametria  are  next  ligated  and  cut  on  either 
side;  it  will  now  be  found  an  easy  matter  to  detach  the  still 
remaining  part  of  the  bladder  from  the  cervix,  when  the  peri- 
toneum is  attached  to  the  vaginal  mucosa  anteriorly,  the  same  as 
was  done  posteriorly. 

The  broad  ligaments  are  now  ligated  in  sections  and  cut  as  we 
proceed,  taking  care  that  the  needle  enters  the  vaginal  mucosa, 
and,  taking  in  its  bite  as  much  of  the  broad  ligament  as  is  desired, 

'  See  "Vaginal  Hysterectomy  for  Cancer  of  the  Uterus,"  American  Jocr- 
KAL  OF  Obstetrics,  October,  1893. 
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is  then  made  to  emerge  again  in  the  vaginal  mucosa.  Another 
stitch  is  taken  in  the  texture  already  surrounded  by  the  ligature, 
which  prevents  the  possibility  of  the  main  ligature  slipping  off  the 
respective  stump.  The  ligature  is  now  tied  and  the  ligated  portion 
cut  through.  "We  next  proceed  likewise  with  the  other  side,  and  so 
on  until  we  have  nearly  reached  the  summit,  when  we  also  bring 
down  the  adnexa,  if  possible,  and  place  our  last  ligature.  It  is 
obvious  that  by  following  this  technique  of  introducing  sutures 
our  stumps  are  practically  alread}^  secured  in  the  vagina.  It  is 
also  shown  that  delivery  of  the  uterine  body  anteriorly  or  poste- 
riorly is  not  resorted  to.  The  organ  having  been  removed,  the 
terminal  ends  of  the  broad  ligaments  are  grasped  with  bullet 
forceps  and  an  assistant  makes  sufficient  traction  to  bring  them 
completely  into  the  vagina,  when  another  suture  is  passed  on  the 
same  principle  as  the  previous  sutures,  enveloping  all  the  stumps ; 
this  done  on  either  side,  the  centre  gap  can  now  be  closed  com- 
pletely after  removing  the  sponge  or  gauze  tampon  from  the 
pelvic  cavity,  if  one  has  been  inserted  to  prevent  the  intestines 
from  prolapsing  during  operation.  Full-curved,  sharp  needles 
of  suitable  size  are  used,  and  nothing  but  catgut  for  ligatures. 
Silk  delays  the  convalescence  very  much,  and  it  cannot  be  made 
more  aseptic  than  the  animal  ligature,  which  latter  can  be  tied 
just  as  securely  and  is  not  absorbed  too  soon.  The  needle-holder 
is  also  preferable  without  a  catch. 

There  is  no  necessity  of  drainage  in  ordinary  cases,  so  that  the 
practice  of  putting  in  a  strip  of  gauze  for  this  purpose  in  every 
instance  had  better  be  abandoned.  I  personally  always  feel 
safest  when  everything  has  been  closed.  Of  course,  if  extensive 
adhesions  were  present,  it  is  safer  to  jjut  in  a  piece  of  gauze  and 
drain  for  a  few  hours. 

In  malignant  disease  the  operation  must  be  done  as  far  away 
as  possible  from  the  diseased  structure,  and  sufficient  vagina 
must  also  be  resected  if  the  portio  is  the  seat  of  the  neoplasm. 
Cknnps  should  never  he  used  if  ligatures  are  applieahle. 

The  operation  should  be  done  with  the  patient  in  the  lith- 
otomy position,  and  not  in  the  side  posture  as  is  advocated  by 
some. 

After  removal  of  the  particular  specimen  under  consideration 
it  was  halved  anteriorly,  when  a  tumor  was  found,  the  size  and 
shape  of  a  medium-sized  English  walnut,  located  in  the  anterior 
ap238r  corner  of  the  organ,  reaching  to  the  fundus.     The  tumor 
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was  bulging  toward  the  uterine  cavity,  and  there  appeared  lobii- 
lated,  of  a  dark  inahogany-red  color,  and  of  a  consistence  some- 
what iirmer  than  that  of  the  surrounding  uterine  walls;  it 
extended,  especially  in  its  posterior  portion,  a  little  more  than 
half  the  thickness  of  the  uterine  wall.  Its  transverse  section, 
appeared  mottled,  exhibiting  a  large  number  of  dark-purplish 
spots  together  with  whitish  spots,  both  of  which  varied  in  diame- 
ter, from  the  transverse  section  of  the  quill  of  a  raven's  feather 
down  to  the  smallest  pinhead.  To  the  touch  the  purplish  spots 
appeared    soft,  corresponding   to   the    consistence   of  recently 


Fig.  1.— Cavernous  angioma  of  the  uterus.    Two-thirds  the  natural  size. 

coagulated  blood ;  whereas  the  consistence  of  the  whitish  spots 
was  very.firm,  almost  approaching  that  of  cartilage.  Still  more 
conspicuous  was  the  difference  in  the  color  of  the  circular  spots 
in  their  transverse  section  through  the  tumor,  where  the  dark- 
purple  or  blood-colored  circular  fields  were  distinctly  marked 
from  the  whitish  fields  alluded  to  (see  Fig.  1). 

With  low  powers  of  the  microscope  the  most  striking  feature 
was  an  abundance  of  large  cavities,  greatly  varying  in  size  and 
shape,  filled  with  blood.  Obviously  these  were  transverse  sections 
of  large  veins  separated  from  one  another  by  intervening  fibrous 
connective  tissue,  in  which  a  considerable  number  of  capillary 
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blood  vessels  could  be  seen.  The  amount  of  blood  was  by  uo 
means  uniformly  distributed  tlirouo;liout  the  veins,  some  of 
which  showed  a  clot  of  blood  consisting  mainly  of  red  blood 
corpuscles  and  comparatively  little  fibrin  ;  other  cavities,  on 
the  contrary,  held  a  good  deal  of  fibrin  and  serum,  but  not  many 
red  blood  corpuscles.  This  peculiar  fact  may  be  accounted  for 
by  the  circumstance  that  the  flow  of  blood  was  not  uniformly 
accessible  to  all  constituent  veins  of  the  tumor,  a  number  of 
veins  being  partially  or  completely  obliterated,  and  consequently 
causino;  an  obstacle  to  the  circulation  of  the  blood  even  within 
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Fig.  2.— C,  C,  cavernous  veins  filled  with  blood  and  coagulated  fibrin;  I,  I,  iucerstitial 
fibrous  connective  tissue;  B,  capillaiy  blood  vessels  in  the  interstitial  tissue;  R,  R.  light, 
highly  refracting  rims  along  the  walls  of  the  veins;  O,  obliterated  blood  vessel  marked  by 
clusters  of  pigment. 

the  permeable  portions.  Since  with  high  powers  of  the  micro- 
scope the  endothelial  wall  of  the  permeable  cavities  could  be 
seen  without  difficulty,  the  nature  of  the  tumor  must  be  defined 
as  that  of  a  cavernous  angioma  (see  Fig.  2). 

Around  a  number  of  transverse  sections  of  the  cavernous 
veins  peculiarly  glistening  veins  could  be  seen  occupying  either 
small  portions  of  the  wall  or  ensheathing  more  or  less  of  the 
periphery.     These  veins  proved  to  be  the  incipient  signs  of  ob- 
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literation.  The  capillaries  of  the  interstitial  connective  tissue 
were  found  to  vary  greatly  in  size,  and  mostly  empty.  Around 
some  capillaries,  however,  likewise  narrow,  light  veins  could  be 
seen,  closely  resembling  those  at  the  borders  of  the  venous  cavi- 
ties ;  and  as  the  capillaries  surrounded  by  such  veins  were  of  a 
very  narrow  calibre,  the  inference  could  be  drawn  that  these 
capillaries  were  likewise  in  the  process  of  obliteration.  Similar 
features  were  found  around  the  scanty,  tortuous  arteries  present 
at  the  border  of  the  tumor  toward  the  muscle  wall  of  the  uterus. 
The  image  of  such  arteries  is  that  described  by  pathologists  as 
waxy  degeneration  of  the  arteries.  The  interstitial  connective 
tissue  holds,  in  different  though  not  extensive  places,  a  dark 
yellow-brown  pigment  whicli  probably  is  the  outcome  of  pre- 
vious extravasations  of  blood.  In  other  portions  there  are 
larger  masses  of  pigment  clusters,  which,  from  the  configuration 
of  the  fields  holding  such  pigment,  must  be  considered  as  the 
last  residues  of  obliterated  cavernous  veins.  The  large  venous 
cavities  penetrate  into  the  muscle  wall  of  the  uterus,  as  already 
stated  in  the  naked-eye  appearance.  The  tortuous  arteries  and 
the  enlarged  capillaries  are  most  numerous  at  the  periphery  of 
the  tumor.  There  is  no  distinct  boundary  line  between  the  most 
peripheral  cavernous  veins  and  the  adjacent  muscle  tissue,  which 
latter  directly  borders  the  venous  cavities.  Small,  light  patches 
in  the  interstitial  connective  tissue  admit  of  no  other  explana- 
tion but  that  of  being  completely  obliterated  arteries  or  capil- 
laries. 

Considerable  interest  attaches  to  the  obliteration  of  the  cav- 
ernous veins  throughout  the  tumor.  Whether  or  not  the  in- 
volution of  the  veins  was  due  to  the  repeated  scraping  and  sub- 
sequent application  of  carbolic  acid  I  am  unable  to  say  with 
positiveness,  but  presumably  this  is  the  case.  A  number  of  the 
obliterated  veins  appear  of  such  peculiar  shape  that  the  idea 
forces  itself  upon  one's  mind  that  the  venous  cavities  must  have 
been  in  a  collapsed  condition  at  the  time  when  obliteration  be- 
gan. Another  possibility  is  that  some  parts  of  the  tumor  were 
deprived  of  blood  by  a  preceding  obliteration  of  a  certain  num- 
ber of  venous  cavities,  which  likewise  may  have  resulted  in  the 
locking-up  of  the  blood  current  and  collapse  of  the  veins  there- 
upon (see  Fig.  3). 

All  veins,  either  in  the  process  of  obliteration  or  thoroughly 
obliterated,  are   marked  by  hyaline   or  waxy  rims  around  the 
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walls.  Such  rims  are  occasionally  found  doubled,  or  even 
trebled  ;  in  the  latter  instance  a  narrow  rim  of  medullary  tissue 
can  be  traced  between  the  waxy  layers.  The  central  portions  are 
occupied  either  by  myxomatous  or  by  fibrous  connective  tissue, 
and  in  the  latter  instance  the  fibrous  tissue  is  often  found  in 
hyaline  or  waxy  degeneration.  Occasionally  a  portion  of  the 
calibre  of  the  vein  remains  permeable  to  blood,  whereas  a  large 
amount  of  the  previous  calibre  has  disappeared,  being  trans- 
formed into  one  of  the  named  tissues.     Again,  these  tissues  are 


Fig.  3.— Cavernous  angioma  of  uterus.  Obliteration  of  veins.  Mag.  50.  P,  P,  permeable 
cavernous  veins  filled  vrith  blood:  H,  half -permeable  vein;  S,  solidified  cavernous  vein; 
R,  R,  hyaline  rim  around  both  permeable  and  solidified  veins;  O,  completely  obUterated 
vein;  I,  I,  interstitial  fibrous  connective  tissue  carrying  capillary  blood  vessels. 


often  found  intermixed  with  medullary  tissue,  which  in  our  spe- 
cimen is  conspicuous  by  a  marked  stain  with  ammoniacal  carmine, 
while  the  waxy  portions  take  no  carmine  or  very  little  of  it. 
Another  feature  is  the  varying  breadth  of  the  waxy  rim,  which 
at  one  periphery  may  be  broad,  occupying  almost  the  whole 
previous  calibre  of  the  blood  vessel,  whereas  the  opposite  peri- 
phery is  occupied  only  by  a  narrow  rim.  The  waxy  rim  is  not 
always  continuous  around  a  vessel,  since  small  portions  may  be 
lacking  and  are  replaced  by  delicate  fibrous  connective  tissue 
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blending  with  tliat  in  the  interior  of  tlie  obliterated  vein.  The 
last  outcome  of  the  tissue  changes  is  apparently  a  more  or  less 
circular  spot,  altogether  made  up  of  fibrous  connective  tissue 
holding  either  clusters  of  pigment  or  small,  tortuous,  obviously 
newly  formed  capillary  blood  vessels. 

In  order  to  comprehend  the  process  of  obliteration  we  may 
resort  to  somewhat  higher  powers  of  the  microscope  (see  Fig.  4). 
Here  we  notice  a  convoluted  hyaline  rim,  closely  reminding 
one  of  the  residue  of  a  Graafian  follicle  aftej-  its  rupture  in  tlie 


Fig.  4.— Cavernous  angioma  of  uterus.  Obliteration  of  vein.  Mag.  200.  W,  wall  of  vein 
in  waxy  infiltration;  P,  permeable  portion  of  calibre  filled  with  blood;  M,  myxomatous  tis- 
sue filling  the  interior  of  vein:  C,  C,  cavernous  veins  bordered  by  a  rim  in  waxy  infiltra- 
tion; F,  fibrous  connective  tissue  :  M,  F,  myxofibrous  connective  tissue:  B.  B,  capillary 
blood  vessels. 


process  of  ovulation.  In  the  latter  instance  the  possibility  sug- 
gested itself  that  the  light,  convoluted  rim,  filled  with  myxoma- 
tous tissue,  might  be  the  remnant  of  the  elastic  or  basement 
membrane  after  encircling  the  Graafian  follicle  as  the  boundary 
zone  between  the  epithelium  and  the  vascularized  theca  follicle, 
which  is  nothing  but  fibrous  connective  tissue.  No  such  possi- 
bility can  be  thought  of  in  the  veins.     Here  we  might  resort  to 
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the  hypothesis  that  the  albuminous  portion  of  the  blood  be- 
came soaked  into  the  wall  of  the  vein,  rendering  it  homoge- 
neous and  glossy.  The  wall  is  never  structureless,  but  invari- 
ably shows  delicate  striations  and  interspersed  protoplasmic 
bodies.  In  our  instance  the  calibre  of  the  previous  vein  is  in  a 
measure  still  preserved  and  permeable  to  blood.  The  greater 
amount,  however,  is  solidified  and  transformed  into  a  myxoma- 
tous and  myxotibrous  connective  tissue.  The  latter  is  unques- 
tionably the  outcome  of  a  proliferation  of  the  endothelial  wall 


Fig.  5.— Obliterated  vein  in  cavernous  angioma  of  uterus.  Mag.  200.  H,  H,  hyaline  con- 
voluted tracts;  C,  medullary  and  fibrous  tissue  between  the  convolutions;  M,  M,  smooth 
muscle  bundles  of  uterus;  O,  obliterated  capillary  or  artery. 

of  the  vein,  much  in  the  same  manner  in  which  arteries  are 
rendered  solid  in  the  process  of  endarteritis  obliterans,  by  an 
outgrowth  of  the  endothelium,  the  so-called  intima  of  the  artery. 
Around  the  partially  obliterated  vein  we  see  myxofibrous  tissue, 
obviously  the  outcome  of  an  inflammatory  process  accompany- 
ing or  preceding  the  obliteration  of  the  vein.  Then  follows 
the  smooth  muscle  wall  of  the  uterus,  in  which  we  observe  in 
the  interstitial  connective  tissue  clusters  of  medullary  or  inflam- 
matory corpuscles,  either  the  outcome  of  inflammation   or  the 
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first  stejD  toward  new  formation  of  cavernous  angioma,  leading 
to  an  extension  of  the  tumor  from  its  periphery.  There  are 
good  reasons  for  upholding  the  latter  view,  especially  because 
of  the  presence  of  hematoblasts  or  undeveloped  red  blood  cor- 
puscles within  the  medullarv  nests.  To-day  it  is  fully  admit- 
ted that  Rokitansky's  assertion,  made  fifty  years  ago,  that  the 
formation  of  red  blood  corpuscles  precedes  the  formation  of 
cavernous  angioma,  is  correct. 

How  peculiar  the  outcome  of  obliteration  of  a  cavernous  vein 


Fig.  C— CartilagiDous  rim  of  obliterated  vein  in  cavernous  angioma  of  uterus.  Magr.  600. 
M,  medullary  tissue  in  centre  of  oblirerated  vein;  F,  F,  fibrous  tissue  on  the  outer  periphery 
of  obliterated  vein:  P,  P,  coarsely  granular  protoplasmic  bodies;  O,  oflEshoot  of  protoplas- 
mic body:  B,  B,  cartilaginous  basis  substance. 


may  be  is  shown  in  Fig.  5.  Here  the  convolutions  of  the 
waxy  rim  are  so  pronounced  that  the  idea  almost  forces  itself 
upon  one's  mind  that  the  vein  must  have  been  collapsed  and 
empty  before  the  process  of  obliteration  had  started.  The  con- 
voluted rim  here  is  but  faintly  striated,  and  carries  a  limited 
number  of  branching  protoplasmic  or  fibrous  tracts.  This  means 
a  high  grade  of  waxy  infiltration.  Between  the  convolutions 
we  notice  tracts  of   medullary  tissue  intermixed  with   fibrous 
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connective  tissue.  The  supply  of  this  tissue  with  capillary  blood 
vessels  is  small.  The  whole  formation  is  surrounded  by  a  zone 
of  medullary  tissue  directly  borc'ering  upon  unchanged  smooth 
muscle  tissue.  In  the  left  upper  corner  we  notice  a  waxy  patch, 
evidently  an  obliterated  capillary  or  artery. 

What  the  waxy  rim  is  can  be  determined  only  with  higher 
powers  of  the  microscope  (see  Fig.  6).  Here  we  see  protoplas- 
mic tracts  traversing  the  glossy  basis  substance  in  different 
directions,  being  in  connection  with  the  medullary  tissue  occu- 
pying the  central  portions  of  the  obliterated  vein,  and  with  a 
more  fibrous  connective  tissue  surrounding  the  outer  periphery 
of  the  waxy  rim.  The  protoplasmic  tracts  are  conspicuous  by  a 
large  number  of  nuclei  and  an  abundance  of  coarse  grannies  of 
living  matter,  !No  regularity  prevails  with  regard  to  either  the 
size  or  the  shape  of  the  protoplasmic  formations,  although  they 
remind  us  of  pathological  cartilaginous  tumors,  the  so-called 
chondromata,  which  occasionally  are  likewise  found  traversed 
by  irregularly  branching  j)rotoplasmic  tracts.  From  a  histo- 
logical standpoint  I,  indeed,  would  not  hesitate  in  comparing 
the  waxy  rims  of  the  cavernous  veins  with  an  anomalous  forma- 
tion of  cartilaginous  tissue  in  certain  chondromata.  The  basis 
substance  is  in  both  instances  not  devoid  of  structure,  but  tra- 
versed by  an  exceedingly  delicate  reticulum  of  living  matter, 
discernible  with  a  power  of  six  hundred  diameters,  in  the  shape 
of  branching  tracts  of  minute  granules. 

I  have  dwelt  upon  the  histological  minntise  of  this  case  some- 
what at  length  for  two  reasons.  First,  only  one  other  case  of 
cavei"nous  angioma  of  the  uterus  is  as  yet  on  record,  that  de- 
scribed by  Klob  in  his  "  Pathologische  Anatomic  der  weib- 
lichen  Sexual-Organe,"  page  173,  viz.  :  The  uterus  was  an- 
teflexed,  its  substance  reddish-yellow,  flaccid,  and  traversed 
by  rigid  arteries.  In  the  posterior  wall  there  was  a  circular, 
elevated  portion,  of  spongy  softness  and  two  centimetres  in  dia- 
meter ;  the  mucous  membrane  covering  it  was  thin,  slightly 
"  hob-nailed,"  and  of  bluish-red  transparency.  The  correspond- 
ing peritoneal  surface  was  also  tumefied,  convex,  of  bluish  trans- 
parency, and  the  blood  vessels  of  the  peritoneum  were  very 
distinct  and  full.  A  section  made  through  the  tissue  was  im- 
mediately covered  with  dark  fluid  blood,  after  removing  which 
a  delicate  framework,  with  isolated  dark  spots,  became  visible. 
In  the  cavities  within  this  framework  and  communicating  with 
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each  other  there  was  fluid  blood.  The  appearance  of  this  tumor 
on  the  whole,  therefore,  resembled  the  cavernous  ectasias  so 
frequently  met  with  in  the  liver,  excepting  that  the  framework 
was  much  thicker  than  is  usual  in  similar  vascular  tumors.  The 
framework  itself"  consisted  of  smooth  muscular  fibres  enclosed 
in  connective  tissue,  and  was  covered  in  some  places  with  cells 
resembling  pavement  epithelium.  In  some  portions  of  it  there 
was  an  outgrowth  of  connective  tissue  in  the  form  of  densely 
crowded  papillae  without  arborescence.  A  communication  be- 
tween the  cavity  of  the  tumor  and  the  neighboring  veins  could 
easily  be  demonstrated,  and  at  its  borders  a  gradual  transition 
into  the  flaccid  uterine  tissue  was  unmistakably  recognizable, 
partly  from  the  entrance  of  enlarged  veins.  The  rest  of  the 
uterus  exhibited  marked  evidences  of  previous  labor,  and  both 
ovaries  contained  large  white  bodies  (corpora  albida),  indicating 
that  pregnancy  had  previously  existed.  I  do  not  hesitate  to 
believe  that  this  cavernous  ectasia  was  developed  from  the 
point  of  placental  attachment,  and  I  do  not  doubt  but  that  this 
was  a  case  of  paralysis  of  the  above-mentioned  point  after 
labor,  this  portion  of  the  uterus  not  having  undergone  regular 
involution,  whilst  the  rest  of  the  organ  had  returned  to  its  nor- 
mal condition ;  and  that  the  external  muscular  layer  near  the 
peritoneum  disappeared,  partly  from  involution  and  partly  from 
marastic  atrophy  of  the  uterus,  in  such  a  manner  that  finally 
the  entire  wall  of  the  organ  was  transformed  into  this  caver- 
nous ectasia. 

The  resemblance  of  this  case  is  so  strong  to  mine  that  I  have 
quoted  it  in  full  in  Klob's  own  words.  Whether  his  conjecture 
as  to  its  causation  is  correct  I  am  unable  to  determine  ;  it  is, 
however,  certain  that  the  uterus  containing  the  tumor  described 
by  me  showed  no  evidence  of  previous  pregnancy. 

Such  tumors  are  of  rare  occurrence,  most  frequently  found  in 
the  stroma  of  the  liver,  in  the  derma,  and  in  the  mucous  mem- 
branes. They  are  either  stationary  or  slowly  spreading,  and, 
although  of  a  benign  type,  they  may  be  accompanied  by  ex- 
cruciating pain.  The  first  to  accurately  study  cavernous  an- 
gioma was  Rokitansky,  who,  as  stated  before,  maintained  that  a 
new  formation  of  red  blood  corpuscles  accompanied,  or  even 
preceded,  the  formation  of  the  tumor.  This  assertion  was  con- 
tradicted, some  forty  years  ago,  by  Yirchow,  but  it  is  to-day 
generally  admitted  to  be  correct. 
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The  second  point  of  great  biological  interest  in  my  case  lies 
in  the  process  of  involution  of  the  cavernous  veins.  From  the 
facts  described  I  have  but  little  doubt  that  the  tumor  was 
slowly  progressive,  though  partially,  at  least,  healing  up  by  the 
obliteration  of  a  number  of  veins.  In  consequence  of  the  almost 
constant  bleeding,  extirpation  of  the  organ  was  a  perfectly  le- 
gitimate procedure.  If,  however,  the  correct  diagnosis  could 
have  been  made  (which  was  an  impossibility),  another  course  of 
treatment  would  probably  have  given  us  a  satisfactory  result 
— namely,  the  application  of  the  actual  cautery  to  the  tumor 
after  dilatation  of  the  cervix. 

Another  deduction  may  be  made  from  this  case — that  it  was 
not  the  curetting  which  gave  the  temporary  relief  so  much  as 
the  local  use  of  pure  carbolic  acid.  On  the  contrary,  the  bleed- 
ing was  always  quite  profuse  when  the  curette  was  used.  This 
would  correspond,  too,  with  the  lesion. 

No.  51  West  52d  strket. 
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Professor  of  Diseases  of  Women  and  Abdominal  Surgery,  University  of  Wooster, 

Cleveland,    O. 


Mrs.  J.  S.,  42  years  old,  consulted  me  during  the  latter  part 
of  May,  1893,  for  excessive  trouble  with  urination,  a  diflSculty 
that  had  been  growing  worse  for  the  past  five  months.  She 
felt  as  if  she  could  void  urine  every  minute — not  when  sleeping, 
but  when  about,  or  sitting  down,  or  lying  awake.  Constipation, 
to  which  she  had  been  subject  now  for  two  years,  had  become 
extremely  painful  the  past  few  weeks.  Lately  she  felt  ex- 
hausted, tired  out,  suffering  much  with  headache.  Her  menses 
were  regular,  quite  scant,  but  painless  excepting  the  last,  which 
was  attended  with  pains  resembling  those  of  labor.  During  the 
winter  her  face  was  often  flushed  and  felt  so  hot  that  she  sought 
relief   in   frequent    washing  with  cold  Avater.     She  attributed 


TUBAL    GESTATION    AND    CALCIFIED    OTARY.  847 

these  flushes  to  the  coming  change  of  hfe.  She  had  heen  mar- 
ried twenty-three  years  and  was  the  mother  of  three  children  — 
21,  1(3,  and  11  years  old  respectively.  Her  flrst  severe  illness 
dates  back  about  eighteen  years.  She  had  gone  two  weeks  over 
her  regular  time  of  menstruation  ;  had  noticed  nothing  unusual, 
except  that  she  had  an  abnormal  craving  for  pickles,  of  which 
she  ate  freely  in  the  evening.  The  following  morning,  after 
breakfast,  she  was  suddenly  seized  with  an  indescribable  pain, 
resembling  the  last  pain  in  labor,  accompanied  by  a  sharp,  tear- 
ing sensation  through  the  womb.  To  use  her  own  words  :  "It 
bore  me  down  to  the  ground  ;  I  fell  over  and  screamed,  was 
picked  up  and  placed  in  bed,  and  hot  plates  were  put  over  the 
abdomen.  I  then  began  flowing  profusely,  both  blood  and 
clots.  The  pains,  of  abearing-down  character,  continued,  inten- 
sified by  the  lancing,  sharp  pain  for  several  days.  The  doctors 
said  it  might  be  a  miscarriage,  but  no  fetus  was  found,  although 
they  were  on  the  lookout  for  it.  My  abdomen  gradually  swelled, 
until  at  the  end  of  two  weeks  I  was  as  large  as  at  term.  I  was 
treated  for  peritonitis  and  was  in  bed  for  three  months." 
After  a  few  more  weeks  of  convalescence  she  recovered  and 
considered  herself  perfectly  well,  attending  to  her  household 
and  to  the  grocer's  shop  which  was  conducted  in  the  same 
house.  Excepting  the  inconveniences  of  two  subsequent  preg- 
nancies, she  enjoyed  good  health  until  six  years  ago.  Her  men- 
struation had  been  regular,  but  she  had  gradually  grown  consti- 
pated. One  night,  after  several  weeks  of  obstinate  constipation, 
she  took  a  dose  of  castor  oil,  which  moved  her  bowels  freely, 
but  was  attended  by  abdominal  and  womb  pain  resembling  her 
former  attack.  The  next  morning  she  was  "  motionless  "  with 
peritonitis.  She  knows  she  was  not  pregnant  at  this  time,  as 
she  had  been  regular,  and  flowed  regularly  during  the  subse- 
quent illness.  I  saw  her  as  one  of  her  consulting  attendants 
during  this  attack.  There  was  a  fluctuating  tumor  in  the  recto- 
vaginal pouch,  filling  the  pelvis  and  bulging  into  the  vagina. 
The  pelvic  floor  seemed  much  attenuated,  inviting  to  puncture. 
She  was  removed  to  a  hospital,  and  the  tumor  was  aspirated  by 
Prof.  G.  C.  E.  "Weber  under  the  impression  that  it  was  a  pelvic 
abscess,  but  the  contents  proved  to  be  a  clear,  limpid  fluid,  chang- 
ing the  diagnosis  to  cystic  tumor.  She  left  the  hospital  in  a 
week,  but  the  recovery  was  slow.  It  was  fully  three  months 
before  she  felt  herself  well  enouo^h  to  resume  her  household 
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cares.     She  never  felt  as  strong  or  quite  as  healthy  as  formerly, 
but  was  satisfied  with  herself  until  distressed  as  related  above. 

At  time  of  examination  she  looked  sallow,  pinched,  emaciated. 
The  bimanual  revealed  the  uterus  somewhat  retroverted,  at- 
tached to  a  fluctuating  tumor  in  the  posterior  cul-de-sac.  A 
little  to  the  right  was  felt  an  elongated  body  w^iich  resem- 
bled an  enlarged  tube.  Hectal  touch  confirmed  this  observa- 
tion. The  larger  tumor  was  quite  painful  on  firm  pressure  and 
seemed  thoroughly  wedged  in  between  the  rectum  and  the  ute- 
rus. I  attributed  her  suffering  to  pressure,  and  advised  removal 
of  tumors  by  abdominal  section. 

Operation^  June  6th.  Chloroform  was  used.  The  cyst  was 
firmly  adherent  in  pelvis  and  to  broad  ligament,  which  latter 
was  cut  away  together  with  cyst,  as  there  was  no  pedicle.  The 
appendix  was  attached  to  the  tumor,  but,  being  normal,  the 
temptation  to  remove  was  reluctantly  resisted.  Extending  from 
left  into  the  right  side  was  the  occluded  left  tube ;  its  ovary, 
in  its  proper  place,  felt  very  hard.  These  were  also  removed. 
The  cyst  contained  a  thin,  amber-colored  fluid.  At  the  extreme 
right  of  the  ovarian  cyst  there  was  an  encysted  body  with  gritty 
contents.  On  opening  this  the  contents  proved  to  be  skeletal 
remnants  of  a  fetus.  The  hard  ovary,  on  cutting  through  the 
cortical  layer,  disclosed  bony  structure.  With  the  exception  of 
symptoms  of  bowel  obstruction,  which  were  overcome  on  the 
third  day,  and  a  mural  abscess,  recovery  was  uneventful.  Pa- 
tient left  the  hospital  on  July  3d,  twenty-seven  days  after  ope- 
ration, perfectly  recovered  and  relieved  from  her  former  dis- 
tress. 

The  sj)ecimens  were  sent  to  Prof.  F.  Byron  Pobinson,  of 
Chicago,  for  examination.     His  report  is  as  follows : 
Dear  Dr.  Rosenwasser  : 

The  very  interesting  specimens  which  you  kindly  sent  to  me 
for  examination  consist  of  two  Fallopian  tubes  and  their  ovaries, 
and  part  of  their  broad  ligaments,  preserved  in  full-strength 
alcohol. 

The  right  tube  is  five  inches  long.  The  tube  has  been  laid 
open  in  two  places  and  stitched  together.  The  whole  broad 
ligament  is  thickened  and  covered  with  ancient  deposits  of  peri- 
tonitis. The  broad  ligament  adjoining  the  uterus  is  much  thick- 
ened by  inflammatory  products.  Its  connective  tissue  is  in- 
creased and   its    blood  vessels  are   enormously  dilated.     This 
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broad  ligament  shows  that  it  has  gradually  thickened  through 
long  periods  of  time,  from  the  nature  of  the   new  connective 
tissue.     A  few  vertical  tubes  of  the  parovarium  are  visible  in 
one  spot  of  the  broad  ligament.     The  tube  is  irregular  in  its 
outline.     One  inch  from  the  uterine  end  is  an  irregular  swell- 
ing, lx^x|-  inch  ;  on  laying  it  open  one  can  see  that  it  is  the 
thickened,  hypertrophied  tubal  wall.     It  is  definitely  the  tubal 
wall,  as  I  can  strip  it  easily  away  from  the  peritoneum  of  the 
broad  ligament.     The  consistence  is  quite  hard,  and  it  appears 
to  be  fibroma  of  the  tubal  wall  (two  of  them).     Three  inches 
from  the  uterine  end  of  the  tube  another  swelling  appears  on 
the  tube.     On  laying  open  this  swelling  there  appeared  a  cavity, 
2xfx|^  inches,  of  an  oval  form.     The  cavity  contained  between 
thii*ty-tive  and  forty  distinct  and  separate  bones.     The  ribs  were 
about  one-third  of  an  inch  long.     The  bones  were  in  all  stages 
of  necrosis.     Many  long  bones  had  made  a  deep  bed  in  the  wall 
of  the  tube,  and  the  tissue  in  the  upper  portion  of  the  tubal 
socket  had  tightly  closed  around  the  bone,  so  that  the  bone  re- 
sembled the  femur  in  the  acetabular  cavity.     I  have  frequently 
observed  this  same  process  in  retained  fetuses  in  the  sow's  ute- 
rus.    The  bones  all  begin  to  crumble  from  the  ends.     The  skull 
bones  are  plainly  preserved.     The  patella  exists  entirely  hollow. 
The  whole  tubal  sac  is  made  uneven  by  pits,  due  to  the  ends  of 
the  bones  pressing  into  the  tubal  wall.     Parts  of  the  tubal  wall 
are  smoother  from  expansion  of  the  tube  obliterating  the  plicae 
of  the  lumen.     In   irregular  patches  may  be  observed  enor- 
mously hypertrophied  tubal  plicae.     These  plicae  were  intimately 
connected  with  groups  of  entangled  bones,  and   occupied  wide 
and  deep  pits  in  the  tubal  wall.     A  yellow  color  exists  over  the 
entire  sac.     The  fimbriated  tubal  end  has  entirely  closed  with 
white,  solid  connective  tissue,  so  old  and  solid  that  not  one  fim- 
bria is  visible.     All  the  fimbriae  are  obliterated  by  progressive 
inflammation  and  its  products.     A  curious  feature  in  regard  to 
this  tube  is  that  the  portion  lying  between  the  two  swellings  has 
not  the  vestige  of  mucous  membrane  left.     It  seems  that  this 
portion  of  the  tube  has  been  so  dilated  and  stretched  that  fluid 
pressure  has  obliterated  the  mucous  membrane  entirely.     I  can 
distinctly,  however,  see  the  inferior  circular  muscular  fibres  of 
the  tube  lying  under  a  transparent  membrane — the  remains  of 
the  endosalpinx.     The   sac  containing  the  ectopic  skeletal  re- 
mains has  a  thick  wall  of  white  connective  tissue,  about  twice  as 
54 
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thick  as  a  normal  tubal   wall.     The  ovarj  is  a  scarcely  recog- 
nizable structure  lying  at  the  tubal  end  and  smelted  with  it. 
Some  old  scars  can  be  seen  marking  the  site  of  a  ruptured 
Graafian  follicle.     The  tube,  then,  demands  attention  at  three 
points :  (a)  the  double  pea  sized  swelling  at  the  uterine  end, 
which  no  doubt  blocked  up  the  tubal  lumen  (it  might  be  an 
old  tubal  pregnancy) ;  {h)  the  thin-walkd  portion  of  the  tube 
between  the  two  tubal  swellings,  whose  mucous  membrane  is 
entirely  obliterated,  whose  muscular  layers  are  almost  all  gone, 
and  which  is   really  enclosed  by  the  peritoneum  which   sur- 
rounded the  tube  ;  (c)  the  old  ectopic  pregnancy  in  the  ampulla, 
containing  the  skeletal  remains  of  a  fetus  which  was  likely  eight 
weeks  old  at  the  time  of  its  death.     The  tube  was  not  ruptured. 
The  left  tube  and  ovary  represent  a  single  mass  from  old  in- 
flammation.    The  ovary  is  smelted  into  the  abdominal  ostium, 
and  no  fimbriae  are  visible.     Ancient  perisajpingitis  and  ovaritis 
have  left  their  story  in  products  covering  both.     The  tube  en- 
circles the  ovary,  and  its  ampulla  has  three  large  sacculations — 
the  largest  Ixlxf  inch,  the  others  about  one-half  and  one-third 
the  size.     The  tubal  wall  which  encloses  the  sacculations  is  al- 
most transparent,  consisting  of  nothing  but  peritoneum.     In  a 
few  scattered  patches  one  can  see  a  few  scattered  bundles  of 
muscles.     The  abdominal  end  has  closed  by  turning  into  the 
tubal  lumen  the  fimbriae  as  the  peritoneum  contracted  down. 
The  fimbriae  lay  coiled  up  as  perfect  as  the  petals  of  a  rose,  still 
well  preserved  as  far  as  the  mucous  membrane  goes.     A  feature 
is  to  be  observed  in  this  case,  and  that  is,  that  part  of  the  tube 
which  lies  against  tlie  ovary  has  its  mucous  membrane  intact  and 
normal  appearing,  while  the  free  portion  of  the  tube  is  so  dilated 
and  stretched  that  the  mucous  membrane  is  stretched  out  of  ex- 
istence.    It  simply  means  that  the  fluid  in  the  tube  exj)anded 
the  tubal  wall  in  the  direction  of  least  resistance,  which  was  away 
from  the  solid  ovary.     The  lumen  presents  the  most  irregular 
cavity.     The  isthmus  has  at  its  abdominal  end  a  cavity  (-^xl-x-l- 
inch),  circular  as  a  sphere  ;   it  no  doubt  totally  obstructed  the 
tube,  as  at  this  cavity  the  ampullar  dilatation  ceases.     This  little 
cavity  is  filled  with  cheesy  material  of  a  reddish-brown  color. 
It  is  an  old  cavity  and  might  be  considered  a  hematosalpinx 
or  possibly  an  old  ectopic  pregnancy.     From  this  cavity  to  the 
uterus  the  tubal  isthmus  is  patent,  its  mucous  membrane  is  nor- 
mal, but  the  tubal  wall  of  the  isthmus  is  thickened.     The  con- 


TUBAL    GESTATION'    AXD    CALCIFIED    OTARY.  851 

tents  of  tlie  cavity  at  the  abdominal  end  of  the  isthmus  had 
raptured  the  tubal  wall  in  that  portion  which  is  not  covered  by 
peritoneum.  I  would  venture  that  this  was  an  old  ectopic  preg- 
nancy. I  forgot  to  state  that  the  whole  ampullar  end  of  the  left 
tube  was  full  of  pus ;  it  held  perhaps  three  drachms.  It  was  a 
pyosalpinx. 

The  left  ovary  is  about  normal  in  size  (lxlx-|  inch).  It  is, 
however,  a  rare  specimen,  as  it  is  calcified.  It  lies  in  one  single 
piece  of  hard,  irregular,  crusty  calcification — a  mass  (fx^x-| 
inch).  In  the  centre  of  this  spongy,  hard  calcification  is  a 
cavity  containing  a  milky,  cheesy  fluid  not  unlike  pus.  The 
ovary  has  some  few  cystically  degenerated  Graafian  follicles.  I 
would  consider  that  the  calcification  came  from  a  single  mem- 
brana  granulosa,  which  secreted  the  calcium  salts  in  all  directions 
from  its  spherical  surface,  and  that  the  cheesy  matter  found  in 
the  centre  is  only  what  is  almost  always  found  in  degenerated 
Graafian  follicles.  The  cheesy  matter  is  the  product  of  the 
granular  epithelium  composing  the  membrana  granulosa  {e.g.^ 
the  hen's  oviduct  secretes  calcium  salts  to  form  the  egg  shell). 
Other  small  particles  of  lime  or  calcium  salts  were  found  scat- 
tered over  the  ovary. 

I  have  examined  several  ovaries  containing  deposits  of  calcium 
salts.  Formerly  writers  designated  such  hard  concretions  in  the 
ovary  as  bone  or  cartilage.  But  the  deposit  of  calcium  salt  in 
the  human  ovary  is  only  a  sample  of  similar  deposits  in  other 
animals.  I  am  convinced  that  the  membrana  granulosa  is  the 
oriodn  of  the  calcium  salts.  I  have  seen  it  many  times,  and 
careful  examination  traces  it  to  the  cavity  of  the  membrana  gran- 
ulosa, and  also  the  shape  of  the  deposit  shows  it  to  be  circular. 
The  epithelium  of  the  membrana  granulosa  is  glandular  and 
possesses  capacity  to  secrete.  The  single  oviduct  of  birds  con- 
tains similar  glandular  epithelium,  which  secretes  various  kinds 
of  salts  to  form  an  ess  shell.  What  form  of  degeneration  takes 
place  in  the  glandular  epithelium  of  the  membrana  granulosa  to 
induce  it  to  secrete  calcium  salts  remains  to  be  proved.  It 
must  be  a  reversion  to  some  old  function  of  early  animal  life — 
ata^'ism. 

Eespectfully,  F.  Bteon  Robinson. 

Chicago,  III.,  June  21st,  1893. 

From  the  history  of  this  case,  the  details  of  which  have  been 
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carefully  noted,  we  have  good  grounds  to  assume  that  her  first 
attack  of  peritonitis  was  due  to  a  ruptured  tubal  pregnancy. 
Whether  the  second  attack  was  caused  by  ectopic  gestation  or 
by  other  tubal  hemorrhage  we  are  not  in  a  position  to  know. 
The  pathologist  found  skeletal  remnants  of  a  fetus  in  the  right 
tube,  but  no  evidence  of  former  rupture.  He  found  traces  of 
hematosalpinx  (extra-uterine  pregnancy)  with  a  cicatrix  in  the 
left  tube,  corresponding  to  the  uncovered  surface  in  contact  with 
the  broad  ligament.  Without  engaging  in  conjecture,  the  inte- 
resting clinical  feature  in  the  case  is  the  fact  that  the  patient 
survived  one  or  two  early  ruptured  tubal  pregnancies,  and,  with- 
out harm,  carried  their  unabsorbed  remnants  within  her  pelvis 
for  a  period  of  probably  eighteen,  or  positively  not  less  than  six, 
years. 

The  calcified  ovary  is  of  special  interest  to  the  pathologist,  as 
it  is  a  condition  not  often  found.  In  the  literature  at  my  dispo- 
sition I  have  found  meagre  allusion  to  the  condition  only  in  Tait 
on  "Diseases  of  Women,"  Wood's  edition,  1879,  page  150,  in 
which  "  cretification  "  of  the  ovary  is  referred  to  as  of  occasional 
occurrence. 

After  the  completion  of  this  report  an  excellent,  exhaustive 
paper  and  bibliography  on  "  Calcified  Tumors  of  the  Ovary" 
was  published  by  Dr.  J.  Whitridge  Williams  in  the  July  number 
of  The  American  Journal  of  Obstetrics,  to  which  the  writer 
would  refer  those  particularly  interested. 

722  Woodland  avenue. 
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Stated  Meeting,  October  '^Uh,  1893. 
H.  J.  BoLDT,  M.D.,  in  the  Chair. 
Dr.  J.  Clifton  Edgar  presented  a 
combined  cranioclast,  embryotome,  and   cephalotribe 

which  he  had  brought  from  Europe,  where  it  had  become  very 
popular.  He  was  unable  to  speak  of  its  value  from  personal 
experience. 
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T3E  TDK:-: Mil  OF  PREJN'ANCY:    its  DIAGXOSIS  and  TREATMENT, 

Dr.  Edward  P.  Davis,  of  Piiiladelpliia,  read  a  paper  with  this 
title.  By  the  term  toxemia  of  pregnancy  was  meant  a  condi- 
tion occurring  in  the  pregnant  woman  in  which  toxic  material 
was  present  in  the  body  in  excess.  There  could  be,  of  course, 
no  nutrition  without  the  production  of  waste,  and,  when  the 
dual  existence  in  the  body  of  the  pregnant  female  was  consid- 
■ered,  it  was  not  strange  that  an  additional  quantity  of  waste 
products  was  present.  The  excretion  of  this  material  was  ef- 
fected largely  through  the  agency  of  the  kidneys,  and  hence  the 
iitteation  of  physicians  was  first  attracted  by  those  cases  where 
kidney  failure  was  the  first  and  prominent  symptom;  but  as  our 
kaawledge  of  the  pathology  of  the  cases  increased  we  saw  that 
the  kidneys  were  but  partially  at  fault,  and  we  had  to  look  fur- 
ther for  the  nature  of  the  condition. 

The  method  of  examining  the  urine  was  passed  over.  The 
amount  was  important.  The  value  of  microscopical  examina- 
tion could  hardly  be  overestimated.  The  facts  of  special  im- 
portance in  these  cases  were  the  urea  and  serum  albumin. 
Where  the  urea  fell  below  1.5  they  had  stimulated  the  patient's 
excretory  organs  with  advantage.  In  fifty-four  cases  the  ave- 
rage per  cent  of  urea  in  the  pregnant  and  parturient  woman  was 
found  to  be  l.S,  It  was  noticed  that  in  the  majority  of  cases  its 
amount  increased  after  delivery.  Marked  diminution  occurred 
only  in  cases  having  or  being  threatened  with  eclampsia  or 
manifest  symptoms  of  toxemia.  The}"  had  not  regarded  the 
presence  or  absence  of  serum  albumin  as  indicating  toxemia, 
yet  the  occurrence  of  albuminuria  was  significant.  But  where 
microscopical  examination  failed  to  show  pathological  elements, 
the  presence  of  albumin  had  not  been  regarded  as  important.  ■ 
In  one-half  the  patients  sugar  was  present  in  the  urine  at  irregu- 
lar intervals.  The  presence  of  glucose  or  lactose  had  had  no 
direct  relation,  as  far  as  they  had  observed,  to  the  toxic  condi- 
tion of  the  patient.  Lactose  was  frequently  more  abundant  as 
milk  became  established. 

Of  the  fifty  cases  which  formed  the  basis  of  the  paper,  fully 
one-third  of  them,  at  some  time  during  their  presence  in  the 
maternity,  developed  symptoms  of  toxemia  and  required  elimi- 
native  treatment.  Illustrative  cases  were  read.  The  treatment 
of  the  toxemia  of  pregnancy  must  be  directed  to  excretion  by 
:five  organs  :  kidney,  liver,  intestine,  skin,  and  lung.  The  ter- 
mination of  pregnancy  might  be  necessary.  Milk,  as  a  rule, 
was  the  best  food,  but,  if  necessary,  give  other  food  to  keep  up 
the  strength.  Give  pure  water,  but  not  in  excess,  as  it  was  pos- 
sible to  seriously  embarrass  the  kidneys  by  a  sudden  increase  of 
the  fluid  taken.'  Tlie  liver  took  an  important  part,  and  experi- 
once  had  shown  the  advantage  of  occasional  use  of  calomel  and 
soda  followed  by  a  purgative  which  would  produce  free  and 
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liquid  stools.  Potassium  salts  were' to  be  avoided.  Colocynth 
was  valuable.  Cause  the  skin  to  act  by  baths.  Wear  light 
woollen  next  the  skin.  The  hot  wet  sheet  might  be  useful  in 
addition  to  the  bath.  Gentle  massage,  avoiding  the  abdomen. 
The  importance  of  fresh  air  in  abundance  had  sometimes  been 
overlooked.  Especial  attention  was  called  to  the  general  condi- 
tion of  the  patient's  nervous  system  in  the  diagnosis  of  toxemia. 
He  was  opposed  to  the  use  of  sedatives  and  nai'cotics.  The 
nervous  state  was  to  be  improved  by  aiding  elimination.  At 
labor,  if  an  anesthetic  was  necessary,  he  preferred  chloroform. 
Recent  literature  contained  abundant  evidence  in  favor  of  ter- 
minating labor  by  dilating  the  uterus  and  extracting  the  fetus. 
Avoid  the  use  of  drugs  which  depressed  the  system. 

Dr.  William  T.  Lusk  approved  of  the  treatment  recom- 
mended in  the  valuable  paper.  He  supposed,  however,  that 
many  of  the  symptoms  which  had  been  described  in  the  tox- 
emia of  pregnancy  belonged  to  the  non-pregnant  state  as  well  as 
to  the  pregnant,  and  that  the  treatment  recommended,  except 
the  induction  of  labor,  would  be  beneficial  in  the  former  as  well 
as  in  the  latter  class  of  cases.  He  was  very  glad  to  hear  the 
author  come  out  in  favor  of  prompt  measures  where  there  was 
threatened  eclampsia — cases  in  which,  according  to  his  ex- 
perience, the  kidneys  were  likely  to  be  involved.  There  was  a 
time  when  he  had  probably  stood  alone  in  I*^ew  York  in  favor  of 
induction  of  labor,  and  he  had  been  led  to  take  this  stand  be- 
cause before  that  he  had  sat  by  the  bedside  and  watched  the  pa- 
tient die  in  spite  of  other  forms  of  treatment.  He  wished  we 
might  have  some  positive  evidence  as  to  what  was  the  cause  of 
the  symptoms.  Theories  had  been  advanced,  but  had  been 
abandoned  with  increasing  pathological  knowledge.  The  minor 
forms  mentioned  in  the  paper  had  not  come  under  his  personal 
observation. 

Dr.  Yon  Ramdohr  discussed  theories  of  causation.  The 
objection  to  theories  based  on  contraction  of  the  cerebral  ar- 
terioles, to  hydremia,  and  to  suppression  of  urine  was  that 
these  conditions  often  existed  without  eclampsia.  Clinically  we 
knew  that  the  increased  placental  area  where  there  were  twins 
or  triplets,  and  the  first  pregnancy,  constituted  conditions  in 
which  eclampsia  was  more  likely  to  occur.  Then,  where  there 
was  accidental  death  of  the  fetus,  even  without  exjiulsion,  and 
after  induced  labor,  the  convulsions  were  likely  to  cease.  These 
facts  pointed  to  increased  toxemia,  due  in  some  way  to  the  preg- 
nant state,  as  the  cause  of  the  eclampsia.  He  approved  of  ef- 
fecting delivery  quickly,  and  would  resort  to  Dlihrssen's  inci- 
sions for  this  purpose.  Benefit  was  also  derived  from  it  in  the 
abstraction  of  a  certain  amount  of  blood. 

Dr.  Egbert  H.  Grandin  said  he  had  seen  but  few  of  the 
forms  of  toxemia  of  pregnancy  described  in  the  paper,  but  he 
was  now  of  the  opinion  that  it  was  because  he  had  overlooked 
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them.  In  several  deaths  which  he  recalled  it  was  probable  that 
the  cause,  which  had  not  then  been  determined,  was  an  obscure 
form  of  toxemia.  The  paper  had  been  especially  instructive  in 
calling  attention  to  the  need  of  more  careful  examination  of  the 
urine  during  the  pregnant  state.  We  should  not  rest  satisfied 
with  simply  determining  the  presence  or  absence  of  albumin. 
When  obstetrics  should  become  a  specialty,  as  it  should,  he 
■would  be  led  to  examine  for  the  amount  of  urea  and  other 
agents  and  symptoms  pointing  to  toxemia.  The  paper  further 
impressed  the  need  of  attention  paid  to  the  liver  and  other  or- 
gans as  well  as  to  the  kidneys. 

Dr.  Grandin  had  been  especially  interested  in  the  countenance 
which  had  been  given  in  the  paper  and  during  the  discussion  to 
emptying  the  uterus.  Some  time  ago  he  had  ventured  to  resus- 
citate accouchement  force  in  the  presence  of  eclampsia,  actual 
or  threatened,  as  the  best  and  quickest  means  of  saving  mother 
and  child. 

Dr.  J.  C.  Edgar  thought  it  important  to  remember  that 
eclampsia  might  occur  in  a  woman  whose  urine  was  seemingly 
normal.  He  referred  to  two  cases  seen  by  him  last  spring,  and 
in  one  the  pathologist  was  unable  to  say  that  there  was  organic 
change  in  the  kidneys  at  autopsy.  The  other  patient  had  con- 
vulsion after  convulsion,  and  died  in  apparent  uremic  coma,  yet 
repeated  examination  of  the  urine  failed  to  show  albumin. 
With  regard  to  treatment,  he  believed  in  immediately  emptying 
the  uterus.  He  saw  no  reason  why  the  woman  should  not  be 
placed  under  the  influence  of  chloroform  and  accouchement  force 
be  performed. 

Dr.  K.  a.  Murray  had  seen  two  fatal  cases  of  toxemia  of 
pregnancy  in  vrhich  there  was  no  albumin,  and  urea  was  present 
in  normal  quantity.  In  one  instance  there  were  no  convulsions, 
but  the  patient  suffered  from  headache,  delirium,  and  melan- 
cholia, but  the  husband  refused  to  have  labor  induced.  The 
patient  aborted  twelve  days  afterward,  and  died  after  three 
days  without  evidence  of  sepsis.  Nothing  was  discovered  wrong 
with  the  kidneys.  He  believed,  however,  that  uremia  was  the 
form  of  poisoning  in  the  majority  of  the  cases  of  toxemia  occurring 
during  the  course  of  pregnancy.  It  was  important  to  recognize 
that  fact,  because  in  no  disease  was  treatment  more  successful 
when  based  upon  the  theory  of  the  causation.  In  mild  cases  we 
might  control  the  condition  by  diet,  etc.,  but  he  was  opposed  to 
temporizing  in  severe  cases.  Give  chloroform  to  control  the 
spasms,  and  empty  the  uterus.  Hydrate  of  chloral  should  not  be 
used  because  of  its  depressing  effect  upon  the  heart.  He  had 
reason  to  believe  it  had  caused  death  in  some  cases.  In  plethoric 
patients  he  might  try  blood-letting.  The  loss  of  some  blood 
after  delivery  was  a  benefit.  Dilatation  of  the  cervix  could 
always  be  effected  by  the  finger. 
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Dr.  Mary  Putnam  Jacobi  had  been  struck  by  the  author's 
allusion  to  medicines  and  foods  containing  much  potassa,  for- 
bidding their  use.  The  only  work  in  which  she  had  seen  this 
recommendation  was  the  excellent  one  of  Bouchard  on  auto- 
intoxication. She  thought  this  work  would  revolutionize  our 
views  regarding  the  part  taken  by  the  kidneys.  In  it  the  ques- 
tion of  the  toxicity  of  the  urine  and  other  excretions  had  re- 
ceived much  consideration.  Four  ways  were  mentioned  in 
which  auto-infection  took  place:  1.  The  poisons  generated  di- 
rectly from  the  food,  especially  from  the  potassa.  2.  The 
absorption  of  putrefaction  products  by  the  intestine.  3.  Poi- 
sons in  the  bile,  which  might  be  as  great  at  least  as  those  in  the 
urine.  4.  Toxines  which  were  being  constantly  produced  by 
the  cells  of  the  organism.  The  ordinary  metabolic  products  of 
the  fetus  were  being  added  to  those  of  the  mother,  which  added 
to  her  danger,  and  when  the  fetus  died  or  labor  was  induced 
this  important  source  of  toxemia  was  removed,  which  would  ac- 
count for  the  improvement  which  usually  followed  labor.  Dr. 
Jacobi  recited  a  case. 

Dr.  Edward  A.  Ayers  mentioned  certain  facts  which  might 
have  some  bearing  ujjon  the  etiology  and  treatment.  Primiparse 
were  much  more  likely  to  have  eclampsia,  a  fact  which  one  would 
least  expect  when  he  considered  that  they  were  younger  and 
healthier,  as  a  rule,  than  multiparae.  In  seeking  an  explanation, 
it  was  observed  that  during  the  first  pregnancy  the  abdominal 
walls  were  more  tense,  which  tended  to  drive  the  uterine  body 
further  down  into  the  pelvis,  thus  interfering  with  circulation. 
Again,  most  cases  of  eclampsia  were  in  head  presentations, 
which  further  interfered  with  the  pelvic  circulation.  Acting  on 
this  theory  of  the  causation,  he  had  in  two  cases  practised  ex- 
ternal version,  with  the  result  of  diminishing  the  albuminuria 
and  edema  in  marked  degree.  In  two  the  albuminuria  was  di- 
minished by  keeping  the  patient  on  the  side  and  causing  elimi- 
nation from  the  bowels.  He  had  also  used  nitroglycerin  in  six 
or  seven  cases  with  such  satisfaction  that  he  wished  to  see  it 
tried  further.  It  did  not  depress  the  heart,  it  increased  the  flow 
of  urine  and  sweat,  and  its  use  had  been  followed  by  a  reduction 
of  the  amount  of  albumin  and  urinary  casts.  He  gave  it  in 
one-hundredth  grain  doses  every  three  hours  while  needed. 

Dr.  Van  Santvoord  referred  to  a  paper  which  he  had  read 
before  the  Academy  of  Medicine,  and  wished  now  to  call  atten- 
tion to  the  after-history  of  these  cases,  which  could  be  best  stud- 
ied by  the  general  practitioner.  Many  patients  did  not  en- 
tirely recover  after  labor,  but  went  on  to  have  developed  chronic 
nephritis,  of  which  he  had  had  proof  in  two  cases  which  he  had 
been  able  to  study.  It  seemed  to  him  the  metabolism,  or  what- 
ever process  brought  about  the  albuminuria,  was  not  essentially 
different  in  the  albuminuria  or  toxemia  of  pregnancy  from  what 
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it  was  in  ordinary  renal  disease,  except  that  it  was  greater  or 
more  acute. 

Dr.  ^y.  K.  Pryor  thouglit  the  treatment  of  toxemia  of  preg- 
nancy should  be  the  same  as  that  of  the  non-pregnant  state, 
namely,  to  establish  a  balance  between  tissue  waste  and  tissue 
elimination,  only  that  in  pregnancy  the  further  step  of  empty- 
ing the  uterus  was  to  be  carried  out. 

Dr.  LrsK  hoped  it  would  not  be  understood  that  he  advo- 
cated immediate  resort  to  accouchement  force  in  emptying  the 
uterus. 

Dr.  Davis  closed  the  discussion.  He  held  that  the  man  was 
a  better  obstetrician  who  avoided  eclampsia  than  he  who  waited 
and  effected  delivery  by  a  difficult  operation.  He  had  been  in- 
debted to  Bouchard's  work  in  his  study  of  these  cases.  He  did 
not  believe  urea  was  the  cause  of  the  convulsions,  but  named  it 
as  an  index  of  the  excretory  functions  of  the  kidneys,  and  not 
as  the  poison  material  itself.  He  agreed  with  Dr.  Van  Sant- 
voord  that  these  cases  often  passed  into  nephritis.  Blood-let- 
ting was  valuable  for  no  other  condition  than  an  apoplectic 
one. 
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AND  GYNECOLOGICAL  SOCIETY  OF 

WASHINGTON. 


Stated  Meeting,  April  1st,  1 S92. 
The  President  pro  tern.,  A.  F.  A.  King,  M.D.,  in  the  Chair. 
Dr.  "William  M.  Sprigg  read  an  essay  on 

drainage   in   THE   TREATMENT   OF    ACUTE   SEPTIC    ENDOMETRITIS. 

The  several  varieties  of  metritis  are  designated  :  1.  By  the 
character  of  the  inHammation,  whether  acute  or  chronic.  2.  Ac- 
cording to  location,  cervical  or  corporeal.  3.  By  the  causes  which 
give  rise  to  them,  as  puerperal,  gonorrheal,  etc. 

We  are  called  upon  to  treat  acute  endometritis  most  fre- 
quently after  abortions,  miscarriages,  and  labors.  The  rapidity 
of  the  inflammation  and  destruction  is  much  greater  in  the  re- 
cently emptied  organ  than  when  the  same  condition  exists  in 
the  "  non- pregnant  "  uterus,  and  fortunately  is  more  amenable 
to  treatment. 

This  condition  when  present  in  the  non-pregnant  uterus  is 
unquestionably  more  difficult  to  combat.  "W"e  will  therefore 
consider  this  condition  first.  The  most  potent  factor  in  caus- 
ing acute  endometritis  in  the  non-pregnant  uterus  is  gonor- 
rheal infection.  Until  recently  about  all  that  was  done  was  to 
put  the  patient  to  bed,  to  apply  heat — usually  poultices — to  the 
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hjpogastrium,  give  vaginal  doiiclies,  keep  the  bowels  well  evacu- 
ated, and  give  anodynes  to  allay  pain.  This  treatment  is  ra- 
tional and  good,  but  I  believe  we  should  go  further  and  see  that 
the  organ  is  thoroughly  drained.  With  an  inflamed  and  swollen 
endometrium,  it  must  necessarily  be  thrown  into  folds,  if  ever  so 
slight,  and  encroach  upon  the  membrane  opposite  and  partially 
or  completely  obliterate  the  internal  os.  The  penning-up  of 
such  secretions,  even  partially,  is  dangerous  to  the  patient.  If 
this  condition  of  affairs  be  correct,  that  the  endometrium  is 
swollen  and  prolapsed,  closing  the  internal  os,  then  the  necessity 
for  drainage  is  obvious.  I  have  not  had  the  opportunity  to  ap- 
ply drainage  to  the  uterus  in  this  condition,  but  will  certainly 
do  so  with  the  next  case  of  the  kind  that  presents  itself.  It  is 
more  diflicult  to  apply  drainage  to  the  uterus  under  these  cir- 
cumstances than  to  a  recently  emptied  organ.  However,  in  the 
presence  of  antiseptic  precautions  we  can  with  safety  apply  the 
drainage  and  save  many  patients  the  possibility  of  extension  of 
the  inflammation  to  the  adjacent  parts  and  appendages  of  the 
uterus,  which  arrange  themselves  somewhat  in  this  order  :  sal- 
pingitis, ovaritis,  peri-ovaritis,  and  the  much-dreaded  "  pus  in 
the  pelvic  cavity." 

These  are  conditions  that  do  occur,  no  matter  which  of  the 
pathological  views  we  adopt  for  the  extension  of  the  inflamma- 
tion to  the  surrounding  parts.  In  applying  this  treatment  to 
the  non-pregnant  uterus  the  vulva  and  the  vagina  should  be 
thoroughly  cleansed  with  a  bichloride  of  mercury  solution 
1  :  2000. 

The  cervical  canal  should  also  be  carefully  washed  with 
the  same  solution.  If  it  is  found  that  you  cannot  with  ease 
introduce  a  double  canula  catheter  beyond  the  internal  os,  the 
cervical  canal  and  internal  os  should  be  dilated  and  the  cavity 
of  the  uterus  washed  out  thoroughly  with  the  bichloride  of  mer- 
cury solution  1 :  2000.  After  the  irrigation  has  been  com- 
pleted the  vagina  and  cervical  canal  should  be  dried  out  and  a 
strip  of  iodoform  gauze  carried  to  the  fundus  of  the  uterus. 
This  is  best  accomplished  with  a  cervical  speculum.  The  gauze 
should  be  left  long  enough  to  extend  a  short  distance  out  of  the 
vulva,  and  a  piece  of  absorbent  cotton  placed  against  the  vulva 
to  catch  the  discharges,  and  held  in  place  by  a  T-bandage. 

The  dressings  should  be  removed  at  the  end  of  twenty-four 
hours,  and  a  fresh  strip  of  gauze  applied  as  before.  The  cotton 
pads  should  be  changed  as  ofttn  as  they  become  soiled.  The 
13ain  caused  by  dilating  the  cervix  can  be  overcome  by  the  use 
of  cocaine. 

We  now  come  to  the  treatment  of  acute  endometritis  follow- 
ing abortions  or  labors.  This  is  a  field  in  which  I  am  sure  the 
advantages  of  this  treatment  will  be  readily  appreciated.  The 
preliminary  treatment  is  similar  to  that  described  above,  and  is 
much  more  readily  carried  out,  but  the  treatment  of  the  uterine 
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cavity  is  much  more  radical.  Here  the  uterine  cavity  is  treated 
with  tlie  curette,  and  all  blood  clots  and  remains  of  any  decidu- 
ous tissue  are  carefully  separated  from  the  uterine  wall  and  re- 
moved, and  then  the  irrigation  of  the  uterine  cavity  is  made. 
Then  the  introduction  of  the  iodoform  gauze  is  made  as  before — 
except  that  it  is  better  to  loosely  fill  the  uterine  cavity — and  the 
cotton  pad  and  T-bandage  are  applied  as  before.  1  have  been 
much  pleased  with  this  treatment  in  the  latter  class  of  cases, 
and  where  there  is  any  reason  to  suspect  the  possibility  of  super- 
vening septic  endometritis  I  should  apply  the  treatment  as  a 
prophylactic  measure. 

Dr.  H.  D.  Fry  thought  the  treatment  resorted  to  by  Dr. 
Sprigg  good.  There  had  been  a  vast  improvement  over  the  old 
method  of  treating  such  cases.  TTe  now  depend  upon  local 
treatment,  rather  than  medicinal  which  prevailed  until  a  few 
years  ago.  The  most  important  point  in  the  treatment  is  to  at- 
tack the  cause  directly — that  is,  to  remove  decomposing  matter 
from  the  uterus,  by  dilatation  if  necessary.  The  os  should  be 
dilated,  if  not  relaxed,  and  dilated  enough  to  remove  the  debris. 
The  finger  is  the  best  to  accomplish  this,  if  we  can  succeed  with 
it ;  the  forceps  next,  then  the  curette,  and  finally  the  applica- 
tion of  iodine  or  carbolic  acid,  or  both.  The  douche  should  al- 
ways be  used  and  the  cavity  filled  with  iodoform  gauze.  The 
recovery  may  be  hastened  by  removing  the  gauze  and  irrigating 
the  uterine  cavity  between  its  applications.  The  gauze  in  the 
uterus  and  vagina  should  be  changed  frequently.  He  did  not 
think  the  gauze  should  protrude  from  the  vulva,  on  account  of 
its  liability  to  become  soiled.  He  would  commend  the  paper 
and  the  treatment. 

The  President  asked  Dr.  Sprigg  to  give  the  method  of  dila- 
tation. 

Dk.  Sprigg  replied  that  in  some  cases  he  used  Goodell's  di- 
lator. He  had  only  done  it  once  under  chloroform,  and  in  the 
multiparous  cases  forcible  dilatation  was  not  necessary. 

Stated  Meeting^  May  Qth,  1892. 

The   Vice-President,  H.  L.  E.  Johnson,  M.D.,  in  the  Chair. 

Dr.  George  "Wythe  Cook  read  the  paper  of  the  evening,  en- 
titled 

SHOULD    marriage    BE    RECOMMENDED   AS    A    REMEDY    FOR    DISEASE 


IN    WOMEN 


'/  1 


Dr.  H.  L.  E.  Johnson,  in  opening  the  discussion,  said  he 
thought  that  the  "  prescription  of  marriage  "  for  a  woman  was 
a  difficult  one  to  fill,  inasmuch  as  the  woman  had  no  privilege 
of  making  her  own  selection.  It  was  true  that  many  diseases 
were  made  worse  by  marriage  ;    but  simple  obstructive  dys- 

'  See  origiDal  article,  p.  831. 
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menorrhea  was  not  a  patholoarical  condition  and  would  be  re- 
lieved by  pregnancy.  And  some  conditions  of  pelvic  inflam- 
mation with  adhesions  were  often  relieved  by  pregnancy,  the 
adhesions  being  softened  and  absorbed.  He  thought  that  an 
unhealthy  uterus  should  not  be  taxed  by  pregnancy  and  child- 
birth. 

Dr.  "W".  p.  Carr  said  that  anteflexion  could  be  cured  in  no 
other  way  than  by  pregnancy.  The  first  pres^nancy,  however, 
was  apt  to  result  in  abortion.  Many  hysterical  women  were 
benefited  by  marriage,  but  he  would  not  advise  marriage  in  all 
those  cases.  He  related  the  case  of  a  woman  who  had  violent 
hysterical  seizures,  brought  on  by  disappointment  in  her  affec- 
tions. 

Dr.  a.  F.  a.  King  said  it  was  an  exceedingly  complicated 
matter.  There  were  many  conditions  which  should  be  con- 
sidered. In  a  paper  which  he  had  written  some  time  before  on 
hysteria,  he  quoted  many  authors  who  related  numerous  cases 
that  were  cured  by  marriage.  He  said  that  he  believed  that  in 
young  women  who  were  normal  and  surging  with  passion  and 
were  hysterical,  if  they  were  married  early  enough,  cures  might 
be  effected. 

Dr.  Geo.  Wythe  Cook,  in  closing  the  discussion,  said  he 
thought  the  matter  was  grave  enough  to  demand  the  most  serious 
consideration.  He  said  that  while  some  of  the  diseases  men- 
tioned might  not  be  a  bar  to  marriage,  he  scarcely  thought  that 
any  physician  would  advise  a  woman  to  marry,  under  the  cir- 
cumstances, if  he  thought  his  dear  friend  would  be  the  victimized 
man.     Hence  it  should  not  be  advised  at  all. 
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SECTION  ON  GYNECOLOGY  AND  ABDOMINAL  SURGERY. 


Second  Day,  September  6th — Afternoon  Session.^ 
The  next  paper  presented  was  on 

CAVERNOUS    ANGIOMA   OF   THE   UTERUS   REMOVED    BY   VAGINAL 
hysterectomy,    with    SPECIMEN,' 

by  Dr.  H.  J.  Boldt,  of  ISTew  York. 

Dr.  Boldt,  after  reading  his  paper,  said  that  the  question  of 
cure  after  the  operation  depended  upon  the  disease.  If  we 
operate  for  cancer  and  the  disease  does  not  return  in  a  year  or 

'  Concluded  from  p.  708,  November  number. 
^  See  original  article,  p.  834. 
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a  year  and  a  half,  we  may  pronounce  the  case  cured.  But  where 
patients  die  six  months  after  an  operation  it  is  not  necessarily  a 
return  of  the  disease  ;  it  may  be  that  the  disease  was  not  thor- 
oughly eradicated.  Kor  does  the  fact  that  the  broad  ligaments 
may  be  involved  by  intiltration  imply  that  such  intihration  is  of  a 
malignant  character  ;  it  may  be  due  to  perimetritis.  Dr.  Boldt 
preferred  the  ligature  to  the  clamp  in  nearly  every  instance, 
though  there  are  a  few  cases  where  clamps  are  necessary.  He 
condemned  siLk  entirely  and  said  that  we  have  no  use  for  it  what- 
ever. He  did  not  think  it  necessary  to  say  whether  we  should 
begin  anteriorly  or  posteriorly,  as  that  point  must  be  decided 
by  each  individual  case.  As  we  go  on  with  our  ligatures  the 
broad  ligaments  are  reached,  and  these  he  ligated  in  sections. 
Catgut  is  the  material  to  be  used,  and  there  is  no  danger  of  this 
slipping  if  they  be  superimposed  and  drawn  tight  belore  tying. 
The  stumps  (already  secured  in  the  vagina)  are  grasped  by  bul- 
let forceps,  and  an  assistant  pulls  on  the  ends  of  the  stumps 
while  the  operator  takes  another  sweep  all  around  the  stumps 
on  either  side;  the  vagina  is  then  closed  completely.  There  is 
no  danger  of  secondary  complications  after  an  operation  by  this 
method,  and  the  woman  need  remain  in  bed  but  a  few  days 
(about  ten  days  on  an  average).  His  rule  is  to  have  his  patients 
sit  up  on  the  third  or  fourth  day.  Some  surgeons  think  they 
must  use  drainage  because  the  pad  is  wet  with  serum  in  those 
cases  where  it  is  used,  but  this  is  not  a  sufficient  indication  for 
its  use.  To  recapitulate :  The  vagina  should  invariably  be 
closed  ;  in  suitable  cases  the  stumps  of  the  broad  ligaments  are 
to  be  treated  extraperitoneally  ;  use  only  catgut  in  every  case. 

Dr.  Boldt,  in  closing  the  debate  on  his  paper,  said  that  Dr. 
Montgomery  had  contradicted  himself  in  his  own  paper  in  re- 
gard to  hemorrhage.  Dr.  Baldy  had  called  attention  to  an  un- 
questionable danger  in  the  use  of  the  clamp — viz.,  the  danger 
of  tissue  slipping  from  the  clamp.  With  the  ligature  operation 
there  is  no  danger  of  hemorrhage.  He  thought  that  in  liberat- 
ing one  side  of  the  uterus  and  pulling  down  the  uterus,  as  advo- 
cated by  Dr.  Kelly,  there  is  danger  of  the  top  of  the  broad  liga- 
ment on  the  other  side  tearing  and  bleeding.  In  ordinary  cases, 
he  repeated,  there  is  no  use  for  drainage  if  we  close  everything 
in  a  surgical  way. 

Dr.  R.  B.  Maury,  of  Memphis,  Tenn.,  read  the  next  paper, 
entitled 

THE    PRESENT    STATUS    OF    OUR    KNOWLEDGE    OF    THE    PATHOLOGY    OF 

PELVIC    INFLAMMATION,    WITH    SPECIAL    REFERENCE    TO 

THE    TREATMENT    OF   PELVIC    ABSCESS.' 

Dr.  H.  J.  BoLDT,  of  Xew  York,  said  that  this  was  the  best 
paper  on  the  pathology  of  this  very  common  and  important  af- 

'  See  original  article,  p.  737. 
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fection  which  he  liad  ever  heard,  and  that  it  would  be  boldness 
for  him  to  add  another  word  to  the  able  paper  of  Dr.  Maury. 

Dr.  a.  C.  Berxats,  of  St.  Louis,  said  that  the  operation  of 
Segond  seemed  to  have  been  very  impei'fectly  translated  and 
very  badly  treated  in  the  American  medical  press.  Segond's 
operation  aims  to  do  the  same  thing  that  celiotomy  accomplishes, 
but  the  uterus  is  not  always  removed  entirely,  but  only  so  much 
of  it  as  may  be  necessary  in  order  to  reach  the  infected  and 
suppurating  pelvic  tissues.  The  statistics  of  abdominal  section 
for  the  relief  of  pyosalpinx  show  it  to  be  such  a  grave  opera- 
tion that  he  claimed  that  many  operators  could  operate  just 
as  well,  or  better  and  more  radically,  by  the  vaginal  method. 
This  method  aims  to  drain  such  pus  sacs  as  cannot  be  removed. 
He  had  done  this  operation  but  three  times,  but  in  all  cases  the 
result  was  good.  He  had  operated  in  the  abdominal  cavity 
about  1,055  times,  and  he  thought  this  gave  him  somewhat  of 
a  right  to  have  an  opinion  as  to  the  relative  merits  of  the  Segond 
operation  and  abdominal  section,  and  it  was  his  belief  that  the 
Segond  method  would  supersede  the  abdominal  operation  in 
many  instances. 

Dk.  J.  H.  Carstens,  of  Detroit,  Mich.,  spoke  of  the  difficulty 
of  getting  oat  pus  tubes,  and  he  could  not  understand  how  any 
one  could  operate  through  the  vagina  and  take  out  one-half  or 
one-quarter  of  the  uterus,  as  the  case  might  be.  The  tubes  are 
sometimes  divided  into  several  sections,  like  the  links  of  a 
sausage,  and  one  section  may  be  cleaned  out,  but  the  patient 
will  suffer  from  the  other  sections  in  after-years.  He  did  not 
agree  with  Dr.  Maury's  statement  that  there  are  some  cases 
where  you  cannot  take  out  pus  tubes.  With  the  patient  in  the 
Trendelenburg  position  there  is  not  a  tube,  he  thought,  which 
could  not  be  got  out  by  a  good  operator.  When  we  can  get 
such  good  results  by  abdominal  section  there  is  no  use  getting 
up  complicated  operations  like  Segond's:  it  is  blind  surgery 
and  not  good  practice. 

Dr.  Josp:ph  Taber  Johnson,  of  Washington,  D.  C,  agreed  so 
entirely  with  everything  Dr.  Maury  had  said  as  to  the  pathology 
of  pelvic  inflammations  that  anything  he  might  add  would  be 
but  a  repetition  of  the  doctor's  views.  He  had  never  done 
Segond's  operation,  but  he  was  inclined  to  indorse  Dr.  Carstens' 
criticism  of  it.  He  believed  that  the  great  majority  of  the 
cases  of  pelvic  inflammation,  probably  ninety-eight  per  cent, 
originate  as  salpingitis  or  endometritis.  His  experience  in  the 
treatment  of  this  condition  was  all  gained  through  the  abdo- 
minal route.  He  had  seen  a  number  of  cases  where  the  pus  was 
attacked  through  the  vagina,  but  he  had  never  seen  a  complete 
cure  by  this  method.  It  nearly  always  happens  that  some 
pockets  are  not  emptied  and  the  woman  continues  to  suffer,  so 
that  often  patients  have  had  to  wear  a  drainage  tube. 

Dr.  Charles  P.  Noble,  of  Philadelphia,  Pa.,  was  glad  to 
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hear  Dr.  ]\Iaurv  affirm  that  while  pus  is  generally  found  in  the 
Fallopian  tubes,  the  ovaries,  or  within  the  peritoneum,  we  do 
sometimes  tind  it  in  the  broad  ligaments.  He  had  met  with  six 
cases  in  which  the  pelvis  was  involved  while  the  tubes  were 
not,  but  he  had  never  seen  such  cases  except  in  the  puerperal 
state.  In  Philadelphia  it  is  rank  heresy  to  claim  that  you  can 
have  pus  in  the  broad  ligaments  ;  and  he  had  been  told  that  even 
though  pus  was  evacuated,  still  it  was  a  mistake,  that  they  were 
cases  of  suppurating  tumor  developed  in  the  broad  ligament. 
He  was  glad,  too,  to  hear  Dr.  Alaury  take  the  position  that  in 
certain  cases  a  patient  may  be  too  sick  to  "  clean  out  the  pelvis," 
to  do  an  ideal  operation.  He  had  always  aimed  at  ideal  sur- 
gery, but  from  some  unfortunate  experience  he  had  learned,  as 
advised  by  Dr.  \Laury,  to  incise  the  abscess  cavity,  irrigate  it 
and  pack  with  gauze,  instead  of  attempting  enucleation  in 
broken-down  subjects. 

Dr.  Maury,  in  closing  the  discussion,  said  (replying  to  Dr. 
Carstens)  he  agreed  that  it  was  always  possible  to  get  out  pus 
tubes.  Replving  to  Dr.  Bernays,  he  said  that  he  had  never 
done  the  Segond  operation,  but  he  had  read  an  account  of  it  in 
the  original  French,  and  he  was  forced  to  believe  that  it  is  en- 
tirely inadequate  to  deal  with  a  large  number  of  inflammatory 
cases. 


Third  Day,  September  1th — Morning  Session. 
The  first  paper  read  was  on  the 

RELATIONS    OF    URINARY    CONDITIONS    TO    GYNECOLOGICAL    SURGERY,' 

by  Dr.  Charles  P.  Noble,  of  Philadelphia,  Pa. 

Dr.  a.  Lapthorn  Smith,  of  Montreal,  Canada,  thought  Dr. 
Noble's  paper  a  very  important  one.  Urinary  conditions  follow- 
ing operations  are  a  source  of  much  worry  to  surgeoos,  and 
every  one  should  know  whether  the  presence  of  albumin  is  a 
contra-indication  to  an  operation.  He  thought  that  the  removal 
of  a  tumor,  no  matter  what  kind  it  might  be,  would  result  in  a 
diminution  of  the  quantity  of  albumin  or  in  its  total  disappear- 
ance. He  related  a  case  in  which  the  albumin  became  very 
much  less  after  the  removal  of  a  pailful  of  serum  from  the  abdo- 
men, when  he  was  also  enabled  to  discover  two  large  ovarian 
tumors.  He  also  recalled  a  case  of  pregnancy  where  the  albu- 
minuria ceased  after  labor.  He  attributed  the  diminution  in  the 
quantity  of  urine  after  Dr.  Noble's  operations  to  the  fact  that 
his  patients  were  deprived  of  water  for  several  days.  He 
thought  a  small  quantity  of  water  should  be  allowed,  in  order  to 
compensate  for  the  loss  of  serum  from  the  blood  vessels.  He 
felt  C3rtain,   he  said,  that  prolonged  administration  of  ether 

>  See  original  article,  p.  753. 
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would  cause  albuminuria  by  the  irritation  of  the  kidneys  which 
it  caused,  but  chloroform  has  no  such  effect.  He  generally  uses 
the  A.  C.  E,  mixtm'e,  however. 

Dk.  Joseph  Taber  Johnson,  of  Washington,  D.  C,  said  he 
had  derived  a  great  deal  of  comfort  from  Dr.  Noble's  paper,  be- 
cause he  had  frequently  been  alarmed  and  worried  by  the  report 
of  his  nurses  that  a  patient  was  passing  very  little  water.  Some- 
times he  had  taken  quite  active  steps  to  make  the  kidneys  secrete 
more  urine,  for  he  could  not  tell  whether  the  diminished  amount 
of  urine  was  the  beginning  of  total  suppression  or  whether  it 
was  only  the  usual  temporary  diminution  of  the  secretion.  It 
was  not  only  in  laparatomies,  he  said,  that  this  condition  oc- 
curred, for  he  had  seen  it  follow  the  repair  of  a  lacerated  cervix 
and  perineum.  In  this  case  the  urine  had  been  examined  before 
the  operation  and  was  found  to  contain  no  albumin;  but  the  urine 
gradually  became  suppressed  after  the  operation,  and  the  patient 
died  on  the  sixth  day  from  uremic  coma.  He  afterward  learned 
fi'om  the  woman's  husband  that  she  had  had  chronic  Bright's 
disease.  He  thought  that  surgeons  should  not  be  satisfied  with 
one  examination  just  before  operating,  but  should  make  several 
analyses. 

Dr.  Eugene  Boise,  of  Grand  Rapids,  Mich.,  thought  that,  in 
this  temporary  suppression  of  urine  after  operations,  there  were 
several  factors  to  be  taken  into  account.  It  was  not  necessary 
that  there  be  any  chronic  kidney  lesion  ;  the  irritation  of  the 
kidneys  set  up  by  the  ether  was  sufficient  to  account  for  the 
trouble.  So,  also,  are  abdominal  operations  whereby  the  blood 
vessels  unload  themselves  and  there  is  an  outpouring  of  serum 
into  the  cavity.  These  factors,  together  with  shock  and  profuse 
perspiration,  are  sufficiently  potent  to  cause  temporary  suppres- 
sion of  urine.  The  best  way  to  treat  such  cases,  he  said,  is  not 
by  the  use  of  drugs,  but  by  the  introduction  into  the  bowels  of 
a  large  quantity  of  water.  The  addition  of  fluid  to  the  system 
by  this  means  supplies  the  necessary  amount  of  fluid  to  the  tis- 
sues and  equalizes  the  loss  of  serum  from  the  blood  vessels. 

Dr.  J.  II.  Carstens,  of  Detroit,  Mich.,  indorsed  Dr.  Noble's 
statements.  He  had  been  unfortunate  in  losing  two  patients  out 
of  one  hundred  operations,  by  uremic  poisoning,  during  the  past 
year.  He  had  thought  that  ether  had  something  to  do  with  his 
fatal  cases  in  former  years,  but  he  had  since  used  chloroform 
with  no  better  results,  and  he  did  not  know  even  yet  whether 
the  ether  or  chloroform  really  had  anything  to  do  with  it.  He 
took  a  different  view  of  the  pathology  of  the  condition,  and 
considered  it  as  dependent  on  poisoning  of  the  solar  plexus. 
When  he  had  a  patient  with  symptoms  of  uremic  poisoning  it 
was  not  his  practice  to  give  drugs  to  act  on  a  kidney  already  irri- 
tated, but  to  make  use  of  steam  baths,  and  supply  the  necessary 
amount  of  liquid  to  the  system  by  giving  the  patients  water  to 
drink  and  by  injecting  water  into  the  bowel.     In  addition  they 
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were  given  hypodermic  injections  of  strychnine  and  atropia  in 
order  to  keep  up  the  strength. 

Dr.  I.  S.  !Sto.\e,  of  Washington,  D.  C,  considered  Dr.  Koble's 
paper  of  more  importance  than  any  \vhich  had  been  read.  He 
had  lately  lost  a  patient  from  suppression  of  nrine,  and  naturally 
thought  that  her  death  was  due  to  the  ether.  Before  the  opera- 
tion her  urine  had  been  examined  :  there  was  no  pus  or  albu- 
min, and  the  quantity  was  normal.  At  the  autopsy  the  kidneys 
were  found  congested  and  the  pelves  contained  pus.  This  called 
to  mind,  he  said,  the  impossibility  of  ascertaining  the  condition 
of  the  kidneys  in  many  cases.  We  are  unable  to  tell  in  very 
many  cases  whether  the  anesthetic  produced  the  albuminuria  or 
whether  Bright's  disease  was  present.  In  desperate  cases,  how- 
ever, he  would  operate,  even  though  he  found  albumin  in  the 
urine.  He  had  used  ether  and  chloroform  indifferently,  but  the 
result  had  been  about  the  same  with  both.  In  some  cases  he 
thought  the  result  might  be  due  to  what  Dr.  Loomis,  of  !New 
York,  called  general  fibrosis.  Shock  enters  into  nearly  every 
operation  of  this  character,  and  might  be  the  cause  of  the  albu- 
minuria in  some  cases. 

Dr.  Xoble,  in  closing  the  debate,  said  he  was  pleased  that  the 
paper  had  elicited  such  a  good  discussion.  He  considered  the 
point  made  by  Dr.  Lapthorh  Smith  in  regard  to  the  administra- 
tion of  water  both  by  the  mouth  and  by  the  rectum  a  most  ex- 
cellent one.  Dr.  Kelly's  patients,  he  stated,  passed  more  water 
than  his,  but  he  had  found  upon  inquiry  that  they  were  given 
more  water  than  his.  He  had  purposely  omitted  in  his  paper 
any  discussion  on  the  relative  merits  of  chloroform  and  ether, 
but  he  had  been  brought  up  in  a  school  where  it  had  been  taught 
that  ether  was  irritating  to  the  kidneys  and  that  chloroform 
was  not.  But  Dr.  Carstens  had  given  nothing  but  chloroform  in 
the  last  year,  yet  he  had  had  two  deaths  from  suppression  of 
urine.  That  ether  will  produce  albuminuria  is  undoubted,  but 
he  had  found  from  reading  recent  discussions,  especially  in 
European  societies,  that  chloroform  will  produce  it  even  more 
frequently  than  ether.  So  good  a  chemist  as  Lawrence  Wolff, 
of  Philadelphia,  denied  that  ether  was  eliminated  by  the  kidneys. 
He  was  still  on  the  fence  in  regard  to  the  use  of  anesthetics,  but 
was  inclined  to  use  ether.  He  thought  that  the  diagnosis  be- 
tween beginning  suppression  and  merely  scanty  urine  might  be 
best  made  by  the  general  condition  of  the  patient,  but  the  dia- 
gnosis between  septicemia  and  suppression  was  more  difficult. 
He  agreed  wdth  the  statements  made  that  sometimes  it  is  impos- 
sible to  tell  whether  the  patient  has  chronic  Bright's  disease  by 
examining  the  urine.  Referring  to  Dr.  Stone's  question  as  to 
whether  arteriosclerosis  could  be  considered  a  causative  factor, 
he  stated  that  that  was  a  condition  antedating  Bright's  disease, 
and  could  be  best  diagnosed  by  examining  the  heart  and  pulse 
rather  than  the  kidneys.  He  believed  that  suppression  of  urine 
55 


866  TRANSACTIONS    OF   THE 

was  due  to  refrigeration  of  the  body  of  the  patient  and  to  other 
unsuitable  conditions  rather  than  to  the  anesthetic.  He  consid- 
ered the  plan  of  flushing  out  the  bowel  a  most  excellent  one,  but 
thought  the  fluid  could  be  introduced  through  a  stomach  tube  as 
advantageously  as  through  a  rectal  tube. 

Dr.  a.  Yander  Yeer,  of  Albany,  N.  Y.,  then  read  a  paper 
entitled 

drainage    of  ovarian  cysts  where  the    adhesions  are  such 

THAT   IT    IS    impossible    TO    REMOVE   THE    SAC, 

in  which  he  said  our  zeal  to  rid  the  patient  entirely  of  her  cyst 
might  lead  us  to  extend  the  operation  at  the  cost  of  life.  In 
bad  cases  it  was  better  to  shorten  the  operation  and  drain  some 
portion  of  the  cyst  wall  by  glass  tubes  or  gauze.  Adhesions  in 
the  pelvis  may  be  broken  with  little  subsequent  shock,  while 
those  to  the  colon  and  abdominal  viscera  are  much  more  serious 
to  manage. 

Dr.  Andrew  F.  Currier,  of  New  York,  considered  that  the 
paper  of  Dr.  Yander  Yeer,  like  the  one  which  preceded  it,  ad- 
m  )nished  us  to  examine  our  cases  more  earefnlly  before  operat- 
ing. He  thought  success  in  operating  likely  to  create  a  false 
feeling  of  confidence.  If  this  Congress,  he  said,  did  nothing 
more  than  charge  us  to  look  to  our  cases  with  more  care  and 
thoroLiglmess  before  operating,  it  would  have  accomplished 
much.  The  subject  under  discussion  presented  two  aspects :  one, 
where  it  is  necessary  to  remove  the  adhesions  under  any  and  all 
circumstances  ;  the  other,  where  they  may  be  left  undisturbed. 
But  adhesions  which  interfered  with  the  normal  peristaltic  ac- 
tion of  the  intestines  should  be  broken  up  at  any  cost.  In  con- 
sidering the  advisability  of  an  operation  upon  a  woman  with  a 
mass  of  adhesions,  the  probable  chance  which  the  patient  has  of 
surviving  the  operation  should  chiefly  influence  us.  The  sug- 
gestion made  by  Dr.  Gushing,  that  in  man}-  cases  we  cannot  tell 
whether  a  patient  is  septic  or  not,  must  be  weiglied  carefully; 
but  we  should  endeavor  to  acquire  a  knowledge  of  the  condition 
of  our  patients,  and  we  must  be  governed  almost  entirely  by 
this  condition  in  deciding  the  question  of  an  operation,  pro  or 
con. 

Dr.  Charles  P.  Noble,  of  Piiiladelphia,  Pa.,  agreed  with  the 
author  of  the  paper  that  it  is  sometimes  wise  to  stop  an  opera- 
tion instead  of  finishing  it.  Schroder  and  Olshausen  taught  that 
everything  should  be  removed,  but  Dr.  Noble  did  not  assent  to 
this  doctrine.  He  had  recently  operatetl  for  the  removal  of  a 
tumor,  but  at  the  last  moment  he  decided  not  to  remove  it,  and 
he  believed  the  patient  would  have  died  had  he  persisted  in  tak- 
ing it  out.  He  described  a  case  in  which  he  had  found  the  tu- 
mor adhering  to,  or  ratlier  incorporated  with,  everything  from 
the  bottom  of  the  pelvis  to  the  epigastrium,  and  he  did  not  want 
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to  interfere  with  it.  He  had  ojjerated  on  another  patient  for 
papillary  cyst  with  adhesions.  She  recovered  from  the  opera- 
tion, but  died  some  weeks  afterward.  Adhesions  to  the  bowel 
and  mesentery  are  the  most  troublesome,  but  when  the  adhe- 
sions are  in  the  pelvis  it  is  always  possible  to  get  them  out. 
Malignant  cases,  and  cases  where  the  intestines  are  pushed  up 
by  the  tumor  and  are  around  the  diaphragm,  had  better  not  be 
interfered  with.  He  had  never  seen  a  case  of  the  latter  cha- 
racter, but  believed  they  all  died. 

Dr.  a.  Lapthorn  Smith,  of  Montreal,  Canada,  gave  the  re- 
sult of  the  use  of  the  cautery  and  iron  for  the  checking  of 
hemorrhage  from  the  intestines.  In  one  case  he  had  used  the 
Paquelin  cautery,  and  the  hemorrhage  had  been  promptly  con- 
trolled. Some  time  afterward,  in  making  a  second  abdominal 
section,  he  had  a  chance  to  examine  the  point  where  he  had  ap- 
plied the  cautery,  and  found  that  dense  adhesions  had  formed 
all  about  it,  and  he  thought  the  profession  should  cease  using 
such  measures.  He  inveighed  against  long  operations,  and  said 
that  any  surgeon  who  continued  an  operation  for  four  hours 
subjected  his  patient  to  a  risk  which  was  little  short  of  criminal. 
He  thought  that  if  an  operation  could  not  be  done  in  one  hour, 
or  a  little  over,  it  should  be  stopped  then  anyhow. 

Dr.  I.  S.  Stone,  of  Washington,  D.  C,  related  the  particulars 
of  a  case  similar  to  Dr.  Yander  Yeer's,  which  had  recently  oc- 
curred in  Washington.  When  the  abdomen  was  opened  every- 
thing was  found  to  be  in  one  conglomerate  mass,  with  the  intes- 
tines growing  all  about  a  tumor.  The  operation  was  postponed 
and  the  woman  got  well.  He  thought  it  safer  to  accept  the 
dictum  :  "  Do  not  operate  four  hours." 

Dr.  Yander  Yeer,  in  closing  the  debate,  emphasized  the 
point  made  by  Dr.  Currier,  viz.,  that  adhesions  to  the  small  in- 
testines should  be  loosened  in  every  case.  He  said  that  when 
pus  was  found  in  the  pelvis  we  should  go  as  far  toward  com- 
plete removal  of  it  as  the  condition  of  the  patient  would  war- 
rant. He  thought  it  wonderful  how  patients  with  papillomatous 
growths  would  get  well  after  rough  handling.  He  thanked  Dr. 
Smith  for  the  recital  of  his  experience  in  the  use  of  the  cautery. 
He  had  never  used  the  cautery,  as  he  considered  it  dangerous, 
and  he  thought  the  use  of  iron  was  but  little  less  so. 

Dr.  Eugene  Boise,  of  Grand  Rapids,  Mich.,  then  read  a  paper 
on 

THE     after-treatment      OF       CELIOTOMY     CASES,     WITH      SPECIAL 
REFERENCE    TO    SHOCK    AND    SEPSIS. 

He  said  there  were  three  post-operative  conditions  which  call 
for  prompt,  intelligent  action  :  secondary  hemorrhage,  shock, 
and  septic  peritonitis.  Shock  is  some  form  of  paresis  of  the 
sympathetic  nervous  system.     It  is  primarily  hyperirritation  of 
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the  entire  sympathetic  system.  The  primary  condition  in  shock 
is  severe  stimulation  of  the  entire  sympathetic  system,  with  con- 
sequent cardiac  and  arterial  spasm.  The  second  stage  of  shock 
may  he  a  so-called  paresis  by  reason  of  the  exhaustion  of  the 
heart.  The  remedies,  therefore,  would  be,  for  the  first  stage, 
free  hypodermics  of  codeine,  nitrite  of  amy],  and  nitroglycerin, 
with  copious  injections  of  hot  water  into  the  colon  ;  for  the 
second  stage,  strychnia,  digitalis,  and  cardiac  stimulants,  with, 
if  necessary,  intravenous  transfusion  of  hot  saline  solution. 

All  operators  have  an  instinctive  feeling  that  prevention  of 
sepsis  prevents  peritonitis,  and,  therefore,  their  efforts  are  di- 
rected to  prevent  the  entrance  of  septic  material  into  the  cavity  ; 
or,  if  the  material  removed  is  of  a  septic  nature,  to  cleanse  the 
cavity  as  thoroughly  as  possible  and  to  remove  the  fluid  which 
would  otherwise  invite  infection.  The  two  post-operative  mea- 
sures relied  on  for  this  purpose  are  drainage  and  free  catharsis. 
Drainage  may  be  accomplished  by  tube  or  gauze,  and  if  used 
must  be  thorough. 

In  the  production  of  catharsis  several  factors  are  to  be  kept 
in  mind.  First,  after  every  celiotomy  there  is  a  flow  of  sernm 
from  the  blood  vessels  into  the  peritoneal  cavity,  thus  depleting 
the  vessels. 

Second,  during  the  first  few  hours  after  a  celiotomy  of  any 
considerable  severity  there  is  more  or  less  paroxysmal  abdo- 
minal pain,  sometimes  very  severe.  This  is  caused  by  irregular 
and  spasmodic  peristalsis,  the  muscular  coat  of  the  intestines 
contracting  unequally,  and,  it  may  be,  tonically  obstructing  the 
bowels. 

Third,  by  reason  of  the  withholding  of  fluids,  the  intraperito- 
neal serous  effusion,  and,  it  may  be,  profuse  perspiration,  the 
blood  vessels  of  the  intestines  are  greatly  depleted.  For  the 
easy  production  of  catharsis  the  current  should  have  ceased  to 
flow  from  the  blood  vessels  toward  the  peritoneal  cavity. 

The  spasmodic  contraction  of  the  intestines  should  have  been 
overcome  and  the  blood  vessels  should  have  been  replenished. 
The  serous  effusion  will  cease  after  a  few  hours.  The  spasmodic 
contraction  of  the  intestinal  muscles  should  be  overcome  by  a 
hypodermic  injection  of  a  free  dose  of  codeine,  and  the  blood 
vessels  should  be  filled  by  means  of  hot  water  thrown  into  the 
colon.     Then  catharsis  may  be  produced  with  comparative  case. 

Dr.  E.  W.  CrsHiNG,  of  Boston,  Mass.,  said  that  the  zeal  for 
novelties  was  getting  so  rampant  that  the  profession  was  getting 
ahead  with  new  theories  faster  than  they  could  be  put  into  prac- 
tice. But  here  was  a  practical  question  which  had  been  in  ex- 
istence since  the  time  that  Cain  killed  Abel.  He  considered  the 
suggestions  of  Dr  Boise  very  valuable,  especially  those  regard- 
ing the  injection  of  hot  water  into  the  intestines  and  the  use  of 
opium  to  combat  shock.  He  had  long  pondered  over  the  ques- 
tion of  obstruction  of  the  bowels  after  operation,  but  he  was  no 
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nearer  a  solution  of  the  problem  than  he  was  at  iirst.  He  had 
seen  apparently  simple  cases  followed  by  obstruction  of  the 
bowels,  sepsis,  and  death,  while  extremely  difficult  and  compli- 
cated cases  had  got  well  without  any  bad  symptoms.  Why  that 
should  be  so  he  did  not  know. 

Dr.  Tuck,  of  Cambridge,  Mass.,  said  that  in  considering 
the  subject  of  shock  and  peritonitis  we  were  considering  prac- 
tical questions,  leaving  theory  out  of  the  question.  In  pre- 
paring a  patient  for  an  operation  an  important  thing  was  the 
care  of  the  intestines.  Obstruction  of  the  bowels  was  often  due 
to  paralysis  of  the  intestines  following  celiotomy.  In  order  to 
overcome  flatus  and  tympanites  we  give  salts,  but  most  opera- 
tors do  not  go  far  enough  in  that  direction.  We  should  make 
it  a  habit  to  thoroughly  clean  out  the  bowel  before  beginning 
an  operation.  We  may  give  a  dose  of  salts  every  hour,  but  we 
must  do  more  than  that  to  make  the  intestinal  tract  aseptic. 
The  best  thing  is  to  give,  on  the  first  day,  calomel  to  act  on  the 
upper  portion  of  the  bowel,  and  follow  this  up  with  salts. 

Sepsis  may  be  due  to  a  cardiac  thrombus,  and  to  avoid  this 
accident  we  throw  in  a  stimulating  material  by  transfusion. 
When  operating  he  always  has  a  bag,  tilled  with  saline  transfu- 
sion material  combined  with  a  stimulant,  near  at  hand,  and 
when  necessary  this  may  be  thrown  into  the  system  through  a 
needle  inserted  in  the  abdominal  wall.  It  is  an  easy  matter  to 
transfuse  enough  of  this  solution  to  form  a  tumor  about  the  size 
of  an  orange,  which  will  counteract  all  tendency  to  shock. 

Dr.  Charles  P.  Noble,  of  Philadelphia,  Pa.,  said  he  had 
taken  a  great  deal  of  interest  in  the  paper  of  Dr.  Boise,  because 
the  subject  had  been  presented  in  a  way  differing  from  that  in 
which  he  had  previously  considered  it.  He  had  always  regarded 
it  as  a  state  of  depression,  whereas  Dr.  Boise  considered  it  as  a 
state  of  depression  secondary  to  over-stimulation.  The  best 
way  to  treat  shock  was  to  prevent  it,  and  the  best  way  to  pre- 
vent it  during  an  operation  was  to  have  the  temperature  of  the 
operating  room  between  75°  and  85°,  to  have  good  warm  blan- 
kets wrapped  around  the  legs  and  body  of  the  patient,  and  the 
avoidance  of  wet  towels  around  the  patient  which  helped  to  re- 
frigerate the  body  through  evaporation.  For  the  treatment  of 
shock  he  had  used  amyl  nitrite  and  nitroglycerin.  He  had  also 
used  strychnine  in  large  doses,  and  the  more  he  used  it  the  more 
he  liked  it.  It  added  to  the  capacity  of  the  heart  to  do  its  work, 
lie  said,  and  stimulated  the  nervous  system,  thereby  militating 
against  Dr.  Boise's  position.  He  never  used  less  than  one-fif- 
teenth of  a  grain,  repeated  in  three  or  four  hours,  and  in  bad 
cases  he  used  one-fifth  of  a  grain.  Artificial  heat  and  keeping 
the  patient  dry  were  procedures  practised  by  all  operators.  He 
had  never  resorted  to  the  practice  of  putting  water  under  the 
skin,  but  he  intended  doing  so,  and  was  glad  to  hear  such  favor- 
able reports  of  the  method. 
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Dr.  Robert  T.  Morris,  of  Kew  York,  said  that  it  had  been 
found  bj  experiment  that  the  use  of  chemical  solutions  or  com- 
mon water  in  the  abdominal  cavity  would  destroy  the  serosa. 
The  lymphatics  opening  into  the  serosa  were  temporarily  closed 
by  the  use  of  common  water  or  chemical  antiseptics.  Normal 
saline  solution  is  the  only  thing  that  can  be  used  in  the  abdo- 
minal cavity  with  safety,  but  the  profession  was  very  slow  to 
realize  that  point. 

Dr.  J,  H.  Carstens,  of  Detroit,  Mich,,  said  there  was  one 
thing  which  had  not  been  mentioned  by  Dr.  Boise  or  any  of 
the  previous  speakers,  and  that  was  that  in  paralysis  of  the  in- 
testines, when  the  bowels  cannot  be  made  to  move,  the  adminis- 
tration of  fifteen  or  twenty  drops  of  turpentine  every  hour  would 
do  much  good. 

Third  Day,  Septemher  Ith — Afternoon  Session. 
The  first  paper  read,  at  the  afternoon  session  was  entitled 

AN   INQUIRY    into   THE    ETIOLOGY    OF   MENTAL   DISTURBANCES 
FOLLOWING    OPERATIONS    UPON    THE   PELVIC   ORGANS, 

by  George  H.  Rohe,  M.D.,  of  Catonsville,  Md. 

The  author  claimed  that  an  analysis  of  the  available  evidence 
showed  that  a  large  proportion,  possibly  the  majority,  of  cases 
of  mental  disturbance  following  operations  upon  the  pelvic  or- 
gans is  due  to  the  same  causes  tliat  produce  insanity  subsequent 
to  surgical  operations  generally.  These  causes  are  shock,  sepsis, 
or  intoxication  from  drugs  or  antiseptics  used  during  or  after 
the  operation.  In  a  certain  proportion  of  cases  of  insanity  fol- 
lowing operations  upon  the  pelvic  organs  in  women,  the  mental 
disturbance  is  due  to  the  artificial  induction  of  the  menopause. 
In  a  minority  of  cases  it  is  due  to  the  shock  of  operation  in  one 
hereditarily  predisposed  to  insanity. 

Dr.  Andrew  F.  Currier,  of  New  York,  stated  that  Dr. 
Thomas  had  read  a  paper  on  the  mental  influences  exercised  by 
abdominal  operations  some  years  ago,  and  that  his  conclusions 
had  been  that  there  was  very  little  connection  between  the  two, 
that  they  did  not  stand  in  the  relation  of  cause  and  effect.  A 
year  later  Dr.  Baldy  had  read  a  paper  on  the  same  subject,  and 
his  conclusions,  derived  from  a  large  number  of  cases,  were 
entirely  at  variance  with  Dr.  Thomas'.  Those  two  papers,  to- 
gether with  one  read  by  Dr.  Rohe  last  year,  were  very  sugges- 
tive, and  since  then  Dr.  Currier  had  seen  three  cases  illustrating 
two  forms  of  insanity — mania  and  melancholia.  The  first  was 
a  case  of  mania  following  twenty-four  hours  after  a  Hegar'^ 
operation,  and  lasting  about  forty-eight  hours.  The  second  case 
was  a  member  of  his  own  family,  on  whom  he  operated  for 
fibroid,  simply  removing  the  tubes  and  ovaries.     The  operation 
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was  quickly  done,  and  the  patient  was  put  to  bed  in  good  condi- 
tion. She  had  been  vomiting  ahnost  constantly  for  twenty-four 
hours  prior  to  the  operation,  and  the  thouglit  of  the  coming 
ordeal  had  been  preying  on  her  mind  for  some  time.  Twenty- 
four  houi's  after  the  operation  she  became  melancholy,  and  died 
on  the  sixth  day.  The  element  of  sepsis  was  eliminated  from 
the  case,  and  neither  could  the  rapid  production  of  the  meno- 
pause have  been  the  cause  of  the  insanity,  the  doctor  tliought. 
The  third  case  was  the  wife  of  a  physician  in  JN'ew  York,  on 
whom  he  had  recently  operated.  She  had  had  a  long  and  diffi- 
cult labor,  and  Dr.  Currier  was  called  upon  to  perform  several 
plastic  operations,  made  necessary  by  the  injury  to  the  soft  parts 
during  the  labor.  She  was  predisposed  to  insanity,  and  about  a 
week  after  the  operation  symptoms  of  melancholia  appeared 
and  she  became  helpless,  requiring  constant  watching  by  her 
nurses,  as  she  had  suicidal  tendencies.  Dr.  T.  A.  Emmet  was 
consulted,  and  replied  in  a  letter  :  "  You  know  as  well  as  I  that 
in  some  patients  operations  on  the  genital  organs  are  always  fol- 
lowed by  insanity.  Time  is  usually  the  cure."  Dr.  Currier 
expressed  the  hope  that  such  a  termination  might  result  in  the 
case  of  his  last  patient,  but  this,  and  the  other  cases  narrated, 
had  profoundly  impressed  him  with  the  serious  results  upon  the 
mind  which  might  attend  gynecological  operations. 

Dr.  Joseph  IPrice,  of  Philadelphia,  Pa.,  thought  the  profes- 
sion was  too  prone  to  mix  up  coincidence  with  cause.  He  had 
repeatedly  operated  on  insane  women,  and  had  removed  five 
women  from  one  asylum  and  two  from  another.  Out  of  the 
eighty-six  cases  of  ectopic  j)regnancy  on  which  he  had  operated, 
not  one  was  mentally  sound.  A  few  years  ago  a  prominent 
Southern  physician  had  visited  him  and  incidentally  remarked 

that  Dr. had  removed  an  extra-uterine  sac  from  his  wife. 

Dr.  Price  invited  him  to  assist  him  in  a  similar  operation,  and, 
after  removing  the  specimen,  had  placed  it  in  a  basin  in  order 
that  he  might  see  it.  He  had  then  asked  the  doctor  and  the 
husband  of  the  patient  about  the  mental  condition  of  their 
wives,  and  was  told  by  the  latter  that  his  wife  had  not  spoken 
to  him  for  several  days — her  mind  was  not  right.  It  was  not 
worth  while,  said  Dr.  Price,  to  say  anything  about  criticisms 
that  might  be  offered  ;  Dr.  Eohe  could  just  go  on  with  his  work, 
paying  no  attention  to  newspaper  articles  or  to  the  carping  of 
ignorant  critics.  He  stated  that  at  least  ten  per  cent  of  the 
women  confined  in  asylums  could  be  taken  out  by  suitable  gyne- 
cological operations.  Speaking  of  the  importance  of  the  sacral 
plexus  of  nerves  being  impinged  upon  by  a  retrodisjjlaced  ute- 
rus, he  related  the  case  of  a  young  lady  who  had  consulted  him 
for  this  condition.  She  was  afraid  she  might  do  some  injury  in 
one  of  her  paroxysms,  and  she  asked  for  some  relief.  The  ute- 
rus was  replaced  and  retained  by  a  pessary,  and  the  woman  re- 
covered, and  she  took  the  trouble  some  time  afterward  to  enter 


872  TRANSACTIONS    OF   THE 

the  doctor's  office  with  her  father  and  husband  and  thank  Dr. 
Price  for  what  he  had  done  for  her.  "  You  may  say  that  these 
women  are  not  insane,"  said  Dr.  Price,  "  but  you  would  think 
otherwise  if  they  were  your  own  mothers,  sisters,  or  wives." 
One  of  his  patients  was  a  German  woman  whose  cervix  had  been 
closed  by  an  operation  and  who  was  morose  and  melancholy. 
He  removed  pus  tubes  and  ovarian  abscesses,  when  her  mental 
horizon  began  to  clear  up  and  she  commenced  to  take  an  in- 
terest in  all  about  her.  He  thought  Dr.  Currier's  first  case  was 
operated  on  too  soon  and  she  had  had  too  many  attendants.  If 
six  or  seven  doctors  are  attending  an  ill  doctor  he  invariably 
dies,  but  if  he  has  only  one  or  two  in  attendance  he  usually  gets 
well. 

Returning  to  the  question  of  mania  in  fibroid  disease,  he  said 
he  was  satisfied  that  few  women  with  fibroids  were  perfectly  ra- 
tional.    Such  cases  should  be  treated  by  early  hysterectomy. 

Speaking  of  the  sequelae  of  operations,  he  had  seventeen  pa- 
tients in  bed  with  legs  as  small  as  his  wrist.  They  were  all  very 
anemic,  and  the  operations  were  so  complicated  tliat  it  was  neces- 
sary to  drain  sixteen  out  of  the  seventeen.  The  trouble  is  that  such 
patients  are  hurried  home  from  the  hospital  too  soon,  and  they 
have  insufficient  food  and  clothing,  cruel  husbands,  or  friends 
who  do  not  understand  their  condition.  Farmers'  wives  head 
the  list  in  asylums.  It  is  a  very  common  thing  to  attribute  in- 
sanity to  the  operation,  but  we  might  just  as  well  attribute  it  to 
the  burning  of  the  last  baking  of  bread,  or  upsetting  a  pail  of 
milk,  or  the  chickens  dying  of  gapes,  since  they  bake  every  week, 
and  go  insane  every  week. 

Dr.  Roue,  in  closing  the  debate,  said  he  thought  the  first  case 
mentioned  by  Dr.  Carrier  should  be  attributed  to  shock.  It 
was  a  fact  that  the  shock  of  an  operation  in  a  person  predis- 
posed to  insanity  might  prodnce  an  outbreak  of  delirium  which 
might  pass  away  rapidly.  Such  patients  are  not  insane  at  all  ; 
ho  protested  against  calling  such  slight  and  transitory  delirium 
insanity.  The  second  and  third  cases  reported  by  Dr.  Currier 
both  had  histories  of  insanity,  and  he  thought  it  just  possible 
that  the  depression  caused  by  the  ojieration  had  developed  the 
latent  tsudency  to  mental  disease.  But  although  there  was  no 
evidence  of  sepsis,  he  was  inclined  to  think  that  those  cases 
were  due  to  sepsis.  He  thought  many  of  the  cases  mentioned 
by  Dr.  Price  were  clearly  cases  of  septic  insanity.  Dr.  Price 
hal  said  that  profound  anemia  caused  a  predisposition  to  insan- 
ity, and  that  the  way  to  keep  such  patients  from  going  insane 
was  to  feed  them  well  and  keep  them  from  anemia;  but  that 
matter  lay  outside  of  the  domain  of  the  abdominal  surgeon.  If 
all  patients  who  went  to  the  surgeon  were  in  good  physical 
health,  if  their  blood  was  in  good  condition,  then  he  did  not 
believe  that  mental  disturbances  would  follow  operations  once 
in  five  thousand  times. 
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Dr.  I.  S.  Stone,  of  Wa3hington,  D.  C,  also  read  a  paper,  en- 
titled 

REPORT    OF    ONE    HUNDRED    OPERATIONS    DONE    FOR   SERIOUS  STRUC- 
TURAL   DISEASE    OF    ABDOMINAL  AND    PELVIC    ORGANS 
OF    WOMEN. 

A.  detailed  account  was  given  of  the  diagnoses,  treatments, 
and  results  of  a  series  of  cases  that  were  operated  upon  onlj 
after  an  examination,  and  a  unanimous  approval  by  the  whole 
staff  of  the  hospital.  The  series  embraced  seventeen  cases  of 
pelvic  abscess,  twenty-one  cases  of  tubo-ovarian  abscess,  and 
eleven  of  myopia  uteri,  and  the  total  mortality  was  fifteen  per 
cent. 


Fourth  Day,  Septemher  8th — Morning  Session. 

DISCUSSION    OF   THE   PAPERS    OF    DRS.    PRICE   AND   STONE. 

Dr.  a..  LiPTHORN  Smith,  of  Montreal,  Canada,  confined  his 
discussion  to  the  subject  of  the  most  desirable  method  of  renfov- 
iiig  ths  uterus  for  fibroids.  While  the  tendency  of  the  profes- 
sion was  in  favor  of  total  extirpation,  he  thought  that  the  ex- 
traperitoneal treatment  of  the  stump  was  far  safer.  It  was 
madness  for  any  but  the  most  skilful  surgeon  to  attempt  Baer's 
operation,  or  any  other  requiring  total  extirpation.  He  had  had 
only  three  cases  which  required  operations,  the  remainder  be- 
ing all  treated  by  electricity.  The  three  operations  he  had  done 
were  by  the  extraperitoneal  treatment  of  the  stump,  and  they 
gave  no  anxiety  whatever.  While  there  may  be  sloughing,  it 
is  limited  ;  there  is  no  odor  nor  rise  of  temperature,  but  even  if 
there  were  it  would  not  necessarily  be  inferred  that  the  perito- 
neum would  be  in  danger  from  it.  Martin's  mortality  by  the 
intraperitoneal  method  of  treating  the  stump  was  thirty-eight 
or  thirty-nine  per  cent.  He  laid  down  the  rule  that  the  major- 
ity of  surgeons  in  tiiis  country  who  have  to  remove  fibroids 
siiould  do  it  by  the  extraperitoneal  treatment  of  the  stump.  In 
the  hands  of  men  who  had  done  several  hundred  operations  to- 
tal extirpation  was  undoubtedly  the  best,  but  it  would  be  fool- 
hardy for  any  one  not  familiar  with  the  operation  to  attempt 
it. 

Dk.  I.  S.  Stone,  of  Wasliington,  D.  C,  thought  it  strange  that 
such  an  eminent  surgeon  as  Dr.  Price  should  advocate  the  intra- 
paritoneal  treatment  of  the  stump  in  preference  to  the  total-ex- 
tirpation method.  He  thought  surgery  should  not  remain  at  a 
standstill,  and  he  was  confident  that  if  Dr.  Price  would  take  a 
few  eases  and  perform  total  extirpation  on  them  he  would  be 
satisfied  with  it.  He  would  do  it  as  well  as  he  did  everything, 
and  he  would  do  it  as  quickly  as  amputation  with  extraperito- 
neal treatment  of  the  stumj). 
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The  next  paper  read  was  entitled 

DEDUCTIONS    FEOM     MY     FIRST     ONE     HUNDRED     AND     TEN    LAPARA- 
TOMIES    FOR    APPENDICITIS,    WITH    REPORT    OF    EXPERI- 
MENTAL   INVESTIGATION, 

by  Dr.  J,  B,  Murphy,  of  Chicago,  111.  He  said  that  the  ap- 
pendix is  usually  situated  a  little  below  the  midpoint  from  um- 
bilicus to  anterior  superior  spine  of  the  ilium,  though  it  may  be 
found  near  the  kidney  to  the  left  of  the  uterus,  or  even  near  the 
spleen.  By  far  the  greater  number  of  cases  of  retention  appen- 
dicitis are  from  impaction  of  fecal  concretion.  Thus  in  forty 
cases  thirty-eight  fecal  concretions  were  found  in  the  appendix, 
and  only  two  foreign  bodies,  such  as  grape  seeds. 

Seventy  per  cent  of  autopsies  from  appendicitis  showed  per- 
foration of  the  appendix,  and  yet  suppurative  peritonitis  may 
occur  without  perforation.  Local  gangrene  is  caused  by  stop- 
page, infection  of  the  walls,  or  torsion.  A  perforation  is  usually 
followed  by  local  adhesions,  that  are  afterward  broken  by  ac- 
cumulations of  pus.  An  extraperitoneal  abscess  is  not  formed, 
as  formerly  supposed,  but  has  for  its  outer  wall  the  parietal 
peritoneum,  and  for  its  inner  the  adhesions  that  separate  it  from 
the  general  peritoneal  cavity.  Sudden  collapse  may  occur  im- 
mediately after  the  bursting  of  an  abscess  into  the  general  peri- 
toneal cavity ;  it  is  then  from  rapid  absorption  by  the  broad 
surface  of  peritoneum  of  j)tomaines.  Usually  collapse  happens 
only  several  days  after  the  rupture  occurred,  the  rupture  at  the 
time  giving  no  signs.  For  it  is  impossible  to  regard  the  amount 
of  pus  we  sometimes  find  in  the  abdomen,  in  an  operation  fol- 
lowing collapse,  as  the  accumulation  of  less  than  several  days. 

There  may  be  a  general  septic  peritonitis,  with  a  pulse  of  90 
and  temperature  of  99°  F.  (1)  Sudden  attack  of  pain  ;  (2)  nausea 
or  vomiting  ;  (3)  localized  tenderness  over  appendix  ;  (4)  eleva- 
tion of  temperature.  All  four  of  these  signs  are  needed  to  dia- 
gnose an  appendicitis,  and  with  them  the  diagnosis  has  ne\er 
proved  false. 

The  estimated  mortality  of  all  cases  of  appendicitis  is  twenty- 
seven  to  thirty  per  cent.  The  mortality  in  his  series  of  one 
hundred  and  seventeen  cases  that  were  operated  upon  was  be- 
tween nine  and  ten  per  cent.  The  intrinsic  peril  of  operation 
is  practically  nil. 

Incision  is  to  be  made  over  the  McBurney,  or  Kraft,  point. 
The  sides  of  the  cavity  are  to  be  packed  with  gauze,  that  re- 
mains five  to  fifteen  days.  iS'ever  irrigate,  but  use  dry  spong- 
ing. Manipulation  of  peritoneum,  roughening  its  endothelium, 
increases  its  liability  to  suppuration,  and  besides  the  fluid  is 
likely  to  carry  pus  into  healthy  recesses  as  well  as  out  of  the 
wound. 

When  removal  of  the  appsndix  necessitates  breaking  the  wall 
of  adhesions,  it  is  not  undertaken,  but  the  patient  is  instructed 
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to  summon  the  surgeon  at  the  iirst  symptom  of  the  return  that 
is  almost  inevitable.  At  that  time  the  appendix  is  removed  be- 
fore pus  has  had  time  to  form.  Thus,  of  eight  cases  in  which 
he  could  not  remove  the  appendix  at  the  first  operation,  in  six 
he  had  secured  it  at  a  second. 

Dk.  Robert  T.  Morkis,  of  New  York,  read  a  paper  on 

INFECTIOUS    APPENDICITIS. 

Within  the  outer  serous  envelope  that  formed  an  indistensible 
tube  was  an  inner  tube  made  up  of  mucosa,  adenoid  and  mus- 
cular tissue.  Thus  the  structure  is  precisely  the  same  as  of  in- 
testine, but  the  calibre  is  very  small.  Appendicitis  is  an  infec- 
tious, exudative  inflammation  from  displacement  of  the  guarding 
epithelium,  that  gives  a  mixed  bacterial  infection  of  the  adenoid. 
But  when  the  inner  distensible  tube  becomes  swollen  from  in- 
filtration within  the  outer  indistensible  tube,  it  must  become 
choked  and  gangrene  ensues.  In  mild  cases  exudation  takes 
place  slowly,  and  slow  necrosis  ensues.  Spasm  of  the  muscular 
wall  produces  quick  necrosis. 

The  appendix  is  supplied  by  a  single  artery.  An  endarteritis 
once  begun  must  end  at  length  in  obliteration,  and  in  the  death 
of  the  appendix  from  failure  of  blood  supply.  In  the  milder 
cases  the  incision  should  be  in  the  trend  of  the  external  oblique, 
and  but  one  inch  and  a  half  in  length.  The  intestines  may  be 
rolled  along  over  the  finger  tip  until  the  appendix  slips  out. 
The  base  is  turned  in  and  the  peritoneum  brought  together  over 
it  with  catgut  sutures.  The  after-disturbance  is  very  slight, 
and  it  is  difficult  to  keep  patients  in  bed.  In  case  of  exudation 
the  incision  should  be  twice,  in  abscess  three  times,  this  length. 
A  fifteen-volume  solution  of  peroxide  of  hydrogen  is  used  to  ir- 
rigate the  abscess  cavity,  and  tlie  drainage  wick  inserted. 

Catarrhal  appendicitis  is  a  misnomer,  as  in  all  cases  careful 
microscopic  examination  was  made  and  the  inflammation  shown 
to  be  infectious  exudative  from  the  start.  The  prompt  and  in- 
variable operative  procedure  urged  is  termed  by  some  a  fad,  as 
was  the  removal  of  the  appendages  in  the  incipiency  of  that  ope- 
ration. Between  the  two  procedures  we  must  remem])er  that 
in  the  one  we  liave  a  useful  organ,  the  removal  of  which  was 
attended  with  danger  to  the  subject's  life,  and  resulted  in  cer- 
tain undesirable  after-effects,  such  as  the  termination  of  child- 
bearing ;  while  in  the  appendix  we  have  an  entirely  useless 
organ  that  may  be  removed  without  danger  to  life,  and  with 
positively  no  undesirable  after-effects. 

Dr.  a.  C.  Berxays,  of  St.  Louis,  Mo.,  being  asked  by  the 
Chairman  to  open  the  discussion,  stated  that  it  was  difficult  to 
discuss  the  papers,  for  the  reason  that  both  were  so  exceptionally 
complete  and  exhaustive  that  little  was  left  to  be  said,  and  both 
treated  the  subject  from  the  only  scientific  standpoint,  viz.,  its 
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pathology.  He  had  never  seen  a  classification  comparing  with 
Dr.  Murphy's;  but  Dr.  Morris  had  gone  further, insomuch  as  he 
dwelt  on  the  bacterial  origin  of  the  disease.  Dr.  Morris  had  ac- 
counted for  the  frequent  gangrene  of  the  appendix  by  attribut- 
ing it  to  strangulation  of  the  inner  coat  by  the  harder  serous 
covering,  and  Dr.  Bernays  was  glad  that  he  had  been  present  to 
learn  that  point.  The  mortality  of  Dr.  Murphy's  operations, 
seven  deaths  out  of  one  hundred  and  eleven  operations,  and  of 
Dr.  Morris',  forty-eight  cases  with  four  deaths,  was  extremely 
creditable. 

Dr.  Bernays  always  makes  a  point  of  asking  the  attending 
physician  a  few  questions  before  undertaking  an  operation  for 
appendicitis — viz.,  how  long  the  patient  has  had  appendicitis, 
and  whether  any  opium  or  morphine  has  been  given.  If  the 
patient  has  been  sick  a  week  and  an  opiate  has  been  given  he 
refuses  to  operate,  for,  he  said,  "  I  do  not  like  to  perform  ante- 
mortem  post-mortems."  He  thought  the  danger  of  giving 
opium  to  a  patient  with  appendicitis  or  obstruction  of  the  bowels 
should  be  impressed  upon  the  general  practitioner.  He  knew 
that  a  great  deal  of  the  mortality  in  his  practice  was  due  to  the 
use  of  this  druu;  before  the  operation.  When  he  has  to  operate 
upon  a  confirmed  morphine  user,  he  always  sends  the  patient  to 
a  hospital  some  time  beforehand  and  interdicts  the  drug  in  the 
interval.  He  considered  the  point  about  morphine  very  impor- 
tant. 

Dr.  J.  Frank,  of  Chicago,  111.,  said  that,  without  going  into 
the  details  of  appendicitis,  he  would  divide  it  into  two  classes, 
septic  and  aseptic.  He  had  had  four  cases  of  the  aseptic  class, 
and  every  one  of  these  had  a  fecal  calculus.  The  operations  had 
not  been  performed  in  the  usual  manner,  but  by  laparatomy. 
One  of  his  patients  had  been  operated  upon  three  times  :  first 
for  cystic  ovaries,  second  for  appendicitis,  and  third  for  pain 
over  the  gall  bladder  supposed  to  be  due  to  gall  stones.  His 
plan  of  operation  differs  materially  from  that  of  other  operators, 
as  he  incises  the  peritoneum  some  distance  from  the  appendix, 
pulls  down  the  peritoneum  as  far  as  may  be  necessary,  and  then 
amputates  the  appendix. 

Of  septic  cases  he  had  from  ten  to  fourteen.  He  agreed  with 
Dr.  Murphy  as  to  the  rarity  of  foreign  substances  in  the  appen- 
dix, as  he  had  never  found  any  foreign  body.  In  one  case  he 
had  introduced  his  finger  and  thought  he  had  cleaned  out  every- 
thing, when  he  found  a  little  opening  from  which  another  gush 
of  pus  came.  He  then  provided  for  drainage  by  making  a  coun- 
ter-opening in  the  lumbar  region  and  inserting  a  drainage  tube 
all  the  waj'  through,  and  the  patient  made  a  rapid  recovery. 

He  suggested  that  in  his  future  operations  Dr.  Murphy  should 
examine  the  appendix  carefull}'  for  minute  perforations.  It 
might  have  been  possible  in  some  of  his  cases  that  a  micro- 
scopic perforation  existed  through  which  the  bacteria  spoken  of 
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by  Dr.  Morris  had  found  an  exit.  Xo  satisfactory  explanation 
had  ever  before  been  olfered  for  this  general  pns  in  the  cavity. 
He  agreed  in  the  main  with  Dr.  Bernays  as  to  the  impropriety 
of  administering  opinm  or  morphine  before  a  iaparatoray,  but 
asserted  tbat  it  was  of  occasional  advantage  aJUr  an  operation. 

Dr.  a.  Lapthoen  Smith,  of  Montreal,  Canada,  said  he  had 
never  heard  any  papers  which  had  given  him  such  a  clear  idea 
of  inflammation  of  the  appendix  as  those  ot"  Dr.  Murphy  and 
Dr.  Morris.  Many  things  previously  obscure  had  been  made 
clear.  He  desired  to  know  whether  either  of  the  authors  could 
suggest  any  way  of  preventing  the  disease,  aside  from  the  cor- 
rection of  constipation. 

Dr.  Ernest  W.  Gushing,  of  Boston,  Mass.,  said  he  had  had  an 
attack  of  appendicitis  nineteen  years  ago,  and  he  should  never 
forget  it.  The  main  point  is  the  question  of  early  operation  in 
nearly  all  cases,  or  delay  until  the  disease  has  declared  itself 
and  perhaps  gone  too  far.  Boston  surgeons  wait  until  they  are 
sure  the  disease  is  going  to  be  severe,  hence  their  large  mortality. 
He  did  not  believe  that  medicine  had  any  effect  whatever  on  the 
disease.  The  cases  where  medicine  works  well  are  those  where 
either  there  is  no  appendicitis,  or  the  case  is  a  mild  one,  without 
gangrene,  without  suppuration,  so  that  the  patient  would  get 
well  in  any  case.  No  medicine  would  cure  bad  cases;  they 
would  surely  die  unless  relieved  by  an  early  operation ;  after 
general  peritonitis  had  been  set  up  it  would  be  of  little  or  no  use. 
Late  ©iDerations  might  save  a  certain  number  of  cases  in  which 
the  disease  was  fenced  off  by  adhesions.  He  empliasized  the  fact 
that  without  operation  there  is  a  frightful  mortality;  instead  of 
saying  that  the  disease  is  not  so  bad  after  all,  for  two-thirds  of 
the  cases  get  well  without  an  operation,  M-e  should  say  that  the 
disease  is  a  horrible  one,  for  one-third  of  the  cases  die  in  spite 
of  treatment.  It  is  trifling  with  human  life,  he  said,  to  dare  to 
■wait  inactive  to  see  in  which  category  any  given  case  belongs. 
On  the  other  hand,  what  are  the  dangers  of  an  early  operation  in 
competent  hands?  They  are  practically  nothing.  ''If  it  were 
possible  for  any  three  of  us,"  he  said,  ''to  receive  a  sure  message 
from  the  future  that  the  lot  must  fall  on  one  of  us  to  die  within 
a  week  unless  we  all  had  our  appendices  removed  at  once,  would 
any  of  us  hesitate  ?  ]S"o ;  we  would  rather  say  :  '  Come,  ^[urphy, 
come  enter  our  abdomens,  take  our  appendices,  we  are  glad  to 
be  rid  of  them.'  " 

Dr.  Eliza  M.  Mosher,  of  Brooklyn,  X.  Y.,  said  the  question 
of  the  causation  of  appendicitis  was  a  most  important  one.  She 
related  the  case  of  a  patient  in  whom  a  sharp  attack  of  appendi- 
citis followed  a  large  enema  of  warm  water  with  the  body  re- 
versed. The  attack,  however,  subsided  after  reaching  the  point 
where  an  operation  seemed  inevitable.  The  patient  gave  a 
history  of  two  previous  attacks  of  inflammation  in  the  same 
region.     Dr.  Mosher  thought  there  was  some  connection  between 
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the  flushing  of  the  bowel,  the  manual  pressure,  and  this  attack 
of  appendicitis. 

Dr.  Murphy,  in  closing  the  debate  on  his  paper,  said  that  the 
fact  that  there  were  a  number  of  cases  which  get  well  without 
an  operation  was  no  argument  against  operating  in  the  majority 
of  cases.  He  had  operated  on  a  man  who  had  been  in  the  hands 
of  twenty-one  doctors,  and  every  one  (they  alleged)  had  cured 
him — they  had  twenty-one  cures  to  his  one.  He  said  that  the 
cecum  might  sometimes  be  found  far  out  of  place.  Dulness 
on  percussion  was  not  to  be  relied  on.  Pus  or  gangrene  had 
been  the  cause  of  about  ninety-nine  per  cent  of  his  cases. 

Dr.  Morris,  in  closing  the  discussion,  said,  in  reference  to  Dr. 
Bernays'  question  as  to  whether  there  was  not  sometimes  endar- 
teritis with  appendicitis,  that  the  patient  mentioned  by  him, 
and  referred  to  by  Dr.  Bernays,  had  no  other  disease,  but  had 
had  a  mild  attack  of  appendicitis  a  long  time.  He  had  never 
found  a  case  of  catarrhal  appendicitis,  although  he  had  had  seve- 
ral assistants  looking  for  it  for  some  time.  lie  regarded  opium 
as  a  dangerous  drug,  but  said  a  very  little  might  be  allowed  the 
first  night  if  the  bowels  could  be  opened  the  next  morning.  In 
reply  to  Dr.  Lapthorn  Smith's  question,  he  stated  that  the  re- 
moval of  constipation  was  the  removal  of  one  of  the  dangers  of 
appendicitis,  and  that  if  the  cecum  were  loaded  with  fecal  matter 
it  would  crush  the  mucosa. 

habits    or    POSTURE   A    CAUSE   OF   DEFORMITY   AND   DISPLACEMENT 
OF    THE   UTERUS 

■was  the  title  of  a  paper  read  by  Dr.  Eliza  M.  Mosher,  of 
Brooklyn,  ]^.  Y.,  in  which  she  described  an  instrument  she  had 
devised  for  measuring  and  recording  the  obliquity  of  the  pelvis. 
She  held,  and  cited  many  cases  in  proof,  that  any  habitual  faulty 
position  in  sitting  or  standing  which  lessened  the  normal  pelvic 
obliquity  would  cause  or  strongly  predispose  to  many  forms  of 
uterine  deformity. 

Dr.  a.  Lapthorn  Smith,  of  Montreal,  Canada,  thought  the 
paper  of  Dr.  Mosher  a  very  valuable  one.  The  profession  was 
devoting  too  much  attention  to  the  treatment  of  diseases  and  not 
enough  to  their  prevention,  but  the  old  axiom  was  still  as  true 
as  ever  that  "  an  ounce  of  prevention  is  worth  a  pound  a  cure." 
Dr.  Mosher  had  treated  the  subject  of  retroversion  in  the  single 
woman,  while  he  treated  the  condition  in  married  women.  He 
said  the  condition  was  a  source  of  much  discomfort,  and  he  be- 
lieved it  to  be  a  frequent  cause  of  fibroids.  He  did  not  believe 
there  was  any  such  thing  as  a  pathological  anteversion.  The 
Almighty  intended  that  every  time  a  woman  lifted  a  weight  the 
round  ligaments  should  contract  and  the  uterus  fall  forward. 

Dr.  Mosher  said,  in  closing  the  debate,  that  she  thought  the 
profession   overestimated   the   value   of  the   round  ligaments. 
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Tliej  were  only  calculated  to  act  as  "stay  lines"  to  he  used  in 
eraergencies.  Their  work  should  be  minimized  and  supple- 
mented by  the  force  of  gravitation,  which  was  to  be  obtained  by 
placing  the  pelvis  at  its  normal  angle  of  anterior  obliquity. 
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1.    MONOD,    E.  :    PsEUDO-MEMBRANOUS    EnTEEITIS    AND    ITS  RoLE 

IN  Gynecology  {Nouv.  Arch.  cVOhst.  et  de  Gyn.,  September, 
1893). — The  relative  frequency  with  which  intestinal  colic  ac- 
companied by  a  discharge  of  membranous  debris  is  met  with  in 
patients  suffering  from  uterine  disorders,  leads  Monod  to  believe 
that  there  is  a  more  intimate  relation  between  the  two  condi- 
tions than  is  usually  supposed.  He  quotes  at  length  six  cases 
occurring  in  his  practice. 

The  pain  complained  of  was  usually  situated  in  the  region  of 
the  transverse  colon  and  was  intermittent  and  paroxysmal  in  its 
nature.  In  three  of  the  cases  in  which  dysmenorrhea  and  mem- 
Ijrauous  enteritis  coexisted,  the  intestinal  crises  either  appeared 
or  were  intensified  at  the  menstrual  periods.  Constipation  was 
marked.  Nervous  symptoms  were  manifested  in  varying  de- 
grees. The  discharges  contained  thick  mucus  adhering  to  the 
feces,  or  veritable  tough  membranes  in  ribbon-like  form, 
plaques,  or  fibrinous  shreds. 

The  treatment  of  greatest  benefit  in  these  cases  was  found  to 
be  a  milk  diet,  alkaline  waters,  and  such  intestinal  antiseptics  as 
naphthol  and  salol.  The  essential  point  being  to  overcome  the 
constipated  habit,  oily  purgatives  are  administered,  and  daily 
injections,  simple  or  borated.  During  the  crises  of  pain  tinc- 
ture of  iodine  or  vesicatories  applied  to  the  abdomen  may  give 
relief. 

Is  it  possible  to  prove  a  direct  relationship  between  the  colitis 
and  the  genital  affection  ? 

Pseudo-membrauous  enteritis  is  of  more  frequent  occurrence 
in  the  female  than  in  the  male.  A.  greater  predisposition  to 
neuropathic  disorders,  and  consequently  to  constipation,  will  in 
part  account  for  this  condition,  but  other  causes  seem  to  Monod 
to  play  an  important  part.  In  the  six  cases  which  he  describes 
the  very  marked  intestinal  symptoms  coexisted  with  no  less 
marked  uterine  or  peri-uterine  affection.  In  three  patients 
there  was  pseudo-membranous  dysmenorrhea,  in  one  endometri- 
tis with  chronic  cervical  metritis.  The  fifth  case  had,  in  addi- 
tion to  metritis,  prolapsus  in  the  first  degree  and  retroflexion. 
In  the  sixth  case  there  was  inflammation  of  the  adnexa.  In 
each  case  the  uterine  symptoms  preceded  the  intestinal.  It  can 
readily  be  seen  that  retroflexion  and  retroversion,  by  pressure 
upon  the  intestines,  might  cause  constipation,  itself  an  active 
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cause  of  colitis.  In  inflamniatorj  processes  of  the  genitalia  a 
propagation  of  the  intlammation  to  the  neighboring  portions  of 
intestine  seems  rational  enough.  Inflammatory  exudations  also 
might  play  a  part  by  mechanical  compressure. 

When  a  patient  suffering  from  metritis,  perimetritis,  or  ute- 
rine displacement  complains  of  persistent  abdominal  pain,  a 
minute  analysis  of  the  symptoms  will  often  convince  the  practi- 
tioner that  the  origin  of  the  pain  is  not,  as  he  would  naturally 
suppose,  the  genital,  but  the  intestinal  tract.  a.  e.  s. 

2.  BoucHAcouRT,  A.  :  An  Hippockatic  Contkibution  to  the 
Study  of  I^ekvous  ok  Imaginary  Pregnancy  {Nouv.  Arch. 
dWhst.  et  de  Gyn.,  September,  1893). — The  author  submits  a 
number  of  quotations  from  the  works  of  Hippocrates,  from 
which  he  draws  the  following  conclusions: 

1.  Many  of  the  observations  of  the  Father  of  Medicine  niay 
be  classified  under  the  head  of  false  pregnancies,  designated  by 
Girard,  Baudelocque,  Gardier,  Schmitt,  and  other  more  modern 
obstetricians  as  nervous  or  imaginary  pregnancies. 

2.  In  spite  of  the  imperfection  of  the  methods  of  investiga- 
tion at  Hippocrates'  disposal,  he  was  often  able  to  make  a  clear 
diagnosis  and  to  point  out  the  pathological  causation,  not  with 
sufficient  precision,  however,  to  meet  the  therapeutic  indica- 
tions. He  proved  that  these  false  pregnancies,  so  lar  from  pre- 
venting real  pregnancies,  may  anticipate  and  even  favor  their 
development. 

3.  He  showed  the  relations  which  may  exist  between  sterility 
and  various  local  or  general  morbid  conditions. 

4.  Finally,  it  may  be  affirmed  that  Hippocrates  endeavored 
to  study  the  clinical  phenomena  of  normal  pregnancy  at  a  time 
when  physicians  intervened  but  rarely  in  this  class  of  cases, 
which  were  under  the  jurisdiction  of  the  naturcdists,  represented 
by  Aristotle  and  his  commentators.  Even  at  the  present  day 
many  of  his  observations  upon  this  subject  might  serve  as  modek 
for  study  and  clinical  analysis.  a.  e.  s. 
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At  the  annual  meeting  of  the  IS^ew  York  Obstetrical  So- 
ciety, held  Tuesday  evening,  October  17th,  1893,  the  following 
were  elected  officers  for  1893-94 :  Charles  Jewett,  Pres.; 
Egbert  H.  Grandin,  l*;^  Vice-Pres.;  George  M.  Edebohls,  '2.d 
Vlce-Pres.;  Arthur  M.  Jacobus,*  Pec.  Sec.  ;  J.  Eiddle  Goffe,* 
AssH  Pec.  Sec;  Augustus  J.  Buckmaster,  Cor.  Sec;  J.  Lee 
Morrill,*  Treas.;  George  C.  Freeborn,*  Pathologist. 

*  Re-elected. 


INDEX  TO  VOLUME  XXVIII. 


Abbott.  The  co-ordination  of  the  muscles  closing  the  urethra,  vagina,  and 
rectum,  and  its  application  to  the  precise  diagnosis  and  surgical  treat- 
ment of  injuries  to  the  pelvic  floor 635,  696 

Abdomen,  operative  work  upon  the,  the  omentum  and  the  role  it  plays  in. 

Ross 762 

Abdominal  and  pelvic  organs  of  women,  report  of  one  hundred  operations 

done  for  serious  structural  disease  of.     Stone 873 

brain,  the,  in  gynecology  :  its  reflex  and  its  rhythm.     Robin- 
son  93,128 

hematoma,  an  enormous;    operation;    removal;    cure.     Ethe- 

ridge 142 

incision,  a  plea  for  better  surgery  in  the  closure  of  the.     Long- 
year  416 

incision,  the  management  of  the.     Reed 416 

section,  an  abridged  report  of  nineteen  successive  cases  of. 

Stehman 1297 

Abortion,  tubal,  case  of  uterine  fibroid  and.     Hanks 445 

Abscess  of  the  vermiform  appendix,  etc.,  a  case  of.     Jaggard 565 

pelvic,  the  present  status  of  our  knowledge  of  the  pathology  of 
pelvic  inflammation,  with  special  reference  to  the  treatment 

of.     Maury 737,;  861 

tubo-ovarian,  and  partially  recovered  pyosalpinx.     Robinson  ....  122 
Addinsell.     On  the  effects  of  the  influenza  poison  upon  the  lying-in  wo- 
man   733 

Address,  inaugural,  before  the  Section  on  Obstetrics  of  the  first  Pan-Ame- 
rican Medical  Congress,  held  in  Washington,  September  5th,  1893. 

Mitchell 663,  708 

After-treatment,  the,  of  celiotomy  cases,  with  special  reference  to  shock 

and  sepsis.     Boise 867 

Aids  to  easy  parturition.     Saunier 714 

Aluminum,  drainage  tube  made  of.     Robinson 128 

Anastomosis  between  the  gall  bladder  and  intestine  for  obstruction  of  the 
common  duct,  a  few  practical  notes  on  the  establishment  of,  with  the 
relation  of  a  case  of  obstruction  of  the  common  duct  by  small  growth. 

Ross 293 

Angioma,  cavernous,  of  the  uterus,  with  specimen,  and  remarks  on  the 

method  of  doing  vaginal  hysterectomy.     Boldt. 834,  860 

/  ppendages,  diseased  uterine.     Waldo 428 

uterine,  conservative  surgery  of  the.     Barrows 804 

Appendicitis,  deductions  from  my  first  one  hundred  and  ten  laparatomies 

for,  with  report  of  experimental  investigation.   Murphy,  874 

Infectious.    Morris 875 

remarks  on,  with  reports  of  cases.     Fenger 161,  260 

Appendix,  vermiform,  a  case  of  abscess  of  the,  closely  adherent  to  rectum 
and  right  tube,  associated  with  double  pyosalpinx;  removal  of  sac  and 
appendages;  recovery.     Jaggard 265 

56 


882  INDEX   TO    VOLUME   XXVIII. 


Appendix,  vermiform,  inflammation  starting  in  the  cecum  and.   Williams,  260 

vermiform,  lesions  connected  with  the.     Hektoen  272 

Asphyxia,  intra-uterine,  with  report  of  three  cases.     Hulbert 282 

Axis-traction  principle  in  obstetrics,  the.     Hoffman 721 

Ayers.    The  pathology  and  treatment  of  puerperal  infection 657,  727 

B 

Bacon.    The  relation  of  rectal  disease  to  gynecology 504,  567 

Baldy.     Hysterectomy;  indications  and  technique 593,  696 

Barrows.     Conservative  surgery  of  the  uterine  appendages 804 

Bettman.     The  relation  between  the  eves  and  disease  of  the  female  geni- 
tal organs '. 498,  566 

Binkley.     Four  recent  vaginal  oophorectomies  by  Prof.  Henry  T.  Byford,  256 

Blanc.     Dystocia  due  to  imperfect  ossification  of  the  fetal  head 443 

Blood,  the,  in  pregnancy.     Zorraga 710 

Boise.     The  after-treatment  of  celiotomy  cases,  with  special  reference  to 

shock  and  sepsis 867 

The  nature  of  shock 291 

Boldt.     Cavernous  angioma  of  the  uterus,  with  specimen,  and  remarks 

on  the  method  of  doing  vaginal  hysterectomy 834,  860 

Bouchacourt.     An  Hippocratic  contribution  to  the  study  of  nervous  or 

imaginary  pregnancy 880 

Brain,  the  abominal,  in  gynecology:  its  reflex  and  its  rhythm.     Robin- 
son  93,128 

Broomall,    Three  cases  of  symphysiotomy,  with  one  death  from  sepsis. . .  305 

Bullitt.     A  new  pelvimeter 562 

Byford.     Infected  ovarian  tumor  with  extensive  adhesions  removed  from 

a  woman  four  months  pregnant 270 

Two  fetuses  removed  from  the  peritoneal  cavity  at  one  operation,  269 

C 

Calcified  ovary,  see  also  case  reported  on  p.  846. 

tumors  of  the  ovary.     Williams . .       1 

Campbell.    Forceps  delivery 722 

Carcinoma,  mammary.     Lyons .   127 

Carcinomatous  uterus.     Martin 121 

Cecum  and  vermiform  appendix,  inflammation  starting  in  the.     Williams,  260 

Gerlach's  valve  in  the,     Robinson 272 

Celiotomy  cases,  the  after-treatment  of,  with  special  reference  to  shock 

and  sepsis.     Boise 867 

results  of  aseptic.     Wathen 889 

Cellulitis,  pelvic  peritonitis  and.     Keiller 313 

Cervix,  dilatation  of  the,  for  dysmenorrhea.     Pond 287 

Cesarean  section,  a  case  of.     Stark 584 

section,  successful  case  of.     Foster 255 

section,  the  second  successful,  performed  in  Cincinnati.     Mitch- 
ell  520,  583 

Chestnut.     Tlie  induction  of  premature  labor 712 

Chloroform  in  labor,  the  therapeutic  application  of.     Upshur 718 

Cholera  and  lactation.    Gaillard 441 

and  pregnancy.     Gaillard 440 

Church.     Removal  of  ovaries  and  tubes  in  the  insane  and  neurotic .. .  491,  569 
Coleman.     A  case  of  diffuse  sarcoma  of  the  mucous  membrane  of  the 

uterus 811 

Conservative  operations  upon  the  ovary,     Pozzi 446 

Contraction  of  the  urethra  in  women.     Loubeau 448 

Cook.     Should  marriage  be  recommended  as  a  remedy  for  disease  in 

women? 831,857 

Co-ordination,  the,  of  the  muscles  closing  the  urethra,  vagina,  and  rectum, 
and  its  application  to  the  precise  diagnosis  and  surgical  treatment  of 

injuries  to  the  pelvic  floor.     Abbott 635,  696 

Cord,  influence  of  a  single  ligature  of  the,  upon  delivery.     Nguyen-  Khac 
Can 441 


INDE^   TO    VOLUME    XXVIII. 


883 


PAGE 

Cord,  umbilical,  knots  in  the.     Weston 144 

Cranioclast,  embryotome,  and  cephalotribe  combined.     Edgar ^52 

Crofford.     A  fibroid  tumor  complicating  delivery 398 

Curetting,  digital,  of  the  puerperal  uterus.     Stahl 110,  138 

Currier.     The  intra-uterine  tampon 689 

Cyst,  fibroid  with,  in  its  centre.     Waldo 428 

D 

Davis.     The  toxemia  of  pregnancy  :  its  diagnosis  and  treatment 853 

Death,  sudden,  during  labor.     Vinay 590 

De  Saussure.     Obstetrics  among  the  negroes  of  South  Carolina _. .  717 

Dilatation  of  the  os  uteri,  a  method  of  performing  rapid  manual,  and  its 

advantages  in  the  treatment  of  placenta  previa.     Harris 719 

Disease  in  women,  should  marriage  be  recommended  as  a  remedy  for  ? 

Cook ! 831,  857 

Drainage  in  the  treatment  of  acute  septic  endometritis.     Sprigg.^ _. . .  858 

of  ovarian  cysts  where  the  adhesions  are  such  that  it  is  impossible 

to  remove  the  sac.     Vander  Veer 866 

tube  made  of  aluminum.     Robinson 128 

Duff.     The  care  of  pregnant  \\  omen _ 287 

Dilhrssen.     The  value  of  deep  incisions  of  the  cervix  and  perineum  in  ob- 
stetrical practice 735 

Dysmenorrhea,  dilatation  of  the  cervix  for.     Pond" 287 

membranous:  treatment  by  curettage  and  the  application 
of  a  two  and  a  half  per  cent  solution  of  carbolic  acid 

— with  cases.     Reamy 99 

Dystocia  due  to  imperfect  ossification  of  the  fetal  head.    Blanc 443 

E 

Eclampsia,  puerperal,  a  study  of  the  pathogenesis  of.    Herrgott 444 

puerperal  :    the  experience  of  the  Boston  Lying-in  Hospital 

during  the  last  eight  years.     Green 18,  147 

Edebohls.     The  operative  treatment  of  complete  prolapsus  uteri  et  vagini3e,     68 
The  technique  of  total  extirpation  of  the  fibromatous  ute- 
rus  606,  696 

Edgar.     A  case  of  symphysiotomy 426 

Combined  cranioclast,  embr^'otome,  and  cephalotribe  852 

The  mechanism  of  labor;   some  experimental  and  clinical  obser- 
vations  479 

Electrical  treatment  of  fibroid  tumors  of  the  uterus,  a  plea  for  the  value  of 

early  diagnosis  and  prompt.     Massey 703 

Electricity,   chronic  oophoritis  and  its  treatment  by  :   a  clinical  study. 

Sanders .205,  352,  534 

Endometritis,  acute  septic,  drainage  in  the  treatment  of.     Spring 858 

Enterocele,  vaginal,  in  pregnancy  and  labor.     Hirst 74 

Enterostomy  and  drainage  in  the  treatment  of  diffuse  septic  peritonitis. 

Henrotin 199,  260 

Etheridge.    An  enormous  abdominal  hematoma;  operation;  removal;  cure,  142 

Exophthalmic  goitre.     Tompkins 669,  729 

Extirpation,   total,   of  the  fibromatous  uterus,  the  technique  of.     Ede- 
bohls  606,696 

Extra-uterine  pregnancy,  treatment  of,  after  the  viability  of  the  child, 

with  report  of  two  cases.     Johnson 693 

pregnancy,  with  report  of  cases.     Peck 409 

Eyes  and  disease  of  the   female  genital  organs,  the  relation  between. 

Bettman 498,  566 


Fallopian  tubes  and  ovaries,  by  what  authority  are  resections  of  the,  and 
the  enucleation  of  myomata,  characterized  as  "  surgical  amuse- 
ment"?    Martin , 240 


884  INDEX    TO    VOLUME    XXVIII. 

PAGE 

Fallopian  tube,  three  cases  of  myeloma  (sarcoma)  of  the.    Jones 324 

Fenger.     Remarks  on  appendicitis,  with  reports  of  cases 161 ,  260 

Fetal  heart  sounds,  the  application  of  graphics  to  the.     Hamilton. . .  .685,  710 
Fetuses,  two,   removed    from  the  peritoneal    cavity  at   one    operation. 

Byford 26» 

Fibroid,  a,  of  a  uterns.     Lyons 127 

tumor,  a,  complicating  delivery.     Crofford 398 

tumor  arising  from  the  fundus  of  the  uterus.     Martin 145 

tumor.     Martin 123 

tumors  of  the  uterus,  a  plea  for  the  value  of  early  diagnosis  and 

prompt  electrical  treatment  of.     Massey > .  -    703 

uterine,  case  of,  and  tubal  abortion.     Hanks  427 

uterine,  with  pedicle  unsuspected  before  operation.     Hanks.    . . .  427 

with  cyst  in  its  centre.     Waldo 428 

Fibroids  of  the  uterus,  the  operative  treatment  of.     Mann 150 

uterine,  dangers  and  complications  of.     Gordon 106,  152 

Fibromatous  uterus,   the  technique  of  total  extirpation    of    the.     Ede- 

bohls 606,  fi96 

Foerster,     Comparative  microscopical  studies  of  the  ovary 45b,  77& 

Forceps,  a  few  practical  questions  concerning  the.     Haehnlen 722 

delivery.     Campbell 722 

Foster.     Successful  case  of  Cesarean  section 255 

G 

Gaillard.     Cholera  and  lactation 441 

Cholera  and  pregnancy 440 

Galbraith.     Poliomyelitis  anterior  acuta  infantilis  :  its  etiology  and  treat- 
ment— a  clinical  study  of  seventy-five  cases 816 

Gall  bladder  and  intestine,  a  few  practical  notes  on  the  establishment  of 
anastomosis  between  the,  for  obstruction  of  the  common  duct, 
with  the  relation  of  a  case  of  obstruction  of  the  common  duct 

by  small  growth.     Ross 293 

bladder,  surgical  diseases  of  the,  a  contribution  to  the  pathology  of. 

Manton 292 

Garrigues.    Symphysiotomy 626,  72& 

Genital  organs,  the  relation  between  the  eyes  and  disease  of  the  female. 

Bettman 498,  56ft 

Gerlach's  valve  in  the  cecum.     Robinson 272 

Gestation,  protracted,  a  case  of — delivery  on  the  three  hundred  and  eighty- 
ninth  day.     Hayes '. .  794 

Giles.     Observations  on  the  etiology  of  the  sickness  of  pregnancy 730 

Glycerin,  a  case  of  induction  of  labor  by  the  intra-uterine  injection  of. 

Stanton 573 

Goitre,  exophthalmic.     Tompkins 669,729 

Gordon.     Dangers  and  complications  of  uterine  fibroids 106,  153 

Green.     Puerperal    eclampsia :    the  experience  of  the  Boston  Lying-in 

Hospital  during  the  last  eight  years  18,  147 

Guiterrez.     A  comparison  between  the  American  and  European  pelvis, 

with  practical  consequences  arising  from  the  peculiar  Mexican  pelvis,  709^ 
Gynecology,  the  relation  of  rectal  disease  to.    Bacon ..  504,  567 

H 

Haehnlen.     A  few  practical  questions  concerning  the  forceps 722^ 

Hamilton.     Resolutions  714 

The  application  of  graphics  to  the  fetal  heart  sounds 685,  710 

Hanks.     Case  of  uterine  fibroid  and  tubal  abortion 427 

Operation  for  tubal  pregnancy  in  the  absence  of  objective  symp- 
toms   ,    427 

Uterine  fibroid  with  pedicle  unsuspected  before  operation 427 

Hams.     A  method  of  performing  rapid  manual  dilatation  of  the  os  uteri, 

and  its  advantage  in  the  treatment  of  placenta  previa 71^ 


INDEX    TO    VOLUME    XXTIII.  885 

PAOE 

Hayes.     A  case  of  protracted  gestation — delivery  on  the   three   hundred 

and  eighty-ninth  day 794 

Heart  sounds,  fetal,  the  application  of  graphics  to  the.     Hamilton. . .  .685,  710 

Hektoen.    Lesions  connected  with  the  vermiform  appendix 272 

Vitelline-duct  remains  at  the  navel  340 

Hematoma,  an  enormous  abdominal ;  operation ;  removal ;  cure.     Ethe- 

ridge 142 

of  the  vulva.     Murray 42 

of  the  vulva,  ■^ith  report  of  a  case.     Murray 22  6 

Hemorrhage,  intrapelvic,  what  are  the  indications  for  abdominal  section 

in  ?    Kosenwasser  412 

Hemorrhages  of  pregnancy,  the  :  their  management.     Polak 708 

Henrotin.     Enterostom}'  and  drainaffe  in  the  treatment  of  diflfuse  septic 

peritonitis ^ 199,260 

Herrgott.     A  study  of  the  pathogenesis  of  puerperal  eclampsia 444 

Hirst      Vaginal  enterocele  in  pregnancy  and  labor ,     74 

Hoflfman.     The  axis-traction  principle  in  obstetrics  721 

Hulbert.     Intra-uterine  asphyxia,  with  report  of  three  cases  282 

Hysterectomy  ;  indications  and  technique.     Baldy 593,  696 

staff,  a  new.     Stone  407 

supravaginal,  the  extraperitoneal  treatment  of  the  stump 

in.     Price 61 

vaginal.     Montgomery 611,704 

vaginal,  the  results  of.     McCosh . 704 

vaginal,  see  also  Angioma,  cavernous. 
Hystero-epilepsy  :  a  report  of  seven  cases  cured  by  surgical  treatment. 
Sims 80 

I 

Incision,  abdominal,  the  management  of  the.     Reed 416 

Incisions,  deep,  of  the  cervix  and  perineum  in  obstetrical  practice,   the 

value  of.     Dlihrssen ...  735 

Infection,  puerperal,  the  pathology  and  treatment  of.     Ayers 657,  727 

Influenza  poison,  on  the  effects  of  the,  upon  the  lying-in  woman.     Addin- 

sell 733 

Injuries  of  the  pelvic  floor,  pathology  and  treatment  of.     Skene  156 

Insane  and  neurotic,  removal  of  ovaries  and  tubes  in  the.     Church 491,  569 

the  legal  question  in  operation  on  the.     Manton 423 

Intrapelvic  hemorrhage,  what  are  the  indications  for  abdominal  section 

in  ?    Rosenwasser 412 

Intra-uterine  asphyxia,  with  report  of  three  cases.     Hulbert 282 

tampon,  the.     Currier 689 

Items 158,  304  736,  8S0 


Jaggard.     A  case  of  abscess  of  the  vermiform  appendix  closely  adherent 
to  rectum  and  right  tube,  associated  with  double  pyosalpinx  ;  removal 

of  sac  and  appendages  ;  recovery 265,  565 

Jenks.     Perineo-vaginal  restoration 638,  696 

Jones.     Three  cases  of  myeloma  (sarcoma)  of  the  Fallopian  tube  ....  324 

Johnson.     Treatment  of  extra-uterine  pregnancy  after  the  viability  of  the 

child,  with  report  of  two  cases '. . .    ...  693 

Johnstone.     Difficult  removal  of  a  placenta  which  had  formed  an  organic 

union  with  the  uterus 582 

K 

Keiller.    Pelvic  peritonitis  and  cellulitis 313 

Kelly.     The  anatomy  of  the  round  ligament  296 

Urinalysis  in  gynecology .   429 

King.     Labor  obstructed  by  ovarian  tumor 88 

Knots  in  the  umbilical  cord.     Weston 144 


886  INDEX   TO   VOLUME   XXYIII. 


PAGE 

Labor,  induction  of,  by  the  intra-ulerine  injection  of  glycerin,  a  case  of. 

Stantou 573 

obstructed  by  ovarian  tumor.     King 88 

premature,  the  induction  of.     Chestnut 712 

sudden  death  during.     Vinay 590 

the  mechanism  of.     Rutherford , 716 

the  mechanism  of;    some  experimental  and  clinical  observations. 

Edgar 573 

the  therapeutic  application  of  chloroform  in.     Upshur 718 

Lactation  and  cholera.     Gaillard 441 

Laparatomy,  five  cases  of,  with  macroscopical  examination  of  specimens. 

Waite 509 

Legal  question,  the,  in  operations  on  the  insane.     Manton..   .    423 

Ligature,  influence  of  a  single,  of  the  cord  upon  delivery.     Nguyen-Khac 

Can 441 

Lippert.     The  value  of  treatment  in  pelvic  disease 231 

Longyear.  A  plea  for  better  surgery  in  the  closure  of  the  abdominal  inci- 
sion   " 416 

Loubeau.     Contraction  of  the  urethra  in  women 448 

Lyons.    A  fibroid  of  a  uterus 127 

Mammary  carcinoma 127 

M 

Mammary  carcinoma.    Lyons 127 

Mann.     The  operative  treatment  of  fibroids  of  the  uterus 150 

Manton.     A  contribution  to  the  pathology  of  surgical  disease  of  the  gall 

bladder 292 

The  legal  question  in  operations  on  the  insane 423 

Marriage,  should  it  be  recommended  as  a  remedy  for  disease  in  women  ? 

Cook 831,857 

Martin.  By  what  authority  are  resections  of  the  Fallopian  tubes  and  ova- 
ries and  the  enucleation  of  myomata  characterized  as  "sur- 
gical amusement "  ? 240 

Carcinomatous  uterus 121 

Fibroid  tumor 122 

Fibroid  tumor  arising  from  the  fundus  of  the  uterus 145 

Masfey.     A  plea  for  the  value  of  early  diagnosis  and  prompt  electrical 

treatment  of  fibroid  tumors  of  the  uterus 703 

Maternity  hospitals  and  their  results.     Price 720 

Maury.  The  present  status  of  our  knowledge  of  the  pathology  of  pelvic 
inflammation,   with  special  reference  to  the    treatment    of    pelvic 

abscess  737,  861 

McCann,  Turner.     On  the  occurrence  of  sugar  in  the  urine  during  the 

puerperal  state 302 

McCosh.     The  results  of  vaginal  hysterectomy 704 

McMurtry.     The  present  position  of  pelvic  surgery 449 

Mechanism  of  labor,  the.     Rutherford 716 

of  labor,  the;   some  experimental  and  clinical  observations. 

Edgar 479 

Membranous  dysmenorrhea:  treatment  by  curettage  and  the  application 
of  a  two  and  a  half  per  cent  solution  of  carbolic  acid — with  cases. 

Reamy 99 

Mental  disturbances  following  operations  upon    the  pelvic  organs,   an 

inquiry  into  the  etiology  of.     Robe 870 

Metrosalpingitis,  suppurative,  a  case  of.     Zinke 579 

Mexican  pelvis,  see  Pelvis. 

^Microscopical  studies  of  the  ovary,  comparative.     Foerster 458,  779 

Migration,  internal,  of  the  ovum.     Taylor 408 

Mitchell.  Inaugural  address  before  the  Section  on  Obstetrics  of  the  first 
Pan-American  Medical  Congress,  held  in  Washington,  September  5th, 
1898 663,  708 


INDEX   TO   VOLUME   XXYIII.  887 


Mitchell.  The  second  successful  Cesarean  section  performed  in  Cincin- 
nati  520,  583 

jMonod.     Pseudo-membranous  enteritis  and  its  role  in  gynecology 879 

Montgomery.     Vaginal  hysterectomy .  .611,  704 

Morris.     Infectious  appendicitis ...    ....  875 

Mosher.     Habits  of  posture  a  cause  of  deformity  and  displacement  of  the 

uterus 878 

Murphy.     Deductions  from  my  first  one  hundred  and  ten  laparatomies  for 

appendicitis,  with  report  of  experimental  investigation  874 

Murray.     Clinical  report  of  cases  of  pyosalpinx  treated  by  uterine  drain- 
age, with  subsequent  conception . 246 

Hematoma  of  the  vulva 428 

Hematoma  of  the  vulva,  with  report  of  a  case 226 

Muscles,  the  co-ordination  of  the,  closing  the  urethra,  vagina,  and  rec- 
tum, and  its  application  to  the  precise  diagnosis  and  surgical  treat- 
ment of  injuries  to  the  pelvic  floor.     Abbott 635,  696 

Myeloma  (sarcoma)  of  the  Fallopian  tube,  three  cases  of.     Jones 324 

Myomata,  by  what  authority  are  resections  of  the  Fallopian  tubes  and  ova- 
ries and  the  enucleation  of,  characterized  as  "  surgical  amusement"  ? 

Martin 240 

Myomectomy,  a  case  of,  with  extraperitoneal  treatment  of  the  pedicle, 
followed  by  pregnancy  and  complicated  by  hemorrhages  through  the 
abdominal  cicatrix.    Werder 420 

Xavel,  vitelline-duct  remains  at  the.     Hektoen 340 

Negroes  of  South  Carolina,  obstetrics  among  the.     De  Saussure 717 

Neuralgia,  pelvic,  surgical  intervention  in  severe  cases  of.     Richelot 443 

Nguyen-Khac  Can.  Influence  of  a  single  ligature  of  the  cord  upon  de- 
livery    441 

Noble.     The  question  of  operation  in  cases  of  chronic  ovaritis 59 

The  relation  of  certain  urinary  conditions  to  gynecological  sur- 
gery  753,  863 

O 

Obstetrics  among  the  negroes  of  South  Carolina.     De  Saussure 717 

conservative,   recent  surgical  advances  and  their  relation  to. 

Wilson 648,  737 

in  general  practice,  the  status  of.     Root 711 

Omentum,  the,  and  the  role  it  plays  in  operative  work  upon  the  abdomen. 

Ross 763 

Oophorectomies,  four  recent  vaginal,  by  Prof.  Henry  T.  Byford.     Bink- 

ley 256 

Oophoritis,   chronic,   and  its  treatment  by  electricity:    a  clinical  study. 

Sanders 205,  353,  524 

Opie.     The  influence  of  surgery  upon  modern  obstetrics 742 

Ossification,  imperfect,  of  the  fetal  head,  dystocia  due  to.     Blanc 436 

Ovarian  cysts,  drainage  of,  where  the  adhesions  are  such  that  it  is  impos- 
sible to  remove  the  sac.     Vander  Veer 866 

tumor  complicated  by  encysted  remains  of  tubal  gestation  on  one 
side  and  calcified  ovary  on  the  other,  report  of  a  case  of. 

Rosenwasser  846 

tumor,  infected,  with  extensive  adhesions  removed  from  a  wo- 
man four  months  pregnant.     Byford 370 

tumor,  labor  obstructed  by.     King 88 

Ovaries  and  tubes,  removal  of,  in  the  insane  and  neurotic.     Church  .  .491,  569 

Ovaritis,  chronic,  the  question  of  operation  in  cases  of.     Noble 59 

Ovary,  calcified,  see  also  case  reported  on  p.  846. 

calcified  tumors  of  the.     Williams 1 

comparative  microscopical  studies  of  the.     Foerster 458,779 

conservative  operations  upon  the.     Pozzi 446 

Ovum,  internal  migration  of  the.    Taylor 408 


INDEX    TO    VOLUME    XXVIII. 


Parturition,  aids  to  easy.     Saunier 714 

Peck.     Extra-uterine  pregnancy,  with  report  of  cases 409 

Pelvic  disease  and  psychical  disturbances  in  women,  further  observations 

on  the  relation  of.     Rohe 423 

disease,  the  value  of  treatment  in.     Lippert 231 

floor,  pathology  and  treatment  of  injuries  of  the.     Skene 156 

inflammation,  the  present  status  of  our  knowledge  of  the  pathology 
of,  with  special   reference  to  the  treatment  of  pelvic  abscess. 

Maury ..737,861 

neuralgia,  surgical  intervention  in  severe  cases  of.     Richelot 442 

surgery,  the  present  position  of.     McMurtry 449 

Pelvimeter,  a  new.     Bullitt 562 

Pelvis,  a  comparison  between  the  American  and  European,  with  practical 
consequences  arising  from  the  peculiar  Mexican  pelvis.     Guiterrez. . .  709 

Perineo-vaginal  restoration.     Jeuks 638,  696 

Perineum,  central  rupture  of  the:  its  causation  and  prevention.     Sexton. .  420 
Peritonitis,  diffuse  septic,  enterostomy  and  drainage  in  the  treatment  of. 

Henrotin 199,  260 

pelvic,  and  cellulitis.     Kelller 313 

Peterson.     Tubal  and  peritoneal  tuberculosis 44 

Phlegmasia  dolens,  two  cases  of.     Winter 680,  727 

Placenta,  difficult  removal  of  a,  which  had  formed  an  organic  union  with 

the  uterus.     Johnstone . .  582 

previa,  a  method  of  performing  rapid  manual  dilatation  of  the  os 

uteri,  and  its  advantages  in  the  treatment  of.     Harris.    719 

previa,  a  study  of,  especially  the  causes  of  the  hemorrhages. 

Stevenson 710 

previa:  a  study  of  its  pathology.     Weuning 283 

Polak.     The  hemorrhages  of  pregnancy:  their  management. 708 

Poliomyelitis  anterior  acuta  infantilis  :  its  etiology  and  treatment — a  clini- 
cal study  of  seventy-five  cases.     Galbraith 816 

Pond.     Dilatation  of  the  cervix  for  dysmenorrhea 287 

Posture,  habits  of,  a  cause  of  deformity  and  displacement  of  the  uterus. 

Mosher 878 

Pozzi.     Conservative  operations  upon  the  ovary 446 

Pregnancy  and  cholera.     Gaillard 440 

the  blood  in.     Zorraga 710 

the  hemorrhages  of:  their  management.     Polak 708 

the  sickness  of,  observations  on  the  etiology  of.     Giles 730 

the  toxemia  of  :  its  diagnosis  and  treatment.     Davis 853 

Pregnant  women,  the  care  of.     Duff . 287 

Premature  labor,  the  induction  of.     Chestnut 712 

Price.     Maternity  Hospitals  and  their  results 720 

The  extraperitoneal  treatment  of  the  stump  in  supravaginal  hyste- 
rectomy  619 

Prolapsus  uteri  et  vaginae,  the  operative  treatment  of  complete.    Edebohls,    68 
Protracted  gestation,  a  case  of — delivery  on  the  three  hundred  and  eighty- 
ninth  day.     Hayes 794 

Psychical  disturbances  in  women  and  pelvic  disease,  further  observations 

on  the  relation  of.     Rohe 423 

Puerperal  eclampsia,  a  study  of  the  pathogenesis  of.     Herrgott 444 

eclampsia:  the  experience  of  the  Boston  Lying-in  Hospital  during 

the  last  eight  years.     Green 18,  147 

infection,  the  pathology  and  treatment  of.     Ayers 657,  727 

uterus,  digital  curetting  of  the.     Stahl 110,  138 

Pyosalpinx  treated  by  uterine  drainage,  with  subsequent  conception,  clini- 
cal report  of  cases  of .     Murray 246 

R 

Reamy.  Membranous  dysmenorrhea:  treatment  by  curettage  and  the  ap- 
plication of  a  two  and  a  half  per  cent  solution  of  carbolic  acid — with 
cases 99 


INDEX    TO    VOLUME    XXVIII.  889 


Bectal  disease,  the  relation  of,  to  gynecology.     Bacon 504,  567 

Reed.     Tlie  management  of  the  abdominal  incision ...  416 

Report  of  one  hundred  operations  done  for  serious  structural  disease  of 

abdominal  and  pelvic  organs  of  women.     Stone 873 

Resolutions.     Hamilton 714 

Restoration,  periueo-vaginal.     Jenks 638,  696 

Reviews.     Leopold.     Arbeiteu  aus  der  Koniglichen  Frauenklinik  in  Dres- 
den.    I.  Band.     Report  from  the  Dresden  Royal  Lying-in 

Hospital 734 

"Transactions  of  the  American  Association  of  Obstetricians  and 

Gynecologists 735 

Transactions  of  the  Southern  Surgical  and  Gynecological  Asso- 
ciation       ....    735 

Richelot.     Surgical  intervention  in  severe  cases  of  pelvic  neuralgia 442 

Robinson.     Drainage  tube  made  of  aluminum 128 

Gerlach's  valve  in  the  cecum 272 

Spirally  twisted  angular  tubes 125 

The  abdominal  brain  in  gynecology:  its  reflex  and  its  rhythm, 

931,  128 

Tubo-ovarian  abscess  and  partially  recovered  pyosalpinx 24 

Uterus  of  a  multiparous  sow ...  280 

Rohe.     An  inquiry  into  the  etiology  of  mental  disturbances  following 

operations  upon  the  pelvic  organs 870 

Further  observations  on  the  relation  of  pelvic  disease  and  psychi- 
cal disturbances  in  women 423 

Root.     Tlie  status  of  obstetrics  in  general  practice 711 

Rosenwasser.     Report  of  a  case  of  ovarian  tumor  complicated  by  encysted 
remains  of  tubal  gestation  on  one  side  and  calcified 

ovary  on  the  otlier 846 

What  are  the  indications  for  abdominal  section  in  intrapel- 

vic  hemorrhage? 412 

Ross,  A  few  practical  notes  on  the  establishment  of  anastomosis  between 
the  gall  bladder  and  intestine  for  obstruction  of  the  com- 
mon duct,  with  the  relation  of  a  case  of  obstruction  of  the  com- 
mon duct  by  small  growth 293 

The  omentum  and  the  role  it  plays  in  operative  work  upon  the  ab- 
domen       762 

Round  ligament,  the  anatomy  of  the.     Kelly 296 

Rupture,  central,  of  the  perineum:  its  causation  and  prevention.     Sexton,  420 
Rutherford.     The  mechanism  of  labor 716 

S 

Sarcoma,  diffuse,  of  the  mucous  membrane  of  the  uterus,  a  case  of.    Cole- 
man...  , 811 

Sanders.     Chronic  oophoritis  and  its  treatment  by  electricity:  a  clinical 

study 205,  352,  524 

Saunier.     Aids  to  easy  parturition 714 

Sexton.     Central  rupture  of  the  perineum:  its  causation  and  prevention. .     420 

Shock,  the  nature  of.     Boise 291 

Sickness  of  pregnancy,  observations  on  the  etiology  of  the.     Giles 730 

Sims.     Hystero-epilepsy:  a  report  of  seven  cases  cured  by  surgical  treat- 
ment      80 

Skene.     Pathology  and  treatment  of  injuries  of  the  pelvic  floor 156 

Sprigg.     Drainage  in  the  treatment  of  acute  septic  endometritis 858 

Sow,  uterus  of  a  multiparous.     Robinson 280 

Stahl.     Digital  curetting  of  the  puerperal  uterus 110,  138 

Stanton.     A  case  of  induction  of  labor  by  the  intra-uterine  injection  of 

glycerin 578 

Symphysiotomy 403,  434 

Stark.     A  case  of  Cesarean  section 584 

Stehman.     An  abridged  report  of  nineteen  successive  cases  of  abdominal 

section 129 


890  INDEX   TO    VOLUME   XXVIII. 

FAGS 

Stevenson.    A  study  of  placenta  previa,  especially  the  causes  of  the  hem- 
orrhages  710 

Stone.     A  new  hysterectomy  staff. .   407 

Report  of  one  hundred  operations  done  for  serious  structural  dis- 
ease of  abdominal  and  pelvic  organs  of  vromen 873 

Stump  in  supravaginal  hysterectomy,  the  extraperitoneal  treatment  of  the. 

Price 619^ 

Sugar  in  the  urine  during  the  puerperal  state,  on  the  occurrence  of. 

JMcCann,  Turner 30S 

Surgery,  a  plea  for  better,  in  the  closure  of  the  abdominal  incision.    Long- 
year ..    416 

conservative,  of  the  uterine  appendages.     Barrows 804 

gynecoloerical,  the  relation  of    certain  urinary  conditions    to. 

Noble 753,  863 

pelvic,  the  present  position  of.     McMurtry 449 

the  influence  of,  upon  modern  obstetrics.     Opie 726 

Surgical  advances,  recent,  and  their  relation  to  conservative  obstetrics. 

Wilson 648,727 

Symphysiotomy,  a  case  of.     Edgar 426 

Garrigues 626,  726 

Stanton  403,  434 

three  cases  of,  with  one  death  from  sepsis.    Broomall. . .  305 
Zinke 589 


T 

Tampon,  the  intra-uterine.     Currier 689 

Taylor.     Internal  migration  of  the  ovum 408 

Tompkins.     Exophthalmic  goitre 669,  729 

Toxemia  of  pregnancy,  the  :  its  diagnosis  and  treatment.     Davis 853 

Tubal  gestation,  see  also  case  reported  on  p.  846. 

pregnancy,  operation  for,  in  the  absence  of  objective  symptoms. 

Hanks 427 

Tuberculosis,  tubal  and  peritoneal.     Peterson 44 

Tubes,  spirally  twisted  angular.     Robinson 125 

Tubo-ovarian  abscess  and  partially  recovered  pyosalpinx.     Robinson 124 

Turner,  McCann.     On  the  occurrence  of  sugar  in  the  urine  during  the 

puerperal  state 302 

Twisted  angular  tubes,  spirally.     Robinson 125 


U 

Umbilical  cord,  knots  in  the.     Weston 144 

Upshur.     The  therapeutic  application  of  chloroform  in  labor 718 

Urethra  in  women,  contraction  of  the.     Loubeau 448 

Urinalysis  in  gynecology.     Kelly 429 

Urinary  conditions,    the  relation  of  certain,   to  gynecological    surgery. 

Noble 753,  863 

Urine,  on  the  occurrence  of  sugar  in  the,   during  the  puerperal  state. 

McCann,  Turner 302 

Uteri  et  vaginae  prolapsus,  the  operative  treatment  of  complete.  Edebohls,     68 

Uterine  appendages,  diseased.     Waldo 428 

Uterus,  a  fibroid  of  a.     Lyons 127 

carcinomatous.     Martin 121 

cavernous  angioma  of  the,  with  specimen,    and  remarks  on   the 

method  of  doing  vaginal  hysterectomy.    Boldt 834,  860 

deformity  and  displacement  of  the,  habits  of  posture  a  cause  of. 

Mosher 878 

diffuse  sarcoma  of  the  mucous  membrane  of  the,  a  case  of.     Cole- 
man    811 


INDEX   TO    VOLUME   XXVIII.  891 

PAGE 

Uterus,  drainage,  clinical  report  of  cases  of  pyosalpinx  treated  by,  with 

subsequent  conception.     Murray 346 

fibroid  witli  pedicle  unsuspected  before  operation.     Hanks 427 

fibroids,  dangers  and  complications  of.     Gordon. 106,  152 

fibroid  tumor  arising  from  the  fundus  of  the.     Martin 145 

fibroids  of  the,  the  operative  treatment  of.     Mann 150 

of  a  multiparous  sow.     Robinson 280 

puerperal,  digital  curetting  of  the.     Stahl 110,  138 

V 

Vaginal  enterocele  in  pregnancy  and  labor.     Hirst 74 

hysterectomy,  see  Hysterectomy. 
Vander  Veer.     Drainage  of  ovarian  cysts  where  the  adhesions  are  such 

that  it  is  impossible  to  remove  the  sac 866 

Vermiform  appendix,  a  case  of  abscess  of  the,  etc.     Jaggard 565 

Vinay.     Sudden  death  during  labor 590 

Vitellineduct  remains  at  the  navel.     Hektoen 340 

Vulva,  hematoma  of  the.     Murray 428 

hematoma  of  the,  with  report  of  a  case.     Murray 226 

W 

Waite.    Five  cases  of  laparatomy,  with  macroscopical  examination  of 

specimens 509 

Waldo.     Diseased  uterine  appendages : 428 

Fibroid  with  cyst  in  its  centre 428 

Wathen.     Results  of  aseptic  celiotomy 389 

Wenning.     Placenta  previa :  a  study  of  its  pathology 283 

Werder.     A  case  of  myomectomy  with  extraperitoneal  treatment  of  the 
pedicle,   followed  by  pregnancy  and  complicated  by  hemorrhages 

througii  the  abdominal  cicatrix 420 

Weston.     Knots  in  the  umbilical  cord 144 

Williams.     Calcified  tumors  of  the  ovary 1 

Inflammation  starting  in  the  cecum  and  vermiform  appendix..  260 
Wilson.     Recent  surgical  advances  and  their  relation  to  conservative  ob- 
stetrics.. 648,727 

Winter.    Two  cases  of  phlegmasia  dolens 680,  727 


Zinke.     A  case  of  suppurative  metrosalpingitis 579 

Symphysiotomy. .    589 

Zorraga.     The  blood  in  pregnancy 710 


665 


J^imciyt  ^ud  (1  V 


J 

TO   CONTKIBUTORS   AND    SUBSCRIBERS. 


All  Communications  to  this  Journal,  of  any  nature  whatsoever,  must  bk 
bontributed  to  it  exclusively.  the  editor  relies  on  all  contributors  con- 
rormino  strictly  to  this  rule. 

The  Journal  will  be  pleased  to  receive,  and  to  translate  at  its  own  expense,  contri- 
butions by  Continental  authors  written  in  French,  German,  Swedish,  or  Italian,  if  on 
examination  they  prove  desirable. 

The  Editor  is  not  responsible  for  the  views  of  contributors. 

Lithographic  Plates  or  Illustrations  on  wood  are  prepared  free  whenever 
required. 

II  Alterations  in  the  proof  involving  an  excessive  amount  of  work,  will  be  charged 
B  authors  at  the  rate  of  50  cents  an  hour. 

I  REPRINTS. — Contributors  desiring  extra  copies  of  their  articles  can  obtain 
Inem  at  reasonable  rates  by  application  to  the  printers,  Stlttiner,  Lambert  &  Co., 
los.  22,  24,  26  Reade  Street,  New  York,  immediately  after  the  acceptance  of  the  article 
|If  the  Editor. 

I  Twenty  veT^rints,  of  articles  published  among  "Original  Communications."  are 
iimished  free,  provided  the  request  is  distinctly  stated  on  the  manuscript  when  it  is 
Isnt  to  the  Editor.  t^~Neither  Editor  nor  Publishers  take  orders  for  reprints  of  any 
jind. 

1  Contributions,  Letters,  and  all  other  communications  relating  solely  to  the  edi- 
jtrial  management  of  the  Journal  should  be  sent  directly  and  exclusively  to  Dr. 
books  H.  Wells,  No.  71  West  45th  Street,  New  York. 

Subscriptions,  Exchanges,  Books  for  Review,  and  all  business  communications 
K)uld  be  addressed  to  the  publishers,  43-47  East  10th  Street,  New  York. 

Pubushers  and  Authors  are  informed  that  the  space  of  the  Journal  is  so  fuUy 
cupied  by  matter  pertaining  solely  to  the  branches  to  which  it  is  devoted,  that  only 
jrks  treating  of  these  subjects  can  be  reviewed  or  noticed.  Books  and  monographs, 
tive  and  foreign,  on  Obstetrical,  Gynecological,  and  Pediatrical  topics  will  be  re- 
pwed,  without  fail,  according  to  their  merits  and  the  space  at  disposal. 


WILLIAM   WOOD   &    COMPANY,    Publishers, 

43-47  East  Tenth  Street,  New  York. 


AMERICAN    JOURNAL    OF    OBSTETRICS. 


THE  liEADING  ISTORK  ON  THE  SUBJECT. 


A  New  JEdition,  thoroughly  revised,  and  in  many  parts 

entirely  rewritten.     Added  illustrations, 

including  a  lithographed  plate. 


03En 


Practical  Medicine 


-B'sr- 


ALFRED  L.  LOOMIS.  M.D.,  LL.D., 

Professor  of  Pathology  and  Practical  Medicine  in  the  Medical  Department  of  t 
University  of  the  City  of  New  York;  Visiting  Physician 
to  Bellevue  Hospital,  etc. 


"  The  work  before  us  is  a  complete  com- 
prehensive treatise  on  general  pathology 
and  practical  medicine.  The  arrangement 
and  classification  is  that  which  the  author 
has  observed  in  teaching,  and  is  based  on 
advanced  pathological  knowledge." — 
Louisville  Medical  News,  November  22, 
1884. 

*'  A  careful  examination  of  the  book 
/.roa+pa  the  imnrpssion  that  it  is  the  ^vork 


so  with  evidences  of  such  unusual  dis( 
tion  and  skill  as  to  present  the  subject 
a  fresh  light,  and  to  constitute  a  m 
acceptable  addition  to  medical  literati 
The  illustrations  are  abundant,  origii 
and,  as  a  rule,  neatly  drawn,  and  wellil 
trate  the  text,  in  which  the  subjects 
discussed  in  the  light  of  the  most  re 
additions  to  our  knowledge  of  patho.' 
and     theran'^"*^''"" "      ''^^''     Phil^  W 


■■■\ 


BINDING  SECT.  MAR  4  _  1B66 


RG 

1 

A57 

V.28 

Biological 
&   Med.cal 
Seriajs 


The  American  journal  of 
obstG-rics  one  disei^ses 
of  women  and  children 


P 


PLEASE  DO  NOT  REMOVE 
CARDS  OR  SLIPS  FROM  THIS  POCKET 

UNIVERSITY  OF  TORONTO  LIBRARY 


STORAGE 


